SAN BERNARDINO Human Resources

C OUNTY Employee Benefits and Services




Open Enroliment

¢/ Review this guide and visit link.sbcounty.gov/Retiree-Benefits to learn
more about your retiree health plan options

v/ Review What’s New for Plan Year 2022 (page 5)

v/ Check important dates for open enrollment 2022 (page 4)

v/ Prepare for your transition from COBRA to retiree health benefits

v/ Prepare for your transition from traditional to Medicare benefits

v/ Enroll and make changes by 5:00 p.m. November 30, 2021

¢/ Submit any required dependent documentation to Employee Benefits

and Services Division (EBSD) by December 7, 2021

Contact Employee Benefits at:
EBSD: 909-387-5787
EBSD Toll-Free: 888-743-1474
EBSD Email: ebsd@hr.sbcounty.gov Attn: Retiree Desk

Open enrollment is November 1 through November 30, 2021

https://link.sbcounty.gov/RetireeOE

You are encouraged to keep this guide throughout the year.
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Welcome to the 2022 Retiree Benefits & Enrollment Guide

This Guide is designed to help you understand your health benefit options during open
enrollment and throughout the year. Information in this guide includes:

Medical and dental plan options

Monthly premiums

Enroliment, change, and cancellation forms
Answers to frequently asked questions

Open Enroliment 2022

Open enrollment provides you an opportunity to evaluate your current medical and
dental coverage and to elect the benefit plans that best fit your needs. During open
enrollment you may:

Enroll in a plan

Change plans

Terminate coverage

Add or remove dependents

Elections and changes made during this open enrollment period will be effective
January 1, 2022.

2022 Retiree Open Enrolilment Important Dates

Nowv. 1, 2021 First open enrollment webinar

Nov. 1, 2021 First day of open enrollment

Nov. 11, 2021 Employee Benefits office closed (Veteran’s Day)

Nov. 25-26, 2021 Employee Benefits office closed (Thanksgiving)

Nov. 30, 2021 Last day of open enroliment

Last day to submit proof of dependency

Dec. 7, 2021 and/or dependent disability

Effective date of new premium rates and

Jan. 1, 2022 new elections/changes

Please contact Employee Benefits at 909-387-5787 or via email at ebsd@hr.sbcounty.gov
should you have any questions about your retiree health benefit options during open
enrollment or throughout the year.
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What’s New for Plan Year 2022?

Go Green. Go Paperless.

Reduce your environmental impact by signing up to receive retiree
open enrollment communications from Employee Benefits electronically.
Please contact Employee Benefits at ebsd@hr.sbcounty.gov to complete
a Retiree Personal Information form. The Retiree Personal Information
form can be located on the Employee Benefits Retiree Benefits page
at link.sbcounty.gov/Retiree-Benefits

2022 Retiree Medical and Dental Premium Rates

The County is excited to announce that the 2022 Medicare Premiums will be reduced by
8.82% for the Kaiser Senior Advantage plans. There will be no changes to the 2022 Blue
Shield Medicare Advantage plans, Blue Shield Non-Medicare plans and Dental plans.
There will be an increase of 8.90% for the Kaiser Non-Medicare plans.

2022 Retiree Health Plan Options

The following medical and dental plans are available to retirees and their eligible
dependents:

2022 Medical Plans

Non-Medicare Plans (Choice of High & Low Options)

Blue Shield Signature HMO
Blue Shield Trio HMO
Blue Shield PPO

e California
¢ Out of State

¢ Kaiser Permanente High Deductible Health
Plan HMO
¢ Kaiser Permanente HMO
e Colorado (selected zip codes)
e Oregon/Washington (selected zip codes)

Medicare Integrated Plans (Choice of High and Low Options)

¢ Kaiser Permanente Senior Advantage
e Colorado (selected zip codes)
e Oregon/Washington (selected zip codes)

Blue Shield 65 Plus (HMO)

Medicare Coordination of Benefits Plans

Blue Shield PPO Medicare
Coordination of Benefits (COB)
e California
e Out of State

2022 Dental Plans

DeltaCare USA DHMO
Delta Dental PPO (Choice of High and Low Options)

link.sbcounty.gov/Retiree-Benefits 5
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CONTACT INFORMATION

Employee Benefits and
Services Division

PROVIDERS:

Blue Shield 65 Plus (HMO)
www.blueshieldca.com

Blue Shield PPO and
Non.Medicare
www.blueshieldca.com

Blue Shield Signature
www.blueshieldca.com

DeltaCare USA DHMO
www.deltadentalins.com

Delta Dental PPO
www.deltadentalins.com

Kaiser Permanente
https://my.kp.org/sbcounty

Kaiser Permanente
Senior Advantage
https://my.kp.org/sbcounty

175 West Fifth Street, First Floor..... 909-387-5787
San Bernardino, CA 92415
https://link.sbcounty.gov/RetireeOE

All Retiree Medical and Dental Plans . 909-387-9674
link.sbcounty.gov/Retiree-Benefits
https://link.sbcounty.gov/RetireeOE

COBRA. ... 909-387-5552

Blue Shield 65 Plus (HMO) Member Services
.................................. 800-776-4466
PO Box 927, Woodland Hills, CA 91365.9856

Blue Shield of California ............ 855-829-3566
PO Box 272540, Chico, CA 95927.2540

PO Box 272540, Chico, CA 95927.2540
.................................. 855-829-3566

.................................. 855-244-7323

P.O. Box 997330 Sacramento, CA 95899
.................................. 855-244-7323

Kaiser Permanente Foundation Health Plan, Inc
................................. 800-464-4000
PO Box 7141, Pasadena, CA 91109.7141

Kaiser Permanente — Medicare Unit
.................................. 800-443-0815

(for membership enroll/disenroll)

PO Box 232400, San Diego, CA 92193.2400
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CONTACT INFORMATION

Voya 1030 Nevada Street, Suite 203....... 909-748-6468
https://cosb.beready2retire.com Redlands, CA92374 ................ 800-452-5842

PO Box 7308, Madison, WI 53704.7308
................................ 1-800-422-4661
.............................. 608-661-9601 Fax

Total Administrative Services
Corporation (TASC)
www.tasconline.com

HELPFUL RESOURCES AND REFERRAL SERVICES:

American Association of Retired Persons (AARP)...................... 888-687-2277
WWW.aarp.org

American Cancer Society (ACS) . ...t 800-227-2345
www.cancer.org
American Heart Association (AHA) . ......... .o, 800-242-8721

www.heart.org

Centers for Medicare & Medicaid Services

(CMS for Medicare information) ............. .. ... ... . ... 800-633-4227
WWW.CMS.gov

www.medicare.gov

Covered California (State of California Health Care Exchange) ......... 800-300-1506
www.coveredca.com

Health Insurance Counseling and Advocacy Program (HICAP) /
California’s State Health Insurance Assistance Program............... 800-434-0222
https://www.aging.ca.gov/Programs_and_Services/Medicare_Counseling/

Social Security Administration (SSA) ............ ... ... . il 800-772-1213
www.socialsecurity.gov

San Bernardino County Employees’ Retirement Association (SBCERA) ..909-885-7980
348 West Hospitality Lane, Third Floor San Bernardino, CA 92415-0440.. 877-722-3721
www.sbcera.org
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Frequently Asked Questions & Answers

What are the next steps when | retire?

You will want to contact Employee Benefits at 909-387-5787 for information on
your health plan options such as COBRA continuation coverage, retiree health
benefit options and/or Medicare plan options.

My spouse (or domestic partner) works for the County and | am covered as
a dependent under my spouse’s (or domestic partner’s) medical plan. Do |
have to enroll in one of the retiree medical plans also?

No. As a retiree, your participation in a retiree medical plan is completely
voluntary. You may continue your coverage as a dependent under your spouse’s
(or domestic partner’s) County coverage. If your spouse (or domestic partner) loses
medical coverage under a County-sponsored medical plan because of a reduction
in work hours, termination of employment, or retirement, you and your spouse (or
domestic partner) might be eligible to continue group coverage through COBRA.
Also, if your covered spouse (or domestic partner) retires, your spouse (or
domestic partner) will have 60 days to elect coverage as a retiree. Your spouse (or
domestic partner) may then enroll you as a covered dependent.

How do | pay for my retiree health insurance premium(s)?

Your insurance premium(s) will be deducted from your monthly retirement benefit
payment (SBCERA pension check). if you are a new retiree and not yet receiving a
retirement benefit payment you will need to submit payment directly to Employee
Benefits by mail or in person payment. We accept cash, check and money order.

What portion of the cost of my medical coverage am I responsible for?
You pay the full monthly insurance premium for medical and dental coverage. If
eligible for Medicare, your advantage insurance premium is in addition to the
regular MediCare Part B monthly premium.

What should | do if the premium for my medical plan is not being deducted
or is incorrect?

When you enroll in a medical plan or make changes to your coverage, you should
check your retirement benefit payment carefully to verify that the proper
deduction is being taken. If the deduction is not being taken or is incorrect,
contact Employee Benefits immediately to correct the discrepancy.

e May | switch medical plans when I retire?

At the time of retirement, you may select the retiree plan of your choice.

However, if you elect COBRA continuation coverage, you may not switch plans
unless you move out of your plan’s service area (see question 12). You may change
to another medical plan ONLY during open enrollment.

link.sbcounty.gov/Retiree-Benefits
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Is there a vision plan for retirees?

San Bernardino County does not offer a retiree vision plan. View the Medical
Comparison chart for additional information on covered vision exams. If you are
newly retired, you may continue your EyeMed vision coverage for up to 18 months
by electing COBRA. In addition, you may be able to obtain vision coverage with VSP
from the Retired Employees of San Bernardino County (RESBC)/Pacific Group
Agencies or the Teamsters Local 1932 if you are a member. For information about
these plans, contact Pacific Group Agencies, the Benefit Plans Administrator, at
800-511-9065 or Teamsters Local 1932 at 909-889-8377 x 234.

When may | add new eligible dependents to my coverage?

You may add dependents only during open enrollment unless you experience a
qualifying event. You may enroll your eligible dependents (i.e., newborn newly
adopted child, new spouse, or stepchild) within 60 days of a qualifying event
(birth, marriage, custody, etc.). To enroll your eligible dependents, you must
submit a Medical and/or Dental Plan Enrollment/Change Form (with any required
attachments and/or verifications) within 60 days. New dependent coverage is
effective the first day of the month following the event. Exceptions: See page 17
for coverage information regarding newborns and adopted children.

What happens to my dependents’ health coverage if | become deceased?
Your eligible dependents may continue to participate in the retiree medical and/
or dental plans as long as they pay the cost of the premiums.

When does a dependent lose eligibility?
Here are some examples of events that cause a dependent to lose eligibility (see
the Dependent Eligibility section of this Guide):

+ Your non-disabled, covered child turns 26 years of age

+ The final divorce decree is granted
+ Dissolution of a domestic partnership

Your former spouse must be removed from your medical and dental plans within 60
days of the event date even if the divorce settlement requires you to provide coverage.

Do | have to notify anyone when a dependent becomes ineligible?

Yes. You must notify Employee Benefits within 60 days of the date your dependent
becomes ineligible. If you do not notify Employee Benefits, you will be liable for
any claims paid or services rendered on behalf of an ineligible dependent.

@ If | am enrolled in an HMO plan, do | have to change medical plans if | move

outside the HMO's service area?

Yes. If you move outside the service area of your plan, you will be required to
enroll in another County medical plan within 60 days after the move or cancel
your coverage. Until you change or cancel your enrollment, you will only be
covered under the “Out-of-Area Emergency” provision of your current HMO.

link.sbcounty.gov/Retiree-Benefits 9
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Frequently Asked Questions & Answers

What should I do if | become (or a dependent becomes) eligible for
Medicare?
Three months before your 65th birthday, or when a question of eligibility comes
up, you should:
+ Call the Social Security office at 1-800-772-1213 or CMS at 1-800-633-4227
regarding enrollment for Medicare insurance benefits

+ Apply for Medicare online at https://www.ssa.gov/benefits/medicare
+ Call Employee Benefits at 909-387-5787 for your medical insurance options

Can my COBRA payments be deducted from my monthly retiree benefit
payment?

Yes. When you sign and date the COBRA Medical Plan Enrollment/Change Form or
the COBRA Dental Plan Enrollment/Change Form you authorize the San Bernardino
County to deduct the monthly COBRA payments from your monthly retiree benefit
payment once you have paid the initial premium in full.

Why can’t my premiums be automatically deducted from my Retirement
Medical Trust Fund, and why must | submit my receipts and forms to TASC?
Since the program is a reimbursement program and not a prepayment program,
expenses must be incurred before you can receive payment for them. TASC is the
Third Party Administrator selected by Voya to process claim requests.

My dependent loss coverage but I'm not currently enrolled in a retiree
medical/dental plan. Can I still enroll my dependent on a retiree medical/
dental plan?

No. A retiree must be enrolled as the subscriber on a retiree medical/dental plan in
order to add a dependent.

Do | have to notify Employee Benefits when | enroll in a Medicare plan?

If you are enrolled in a retiree medical plan with the County and decide to enroll in
an individual Medicare plan, you will be required to cancel your retiree medical
plan with the County. Contact Employee Benefits immediately to cancel your plan
and recurring SBCERA deductions.

@ Who may I call for additional information?
See the Contact Information section on pages 6 and 7 of this Guide for telephone
numbers and web site addresses.

10 link.sbcounty.gov/Retiree-Benefits
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2022 Retiree Medical and Dental Premium Rates

The rates listed below are the most frequently used rates. Rates are based upon retiree/
dependent age and Medicare eligibility. If your specific status is not listed or if you are
not sure what your rate will be, please call the Employee Benefits and Services Division
(EBSD) at 909-387-5787 or ebsd@hr.sbcounty.gov. We will be happy to assist you!

How to calculate your total monthly medical premium if you have dependents:
If you have one or more dependents on your coverage, add the “1 Dependent” rate or
“2 Dependents” rate to the “Retiree only” rate.

For example: You are a retiree over 65, with Medicare A and B. You live in a Medicare
service area, and you have one dependent, under 65, without Medicare. If you select Blue
Shield as your carrier, your total monthly premium will be:

Retiree: Blue Shield 65 Plus — Retiree only,

over 65, with Medicare A and B (High Option) .......... $241.83
Dependent: Blue Shield Signature - 1 Dependent,
under 65, no Medicare (High Option) ................ $1,200.57
Total Monthly Premium:. ... ... ... .. . . i, $1,442.40
Effective January 1, 2022 Plan and Coverage Level 2022 Rates
Blue Shield Signature (HMO) High Low TRIO
Retiree only, under 65, no Medicare $1,049.02 | $862.46 | $788.14
1 Dependent, under 65, no Medicare $1,200.57 | $986.12 | $900.70
2 Dependents, under 65, no Medicare $2,036.12 | $1,672.44 | $1,527.57
Retiree only, over 65, no Medicare $1,049.02 n/a n/a
1 Dependent, over 65, no Medicare $1,200.57 n/a n/a
2 Dependents, over 65, no Medicare $2,036.12 n/a n/a
Blue Shield 65 Plus (HMO) Medicare Advantage High Low
Retiree only, over 65, with Medicare A and B $241.83 $100.42
1 Dependent, over 65, with Medicare A and B $237.47 $96.05
2 Dependents, over 65, with Medicare A and B $474.94 $192.11
Blue S.hield. PPO Medicare COB - e Low
California and Out of State

Retiree only, over 65, with Medicare A and B $791.68 n/a
1 Dependent, over 65, with Medicare A and B $787.33 n/a
2 Dependents, over 65, with Medicare A and B $1,574.66 n/a

link.sbcounty.gov/Retiree-Benefits 11
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Eligibility
o Monthly Medical Plan Rates (continued) To participate in a County-sponsored retiree plan, you must be a San Bernardino County “
= Effective J 1. 2022 Employees’ Retirement Association (SBCERA) retiree or eligible dependent. You or your —
: Pl ectwg Canuary ’L : 2022 Rates eligible dependent pay the cost of coverage and your insurance premium may be p~
= an andtoverage Leve deducted from your monthly retirement benefit payment. If you do not receive a monthly —
= Blue Shield PPO - California and Out of State High Low retiree benefits payment, you will need to submit payments directly to Employee Benefits. E
— o : -
= Retiree only, under 65, no Medicare $1718.54 $1.345.63 If you are a surviving spouse or child of a Cognty employee (eligible dependent), you may =
= be eligible to enroll in County-sponsored retiree health benefits. If you are unsure of your o
= 1 Dependent, under 65, no Medicare $1,759.95 $1,377.06 eligibility status, contact Employee Benefits at 909-387-5787 or ebsd@hr.sbcounty.gov. v
* 2 Dependents, under 65, no Medicare $3,663.84 $2,849.14 You will be eligible to enroll in a County-sponsored retiree medical and/or dental plan if ~
Kaiser Permanente (HMO) High Low HDHP you experience any of the following events outside of open enrollment:
. . + You retire;
Retiree only, under 65, no Medicare $1,225.50 $932.17 $746.60
D Jent under 65 1o Medi 5122114 502781 P + You lose employer sponsored coverage;
ependent, under 65, no Medicare ,221. : : . : :
P + Your COBRA or Cal-COBRA coverage ends due to exhaustion of the maximum time
2 Dependents, under 65, no Medicare $2,234.68 | $1,697.88 | $1,358.30 allowed:
Retiree only, over 65, no Medicare $1,41348 | $1,299.64 | $1,551.11 « You relocate into or out of a plan’s network service area;
1 Dependent, over 65, no Medicare $1,409.12 | $1,295.28 | $1,546.75 + You are covered under your spouse or domestic partner’s plan and she/he loses
2 Dependents, over 65, no Medicare $2,818.24 | $2,590.56 | $3,093.50 Coverage,
- - - + You become eligible for Medicare;
Kaiser Permanente Medicare Advantage High Low . .
: : : + You are covered under your spouse or domestic partner’s plan, and you get divorced
Retiree only, over 65, with Medicare A and B $203.77 $124.25 or you terminate the domestic partnership.
1 Dependent, over 65, with Medicare A and B $199.41 3119.89 Note: It is important that you notify our office within 60 days of the qualifying event date.
2 Dependents, over 65, with Medicare A and B $398.82 $239.78 Dependent Eligibility

If you are participating in a County-sponsored retiree plan, your eligible dependents
may also participate. Your eligible dependents include:

Monthly Dental Plan Rates

+ Your legal spouse (a copy of your marriage certificate is required)

Contact Employee Benefits for information if your

specific plan is not listed in the rates table.
Phone: 909-387-5787 | 888-743-1474

Email: ebsd@hr.sbcounty.gov Attn: Retiree Desk

12
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DeltaCare USA Delta Dental PPO | Delta Dental PPO « State-Registered Domestic Partner (copy of the certificate of state registered
HMO Low Option High Option domestic partnership or equivalent out-of-state certificate is required)
Retiree only $19.71 $44.10 $61.93 + Your children* who are:
Retiree + 1 $30.47 $81.07 $114.98 = Under age 26
Retiree + 2 or more $43.41 $139.21 $198.41 = Over age 26, supported primarily by you and incapable of self- sustaining

employment by reason of mental or physical disability. A Disabled Dependent
Certification Form with proof of physical or mental condition from your health
care provider must accompany the Medical and/or Dental Plan Enrollment/
Change Form. Please note that it is the medical plan that evaluates and makes
the final determination on the disability status. Contact Employee Benefits at
909-387-5787 for detailed information.

link.sbcounty.gov/Retiree-Benefits 13
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* Your children include children born to you, legally adopted by you, your step-children,
children of your state-registered domestic partner, children for whom you are the
legal guardian, and children you support as a result of a valid order.

Kaiser Permanente allows coverage for grandchildren only if the grandchild’s parent
(your dependent child) was enrolled on the County’s Kaiser Permanente plan prior to
the birth of the grandchild. Grandchildren may remain enrolled as long as they have no
break in coverage and meet the following criteria:

1) the dependent child is covered;

2) the grandchild permanently resides with you or your spouse; and

3) the grandchild receives all financial support and maintenance from you or your
spouse.

Parents, grandparents, grandchildren, common-law spouses, divorced spouses,
roommates and relatives other than those listed above are not eligible.

NOTE: If you do not submit all necessary forms and supporting documentation when
required, your dependents will not be added to your plan and you will be
responsible for any costs incurred.

Your last day to submit proof of dependency and the Disabled Dependent Certification
form is December 7, 2021.

Enrollment

During open enrollment, you may cancel your medical and/or dental plan coverage
(subject to contractual enrollment commitment requirements), change medical plans,
and add/delete eligible dependents to/from your coverage. Before making changes, be
sure to read your enrollment materials carefully. The enrollment options you elect
during the 2022 open enrollment period will remain in effect for the entire plan year
and you must wait until the next open enrollment period to make changes, unless you
experience a qualifying life event (see page 18).

If You Are Enrolling or Making Changes

To enroll or make changes, submit a completed and signed Medical and/or Dental Plan
Enrollment/Change Form (with all appropriate documentation, such as a marriage or birth
certificate, if applicable) to Employee Benefits at 175 W. Fifth Street, First Floor, San
Bernardino, CA 92415-0440 or by email at ebsd@hr.sbcounty.gov by November 30,
2021.

The following enrollment/change forms are contained in this Guide:
+ Medical Plan Enrollment/Change Form (pg. 95)
+ Dental Plan Enrollment/Change Form (pg. 99)
+ Disabled Dependent Certification Form (pg. 103)

14 link.sbcounty.gov/Retiree-Benefits
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If newly enrolling in a Medicare Plan, you will need to complete the following forms:
+ Medical Plan/Enrollment Change Form (required, on pg. 95)
¢ Blue Shield 65 Plus (HMO) Group Enrollment Form (add as applicable, on pg. 105)
+ Blue Shield of California Medicare Rx Plan (PDP) Form (add as applicable, on pg. 109)
+ Kaiser Senior Advantage Election Form (add as applicable, on pg. 121)

IMPORTANT INFORMATION for New Enrollees in
Blue Shield and/or DeltaCare USA HMO Plans:

Employee Benefits must receive enrollment forms from you indicating your choice of
a primary care provider. If you do not select a primary care provider and a medical
group for medical plans, the carrier will select one for you based on your home address.

For Blue Shield provider information, you may visit their website at blueshieldca.com
or call 855-829-3566 for non-Medicare plans or 800-776-4466 for Medicare plans.
Information for Delta Dental providers can be found at www.deltadentalins.com or
by calling 855-244-7323.

Important Information for Medicare-Eligible Enrollees:

For those newly enrolling in a Medicare Plan, the Centers for Medicare and Medicaid
Services (CMS) requires a signed Medicare plan enrollment form in order to process
coverage under the plan. Medicare plan enrollment forms for Kaiser and Blue Shield can be
found in the back of this guide. If a signed enrollment form is not received by November
30, 2021, you will not be enrolled in medical coverage through the County. Your next
opportunity to enroll in County-sponsored coverage will be during the next open
enrollment period in November 2022 or if you experience a mid-year qualifying life event.

If You Are Canceling Coverage

You may cancel coverage at any time during the year. To cancel coverage, complete the
Medical and/or Dental Plan Cancellation Form and submit it to Employee Benefits at
175 W. Fifth Street, First Floor, San Bernardino, CA 92415-0440. If you are enrolled in
a Medicare plan, you will also need to complete and submit the appropriate Medicare
disenrollment form.

The following cancellation forms are contained in this guide:
+ Medical and/or Dental Plan Cancellation Form (required, on pg. 101)
¢ Blue Shield Medicare Program Group Disenrollment Form (add as applicable, on pg. 113)
+ Kaiser Senior Advantage Disenrollment Form (add as applicable, on pg. 127)

NOTE: Requests to cancel dental plan enrollments are subject to the two-year enroliment
provision of the Delta Dental Contract. Please contact Employee Benefits to see if
you have met this minimum requirement prior to canceling your dental coverage.
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Medical and Dental Plan ID Cards

You will receive an identification (ID) card from your medical and/or dental plan
within 4 to 6 weeks of the effective date of your new coverage. You may, however,
begin using your medical and/or dental plan on the effective date of your coverage. Your
provider can verify your eligibility by your social security number and date of birth.

New elections made during the 2022 open enrollment period will be effective January
1, 2022. Any enrollments made outside of open enrollment will be effective the first day
of the calendar month following the election.

If you do not receive your ID card, or if you need a replacement card, call your plan’s
member services department (please see page 6 of this Guide for your plan’s contact
information). You may also request a replacement card online through the plan’s
website.

Confirmation Statements
After open enrollment, you will receive a confirmation statement verifying your 2022
elections.

The confirmation notice will be mailed to your mailing address and will list the plan(s)
you elected, dependents covered, and the effective date of your coverage.

Please be sure to review your confirmation statements carefully. Contact Employee
Benefits if there is a concern or question about the information contained in your
statement.

Mid-Year Enroliments & Changes

The enrollment options you elect during the 2022 open enrollment period will remain
in effect for the entire plan year. You must wait until the next open enrollment period to
make changes, UNLESS you experience a qualifying life event as noted in the Life Events
chart on the following page.

The two exceptions to mid-year changes are removing dependents and cancelling
coverage. As your premiums are paid on an after-tax basis, you may revoke your
election and/or remove your dependents from your plan at any time, subject to the
terms of the medical and dental plan contracts.

For all other mid-year changes, your request to make a mid-year change must:
1. Be consistent with a qualifying event

2. Be received by Employee Benefits within 60 days of the qualifying event

3. Meet the guidelines of County contracts/agreements

16 link.sbcounty.gov/Retiree-Benefits
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Effective Date of Mid-Year Changes

All elections made during the plan year will become effective the first calendar day of
the month following the date that the completed enrollment forms and documentation
are received by Employee Benefits. You will be billed for any premiums owed as a
result of the plan election changes. If your plan election change results in an increase
or decrease in premium, your deduction will be increased or you will receive a refund
consistent with the change.

Newborn and Adopted Children

Under Blue Shield, newborn children will be covered under the same medical group
in which the natural mother is enrolled for the first 60 days. If the natural mother of
the newborn is not enrolled as a member or if the child has been placed with the
subscriber for adoption, the personal physician selected must be a physician in the
same medical group or Individual Practice Association (IPA) as the subscriber.

Under Kaiser, newborn children are covered for the first 31 days. Newly adopted
children or child placed with you for adoption are eligible for coverage the first date
in which you or your spouse or domestic partner gain the legal right to control the
child’s health care.

Retiree subscribers must still enroll the newborn under their respective plan through
the County. Contact Employee Benefits to complete the newborn’s enrollment.

link.sbcounty.gov/Retiree-Benefits 17
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Qualifying Life Events Chart

If you are enrolled in a County sponsored medical and/or dental plan, you will have to wait
until the next open enrollment period to change medical and/or dental plans or to add
dependents UNLESS you experience one of the events as outlined in the following table:

Qualifying

Life Event

Loss of coverage

Medical/Dental

Retiree may enroll
self if coverage is lost
and may enroll
eligible dependents

Documentation Required
(All documentation
must be submitted within
60 days of the event)

« Retiree Medical Enrollment/Change
Form (and Medicare forms if
applicable) (enrollment)

« Retiree Dental Enrollment/Change Form

« Proof of spouse’s employment and
benefit plan loss

2022 San Bernardino County Retiree Benefits Guide

Qualifying

Life Event

Lose Dependent

Medical/Dental

Retiree must remove
spouse; may also

Documentation Required
(All documentation
must be submitted within
60 days of the event)

- Retiree Medical Enrollment/Change
Form (and Medicare forms if

Self or dependent(s)
gain or loses eligibility
for Medicare or
Medicaid

Retiree may cancel
medical plan
enrollment or enroll
self/dependent(s) in
Medicare Advantage
plan/non-Medicare
plan

« Retiree Medical Cancellation Form
(Please note, dental cannot be
cancelled for this event)

« Retiree Medical Enrollment/Change
Form

« Proof of gain or loss of Medicare or
Medicaid

- Divorce or -
annulment eqrgll self and applicable)

. Domestic eligible dependent(s) |. Retiree Dental Enrollment/Change Form

if other group : :

Partnership coverage is lost - Divorce, legal separation, annulment,
Termination or Termination of Domestic

. Death PartnershlP decree

- Death Certificate
Court Ordered Retiree may enroll - Retiree Medical Enroliment/Change

Dependent Coverage

Judgment, decree, or
order resulting from
divorce, annulment or
change in legal
custody that requires
medical/dental
coverage for your
dependent child(ren)

dependent children

Form (and Medicare forms if
applicable)

« Retiree Dental Enrollment/Change Form
« Birth Certificate(s)
« Court Documentation

Relocate into or out of
a plan’s network
service area

Retiree may enroll/
change or cancel
plans.

« Retiree Medical Enrollment/Change
Form (and Medicare forms if
applicable)

« Retiree Dental Enrollment/Change Form

« Proof of loss of coverage or address
change

Gain Dependent

« Marriage

« Domestic
Partnership

« Birth/Adoption/
Placement for

Adoption/Legal
Guardianship

Retiree may enroll
newly eligible
dependent(s)

- Retiree Medical Enrollment/Change
Form (and Medicare forms if
applicable)

- Retiree Dental Enrollment/Change Form

- Marriage Certificate, Domestic Partner
Certificate and/or Birth Certificate(s) or
Court Documentation

Gain of Spouse’s
Employment or Other
change in status that
results in eligibility
under spouse’s plan

Retiree may cancel
enrollment

Exception: Dental
plan benefits (retiree
must maintain
enrollment in dental
plan for a period of
24 months)

« Retiree Medical and/or Dental
Cancellation Form (and Medicare
forms if applicable)

Loss of Spouse’s /
Domestic Partner’s
Employment

Retiree may enroll
self if coverage is lost
and may enroll
eligible dependent(s)

- Retiree Medical Enrollment/Change
Form (and Medicare forms if
applicable) (enrollment)

- Retiree Dental Enrollment/Change Form

« Proof of spouse’s employment and
benefit plan loss

18
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Life Events Chart (continued) Over Age Dependent (OAD)
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Qualifying

Life Event

Dependent Ceases to
Satisfy Plan Eligibility
Requirements (e.g.,

over age dependent)

Medical/Dental

Retiree must remove
dependent

Documentation Required
(All documentation
must be submitted within
60 days of the event)

« Retiree Medical Enrollment/Change
Form

« Retiree Dental Enrollment/Change Form

Dependent reaches
age 26 (OAD) and
relies on you for
support and is
permanently mentally
or physically disabled

Retiree may elect to
keep dependent
enrolled

To keep dependent enrolled in health
benefits, you must submit the Disabled
Dependent Certification (within 60 days
of event)

Over Age Dependent
(OAD) loses coverage
under other parent’s
employer-sponsored
plan.

Retiree may elect to
enroll OAD if
supported by you
and incapable of
self-sustaining
(mental or physical
disability)

« Retiree Medical Enrollment/Change
Form (and Medicare forms, if applicable)

« Retiree Dental Enrollment/Change Form

« Marriage Certificate, Domestic Partner
Certificate, and/or Birth Certificate(s) or
Court Documentation

« Disabled Dependent Certification
« Proof of Loss of Coverage

Dependent Relationship

to Subscriber

Disabled Dependent over
the age of 26 is defined as:

Unmarried, dependent
child who is permanently
and totally disabled and
unable to engage in any
substantial gainful activity
by reason of any medically
determinable physical or
mental impairment and
provides physician’s
certification annually for as
long as the disability
continues.

Blue Shield *

May enroll a disabled dependent within 60 days from the

disabled date.

Subject to receipt and approval of Physician’s
certification and carrier approval.

Continued Enrollment:

Disabled dependents must
be enrolled in the plan
upon attaining the age of
26 in order to continue
enrollment. If the disabled
dependent discontinues
enrollment at any time after
attaining age 26, they will
not be allowed to re-enroll
for coverage (e.g. there
must be no break in
coverage).

Continued Enrollment:

No prior enroliment
requirement.

Subject to receipt and
approval of Physician’s
certification

Removal of
Dependent(s)

Retiree may remove
dependent(s)
anytime during plan
year as premium is
paid on after-tax
basis

« Retiree Medical Enroliment/Change
Form (and Medicare forms if applicable)

« Retiree Dental Enrollment/Change Form

Spouse/Domestic
Partner’s COBRA or
Cal-COBRA coverage
ends due to
exhaustion of benefit

Retiree may enroll
self and eligible
dependent(s)

« Retiree Medical Enrollment/Change
Form (and Medicare forms if applicable)

« Retiree Dental Enrollment/Change Form

- Marriage Certificate, State Registered
Domestic Partner Certificate and/or
Birth Certificate(s)

« Proof of loss of COBRA coverage

20
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Continuation of Coverage (COBRA) for Retiree Plans

San Bernardino County, as required under provisions of the Consolidated Omnibus
Budget Reconciliation Act (COBRA), offers employees/retirees and their covered family
members the opportunity to elect a temporary extension of coverage (called
“continuation coverage” or “COBRA coverage”) in certain instances where coverage
would otherwise end due to certain qualifying events. You are also eligible for an
additional 18 months of medical coverage under Cal-COBRA. Vision and dental
coverage are not available under Cal-COBRA.

Length of Continuous Coverage

Maximum Period of
Continuation Coverage

Qualified
Event Beneficiaries

Qualifying

Termination of Emblovee
employment (other than S opusg 18 months
for reasons of gross DIZ enélent Child
misconduct) P
Employee
Reduction in work hours Spouse, 18 months
Dependent Child
Death of the employee E)Z?)Z;eélent Child 36 months
Divorce or legal separation E)F:;l;i\e(;ent Child 36 months
Loss of “dependent child Dependent Child 36 months
status under the plan

(Detailed definitions of qualifying events are contained in the law itself — click here for
more information).

A qualified beneficiary is any individual who, on the day before a qualifying event, is
covered under San Bernardino County’s group health and welfare plans maintained by
virtue of being on that day either a covered employee, the spouse of a covered
employee, or a dependent child of a covered employee.

Retirees who voluntarily cancel their retiree medical coverage are not entitled to COBRA
coverage (e.g., due to non-payment). On the other hand, dependents of retirees may
lose their eligibility for retiree health benefits due to a qualifying event. Eligible
dependents who are enrolled in a County-sponsored retiree health plan on the day
before a “qualifying event” are considered to be “Qualified Beneficiaries” who are
entitled to COBRA continuation coverage. Each qualified beneficiary has independent

22 link.sbcounty.gov/Retiree-Benefits
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election rights to COBRA. Domestic partners, however, are not considered to be
qualified beneficiaries under COBRA law.

To elect COBRA, you must notify Employee Benefits of your qualifying event within 60
days of the event date. You will not be enrolled in COBRA continuation coverage until

you make a COBRA election and all premiums are paid. Once an election is made and

premiums are paid, your coverage will be retroactively reinstated back to your loss of

coverage date.

The qualified beneficiary is responsible for the full premium plus a 2% administration fee.

Please note, Medicare eligibility/enrollment may affect your entitlement to COBRA
coverage. Please contact Employee Benefits if you have questions about how Medicare
interacts with COBRA at 909-387-5552.

Employee Benefits Appeals Procedure
General Information

Employee Benefits maintains and provides documents that explain the policies,
requirements, and limits of coverage for all retiree benefit programs. In the event that a
retiree or eligible dependent believes that a request for a benefit under a health plan has
been improperly denied, he or she may appeal the decision within the parameters set
forth in the following procedure.

Appeals for claims that are denied solely by one of the County’s benefit carriers must be
submitted within the guidelines established by that carrier. Employee Benefits, if
requested to do so, will act as an advocate and will assist to ensure that the appeal
receives due consideration.

Denied Benefits Appeals Process

If you or your beneficiary’s request or claim for benefits is denied you have the right to
file an appeal in writing directly to the Employee Benefits Appeals Unit. Submissions
can be sent directly to the Employee Benefits email box at ebsd@hr.sbcounty.gov.

v’ Appeals must be submitted within 30 calendar days of the notice of denial or
adverse decision.

¢/ Within 15 calendar days of the date the appeal is received, the Employee Benefits
Appeals Unit will review the facts and respond in writing with its findings.

v’ A review period may be extended by an additional 15 days if special circumstances
and/or insufficient information require an extension of time for a decision to be
made. You will be notified and required to send additional information within 15
calendar days from the date of the notice to provide the specified information.
Should the requested information not be received within the specific time, the
Employee Benefits Appeals Unit will make a decision without it, in which case, the
decision is final and not eligible for a second appeal.

NOTE: All approvals are subject to carrier contract limitations.

link.sbcounty.gov/Retiree-Benefits 23
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Blue Shield Signature HMO

HMO Reliability + Specialist Self-Referral Convenience

Blue Shield Signature health maintenance organization (HMO) for retirees is an HMO-
style plan with the added benefit of allowing you to utilize a preferred provider
organization (PPO) level specialist (within the network, but outside your Medical Group)
for examinations and evaluations. You choose between two tiers of benefits.

Level 1 (HMO) or Level 2 (PPO) - whenever you need care.
It works like this:

+ Designate your Primary Care Physician (PCP) and Medical Group from within the
Shield Signature network. Each member of your family may choose a different PCP.

+ Your PCP coordinates your care to include referrals to specialist within the Level 1
HMO benefit.

+ Call your PCP when you need routine or hospital care:
- Pay a fixed copayment (so there are never any cost surprises)

- Say goodbye to paperwork — you do not have to deal with claim forms when you
use your HMO benefits.

- Certain services requiring hospitalization, outpatient surgery, maternity care and
other therapeutic care must be coordinated and authorized by your PCP in order
to be covered under the plan.

¢ Accessing Level 2 benefits — Seeing a specialist without a referral.

- Arrange office visits, consultation, evaluation and treatment—only procedures that
can be performed in the doctor’s office will be covered under this benefit.

« Your copayments will be slightly higher and you may need claim forms for certain
services.

+ Go directly to the closest emergency room if you have an emergency. Emergency
and urgent care are available worldwide. You don't have to call your PCP first. If
you're admitted to a facility, have a family member or hospital staff contact Blue
Shield as soon as possible.

Is Blue Shield Signature HMO Right For You?
Yes, if you want:
+ The convenience of having your PCP coordinate services
+ Predictable costs, with fixed copayments for most services
+ No claim form filing
+ Ability to choose a separate PCP and medical group for each family member
+ The option to self-refer to specialists for exams and evaluations
+ A wide range of covered services

24 link.sbcounty.gov/Retiree-Benefits
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Claim Forms

Under the Blue Shield Signature HMO (Level 1) component you do not have to file claim
forms.

Blue Shield Trio HMO

Trio HMO is a network designed to deliver a coordinated, effective, and efficient care
experience. It is made up of a subset of Independent Practice Association (IPAs), medical
groups, and affiliated physicians from the Access+ HMO.

What is the Trio HMO plan?

With the Trio HMO plan, you get access to a quality network of doctors, hospitals, and
other providers at an affordable price. The Trio HMO keeps your costs down because
Blue Shield partners with an accountable care organization (ACO) that consists of
doctors, hospitals, and other health care providers that share information about your
care and coordinate it to give you better treatment and keep your costs down.

How does the Trio HMO plan work?

+ A lower premium contribution. The Trio HMO plan will cost you less in monthly
premiums.

+ Under the Trio HMO plan option, you pay no deductible and your out-of-pocket
annual expenses are limited to $3,000 per member or $9,000 per family.

+ A select network that focuses on coordinating your care. Trio’s lower premium is
made possible because Trio network providers team up to coordinate your care to
help keep you healthy — and reduce your costs.

+ You must select a PCP in the Trio network. PCPs perform preventive care and treat
medical conditions. They also coordinate other health care, including referrals to
specialists and hospitals within their medical group/Independent Practice
Association (IPA). Each member of your family can choose a different physician and
medical group/IPA.

Medical Transition of Care Benefit

If you are currently receiving care — for planned surgeries, pregnancy and newborn
care, acute and serious chronic conditions, or a terminal illness — from a provider that is
not in the Trio network, please call your Shield Concierge team to see if continuation of
care is available to you during your transition to the Trio HMO plan. If you have been
scheduled for treatment that required authorization from your former doctor who is not
in the Trio network, you will need new authorization from a doctor who is in the Trio
network. If you have questions, please call your Shield Concierge team.

Pharmacy

Drug tiers: Drugs in a formulary are typically grouped into tiers based on defined
categories such as generic drugs, preferred brand-name drugs, nonpreferred brand-

link.sbcounty.gov/Retiree-Benefits 25
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name drugs, and specialty drugs. The tier that your medication is in determines your
portion of the drug cost. A typical drug benefit includes three or four tiers. You can find
information about what you pay by drug tier on the Medical Plan Comparison Chart. To
verify that your prescription drug is on Blue Shield’s specialty drug list, visit
blueshieldca.com/pharmacy, or call your Shield Concierge team.

The Meal Delivery Program

With the LifeSpring meal delivery program, qualified patients recovering from serious
illness can get ready-to-heat meals that fit their dietary needs delivered right to their
door. Through the Call the Car service, they can also get medical transportation from
their home to medical appointments, dialysis centers, and other healthcare facilities
as needed.

A Blue Shield Case Manager will determine if you are eligible for these programs and, if
so, will authorize meal delivery service and transportation for you.

To find out if you are eligible for these services, or to get more information, contact your
dedicated Shield Concierge team.

Blue Shield PPO

If freedom of choice is what you want, then the Blue Shield PPO is the plan for you. You
can go to any doctor or hospital in the Blue Shield PPO network or you can choose to
see a provider not in the Blue Shield PPO network - it’s your choice! In general, the Blue
Shield PPO network works like this:

+ When you choose a participating network provider, you pay:
« A calendar-year deductible

- A fixed copayment or coinsurance after you’'ve met your calendar year deductible
(up to the calendar year copayment maximum)

+ When you see a non-participating provider, you pay:
« A calendar-year deductible

« A copayment or coinsurance after you've met your calendar-year deductible (up to
the calendar-year copayment maximum). Note: The copayment/coinsurance is
higher when you go out of network, which means you'll pay more out of pocket.

- Charges that exceed allowances for covered services

Some services may be covered only when you receive them from in-network physicians
and facilities. For a complete list of limitations please consult the applicable benefit plan
contracts and the corresponding Evidence of Coverage.

Is the Blue Shield PPO Right For You?
Yes, if you want:
+ Freedom of choice

26 link.sbcounty.gov/Retiree-Benefits
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+ Control over how much you spend - your costs are lower when you use our network
+ Broad network access throughout California and Nationwide
+ Time savings convenience - no claim forms to file when you use network services

¢ Access to Heal - schedule in-person healthcare visits with Heal doctors wherever you
are—at home, in the office, or even a hotel.

Blue Shield PPO Medicare Coordination of Benefits (COB) Plan

What is a Medicare COB PPO Insurance Plan?

The Blue Shield PPO Medicare COB insurance plan is offered to Medicare-eligible
retirees. The PPO Medicare COB insurance plan works just like a traditional PPO
insurance plan, but coordinates the cost of care with Medicare as the primary payer.

How does the plan work?

The Blue Shield PPO Medicare COB insurance plan gives you coverage beyond Original
Medicare, and a greater level of choice. You may seek care from any provider in the
United States but pay less out of pocket costs when you use a Blue Shield PPO Medicare
COB in network or contracted provider.

Is Medicare or Blue Shield the primary payer for plan benefits?

Under the Blue Shield PPO Medicare COB plan, Medicare is the primary plan and Blue
Shield is the secondary plan. Here’s how it works:

+ Your provider submits claims to the Medicare intermediary for determination and
payment of allowable amounts.

¢ The The Medicare intermediary then sends a Medicare Summary Notice to both you
and the provider of service. Medicare electronically sends the claim to Blue Shield
once they have processed their payment. Blue Shield automatically processes the
remainder of the claim, pays their portion, and sends an explanation of benefits to
both the member and provider. Blue Shield is responsible for paying the difference
between the amount Medicare paid and the Blue Shield allowed amount for the
covered service. You will receive a copy of the Medicare Summary Notice showing a
summary of benefits paid on your behalf by Medicare. Some secondary claims are
sent electronically to Blue Shield by Medicare and do not require that the provider of
service submit a claim.

How do | know if I'm eligible for Medicare Coordination of Benefits?

You are eligible if you are enrolled in both Medicare Part A and Part B and continue to
pay the Medicare Part B premium. If either you or your spouse is over the age of 65 and
actively employed, neither of you are eligible for the PPO Medicare COB Plan. Contact
the County for COB plan details.

link.sbcounty.gov/Retiree-Benefits 27
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Blue Shield 65 Plus HMO (Medicare Eligible Retirees)

Blue Shield understands some of your most important concerns about your
medications, your doctor, and the cost of coverage. With Blue Shield 65 Plus (HMO)
there is no need to worry—it’s all taken care of!

Blue Shield 65 Plus (HMO):

+ With a large network of physicians and hospitals, chances are your doctor is in the
Blue Shield 65 Plus (HMO) network, you won’t have to worry about finding a new
doctor to learn about you and your conditions.

+ Provides services tailored to Medicare beneficiaries: Blue Shield is familiar with the
conditions most likely to affect you, and the medications you're most likely to need.
The Prescription Drug Plan for Medicare offers coverage for many commonly
prescribed brand name drugs. Even if your physician changes your medications, your
new prescription will most likely still be on the list of covered drugs.

+ Makes it easy to use your Part D Prescription Drug benefit: Medical and drug benefits
are integrated into one plan with only one ID card.

+ Offers the highest quality care possible: Blue Shield offers a vast network of
contracted physicians, hospitals, pharmacies and medical professionals to give you
access to the best possible care.

Is Blue Shield 65 Plus (HMO) Right For You?
With Blue Shield 65 Plus (HMO), you will have access to:

RESOURCES Health Coaches available anytime, health information you can trust, and
online health monitoring tools.

NETWORK You can find a doctor online using the “Find a Provider” tool, order a new
ID card, change your doctor, and much more.

This information is available to you online 24 hours a day, seven days a week.
FEATURES A user friendly Medicare plan that offers:
+ Integrated medical and prescription drug plans with predictable costs
+ Broad choice of the brand-name drugs Medicare beneficiaries are most likely to use
+ Over a decade of experience working with Medicare

SilverSneakers

SilverSneakers is a program provided free of charge to Blue Shield 65 Plus (HMO)
enrollees that includes:

+ Members have access to more than 10,000 participating locations across the country,
including 24 Hour Fitness, Anytime Fitness, Fitness 19, YMCAs and many others.
Women-only locations, including Curves®, are also available nationwide.
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+ SilverSneakers is available online at www.silversneakers.com where members have
a comprehensive, easy-to-use wellness resource in the member pages.

+ SilverSneakers Steps is a personalized fitness program that fits the lifestyle of
members who don’t have convenient access to a Silver-Sneakers location (a location
is 15 miles or more from their home). Steps members receive a kit with the wellness
tools they need to get fit. Please contact Blue Shield 65 Plus at 800-776-4466.

Additional Blue Shield Member Services

Short-Term Out-of-Area Care

OUTSIDE OF CALIFORNIA: The Blue Shield Signature HMO provides coverage for you
and your family for your Urgent Service needs when you or your family are temporarily
traveling outside of California. You can receive urgent care services from any provider;
however, using the BlueCard® Program, described below, can be more cost effective
and eliminate the need for you to pay for the services when they are rendered and
submit a claim for reimbursement.

NOTE: Authorization by Blue Shield is required for care that involves a surgical or other
procedure or inpatient stay.

Out-of-Area Follow-up Care is covered and services may be received through the
BlueCard® Program participating provider network or from any provider. However,
authorization by Blue Shield is required for more than two Out-of-Area Follow-up Care
outpatient visits. Blue Shield may direct the patient to receive the additional follow-up
services from the PCP.

WITHIN CALIFORNIA: If you need urgent medical care but are outside of your PCP
Service Area, if possible you should call Blue Shield Member Services. You may also locate
a Plan Provider by visiting our web site at www.blueshieldca.com/findaprovider.
However, you are not required to use a Blue Shield of California Plan Provider to receive
Urgent Services. You may use any provider.

NOTE: Authorization by Blue Shield is required for care that involves a surgical or other
procedure or inpatient stay.

Follow-up care is also covered through a Blue Shield of California Plan Provider and may
also be received from any provider. However, when outside your PCP Service Area,
authorization by Blue Shield HMO is required for more than two Out-of-Area Follow-up
Care outpatient visits. Blue Shield HMO may direct the patient to receive the additional
follow-up services from the PCP. If services are not received from a Blue Shield of
California Plan Provider, you may be required to pay the provider for the entire cost of
the service and submit a claim to Blue Shield HMO. Claims for Urgent Services obtained
outside of your PCP Service Area within California will be reviewed retrospectively for
coverage. When you receive covered Urgent Services outside your PCP Service Area
within California, the amount you pay, if not subject to a flat dollar copayment, is
calculated based upon Blue Shield’s Allowed Charges.
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Long-Term Out-of-Area Care

The County’s HMO plans offer coverage in select states for members that either reside
or travel outside the state of California for an extended period of time. Students, long-
term travelers, and families living apart can rely on access to routine care, urgent care,
and emergency services in select states with the Away From Home Care® program. Note
that a 30-day notification is required prior to participation in the Away From Home
Care® program. You may call 800-622-9402 to coordinate use of this benefit or for
more information about availability and state-specific coverage.

Coverage while traveling outside California or the United States

BLUECARD® PROGRAM: Blue Shield has a variety of relationships with other Blue
Cross and/or Blue Shield Plans and their Licensed Controlled Affiliates (“Licensees”)
referred to generally as “Inter-Plan Programs.” Whenever you obtain healthcare
services outside of California, the claims for these services may be processed through
one of these Inter-Plan Programs. When you access Covered Services outside of
California you may obtain care from healthcare providers that have a contractual
agreement (i.e., are “participating providers”) with the local Blue Cross and/ or Blue
Shield Licensee in that other geographic area (“Host Plan”). In some instances, you
may obtain care from non-participating healthcare providers. Please obtain full details
on the BlueCard® Program from the current Blue Shield EOC or by calling Blue Shield’s
Customer Service at 855-256-9404. To find a provider in the United States, visit
provider.bcbs.com, or call 800-810-2583. To find a provider outside the country,
visit bcbsglobalcore.com, or call 804-673-1177 collect.

Medical Transition of Care Benefit

As a new member, you are entitled to a medical review that may allow you to continue
your current treatment plan due to a specific diagnosis for a specified time frame with
your prior provider. Some examples of circumstances for you or a family member are:

+ You are scheduled for surgery within 3 weeks after your effective date of coverage.

+ You have documented follow-up care for surgery that was completed within 6 weeks
prior to your effective date of coverage.

+ You have complications resulting from surgery performed within the month prior to
your effective date of coverage.

+ You are presently undergoing a course of chemotherapy or radiation therapy.
+ You are approved for or on a waiting list for a transplant.
+ You have an acute or serious chronic condition.

+ You are currently receiving outpatient mental health treatment or you are currently
in a chemical dependency treatment program.

If you have a transition of care issue, please contact Blue Shield’s Customer Service at
855-829-3566 for non-Medicare plan members and 800-776-4466 for Medicare plan
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members and ask for assistance with transition of care. Blue Shield will assign you a case
manager to guide and assist you with your specific transition of care needs.

Teladoc

Teladoc provides board-certified doctors and pediatricians and mental health
professionals that you can speak with 24/7 by phone or video at no extra cost. These
doctors can treat nonemergency medical and behavioral health issues and prescribe
medications when needed. Before you can use Teladoc, you'll need to register and
complete your medical history. This gives Teladoc doctors the information they need
to make an accurate diagnosis. You can set up your Teladoc account at teladoc.com/bsc.

Contacting Blue Shield

Blue Shield provides a convenient way to access your benefits and plan information.
Some of the many tools available at your fingertips include:

+ Detailed benefit plan information
¢ Online Health Risk Questionnaire
+ Self-help programs

+ Mental health support

+ Health and fitness

+ Discounts

If you need information, call Blue Shield at 855-829-3566, or go to Blue Shield’s website
at www.blueshieldca.com.

Kaiser Permanente HMO (Non-Medicare Retirees)

The Kaiser Permanente Plan is a health maintenance organization (HMO). The benefits
listed in this Guide are for retirees and their eligible dependents living within the Kaiser
Permanente zip code service areas of California. If you would like to determine if your
zip code* is eligible for enrollment or if you would like a Kaiser Permanente Member
Handbook, please call Employee Benefits at 909-387-5787.
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*Some zip codes outside of California are eligible for the County’s Kaiser Permanente
HMO plan. Please call Employee Benefits at 909-387-5787 to determine if your zip code
outside California is eligible.

How the Plan Works

Kaiser Permanente offers three benefit plans for Non-Medicare retirees: HMO High
Option, HMO Low Option and a High Deductible HSA Option.

Kaiser Permanente providers (e.g., physicians, hospitals, etc.) contract exclusively with
Kaiser Permanente facilities. You have access to virtually full-service, unlimited medical
care. However, you must use Kaiser Permanente’s physicians, hospitals and other
approved health care providers.

The County has contracted to cover durable medical equipment. See the durable medical

equipment insert located in your Kaiser Permanente materials for specific benefit information.

What's Covered and Not Covered

Refer to the Medical Plans Comparison Chart on pages 38-73 of this Guide for a list of
key covered expenses. Refer to the Kaiser Permanente Evidence of Coverage (EOC) for
information about what is not covered under your plan.

Please see your evidence of coverage for more details on your coverage and benefits.
You can access the Kaiser HMO EOCs on the County website link.sbcounty.gov/
Retiree-Benefits.

Out-of-Area Care

If you need medical care and cannot get to a Kaiser Permanente facility, call the 800
number on the back of your ID card for guidance.

Claim Forms

No claim form filing is required; however, you may have to file claim forms for out-of-
area urgent or emergency care.
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Kaiser Permanente HMO High Deductible Health Plan (HDHP)

What is the HDHP HMO Plan?

With this plan, you'll need to pay the full cost for most covered services until you
reach a set amount known as your deductible. After you reach your deductible, you'll
start paying less for the rest of the year—just a copay or a coinsurance (which is a
percentage of the total cost). And most preventive care services (like routine physical
exams, mammograms, and cholesterol screenings) are covered at no cost or just a
copay—even before you reach your deductible.

Also, with this plan, if eligible, you can set up an individual health savings account (HSA)
with your banking institution. You will not have to pay federal taxes on the money in
this account and you can access these funds anytime to pay for care—including copays,
coinsurances, and deductible payments.

How do deductible plans work?

With a deductible plan, you get all the quality care and resources people expect from
Kaiser Permanente. The main difference is how you pay for care.

+ You'll need to pay the full cost for covered services until you reach a set amount
known as your deductible. For example, a $1,500 deductible means you'll pay the full
cost of your care and services up to $1,500.

+ After you reach your deductible, you'll start paying less for the rest of the year — just
a copay or a coinsurance.

+ Most preventive care services are covered at no cost or just a copay, even before you
reach your deductible.

Your plan also has an out-of-pocket maximum that helps limit how much you'll pay for
care. If you reach it, you won't have to pay for covered services for the rest of the year.
This can help protect you financially if you ever have a serious illness or injury.

+ Payments for most covered services count toward your out-of-pocket maximum.

+ Copays and coinsurances don’t count towards your deductible, but they do help you
reach your out-of-pocket maximum.

+ After you reach your out-of-pocket maximum, Kaiser Permanente will pay for all
covered services for the rest of the year.

+ For more information, visit kp.org/deductibleplans
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Kaiser Permanente Senior Advantage HMO, Group Plans
(Medicare-eligible Retirees)

Kaiser Permanente’s Senior Advantage plan combines your Medicare coverage with
Kaiser Permanente’s 70 years of health care experience, quality, and convenience.

+ One broad-based plan, one monthly premium, with benefits that help you thrive in
every way.

+ All the perks of Medicare, including Part D prescription drug coverage, and more.
¢ 24-hour convenience, and services when you need them.

+ Health and wellness advice and information by phone or online.

+ Over one hundred medical facilities to choose from, and virtually no paperwork.

Anyone with Medicare Parts A and B may apply, including persons with disabilities. You
must enroll in the Kaiser Permanente service area in which you reside. Members must
use plan and affiliated providers for routine care and continue to pay the Medicare Part
B premium.

Additional Kaiser Member Services

Helpful Information for New Members

If you make the decision to enroll in a Kaiser Medicare or non-Medicare plan, please
know that there is a New Member Entry Department that can help you:

+ Find a Kaiser Permanente facility near you

+ Choose your new doctor

+ Transfer your prescriptions

+ Schedule your first visit

+ Learn about programs and resources to keep you healthy
For Southern California members, contact the New Member Entry Department, toll
free, Monday through Friday from 7am to 7pm. Kaiser non-Medicare members call
888-956-1616 and Kaiser Medicare members call 800-443-0815.
Online Services
Wherever they go, members can access www.kp.org to:

+ E-mail their doctor’s office or pharmacy

+ Schedule, view and cancel appointments

+ Order prescription refills

+ Use valuable online health calculators, information, and resources
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With Healthy Lifestyle programs, members customize and monitor their own programs
to lose weight, quit smoking, improve their nutrition, and more.

With a single click, members can check immunization records, details of past office
visits, vital signs, certain test results, and diagnosed health conditions. By utilizing
Kaiser’s online services, staying connected to your health is now quick, easy and
convenient.

Emergency Care

If you think you have an emergency medical condition and cannot safely go to a plan
hospital, call 911 or go to the nearest hospital. Kaiser Permanente covers emergency
care from providers anywhere in the world. Please see your Evidence Of Coverage (EOC)
for more details on your coverage and benefits. You can access the Kaiser HMO EOCs on
the County website at link.sbcounty.gov/Retiree-Benefits.

Telemedicine

Members can request a telephone or video appointment and have prescriptions sent to
the pharmacy for minor health conditions such as allergies, colds, coughs and even
some follow-up appointments. Usually scheduled phone and video visits cost less than
in-person visits. However, costs for services will vary depending on the Kaiser medical
plan you are enrolled in. Please see your Evidence Of Coverage (EOC) for more details
on your coverage and benefits. For more information about phone and video visits or to
schedule an appointment call us at 833-KP4CARE (833-574-2273) or 711 (TTY),
Monday through Friday, 7a.m. to 7p.m. You can also schedule some appointments
online at kp.org/getcare or with the Kaiser Permanente mobile app.

Continuity of Care Program

If you are receiving care for a serious health issue, such as an acute condition, pending
surgery or advanced pregnancy, you may be eligible for Kaiser’s Continuity of Care
program. This program can allow you to continue getting care from your current doctor
or hospital. New members must meet certain criteria to qualify for Continuity of Care.
As a new member, to apply for Continuity of Care, please call 800-464-4000, weekdays
from 7am to 7pm and weekends from 7am to 3pm.

Contacting Kaiser

You can email your doctor’s office with nonurgent questions anytime or call a licensed
care provider day or night for advice, referrals, prescription requests, and more—all at
no cost.

If you have any questions or need information, call Kaiser Permanente’s Member Service
Contact Center at 800-464-4000, 24 hours a day, 7 days a week (closed holidays). For
TTY, call 711. You can also visit Kaiser Permanente’s website at: my.kp.org/sbcounty.
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Medicare Prescription Drug Coverage — Important Notice

2022 Certificate of Creditable Medicare Prescription Drug Coverage

San Bernardino County has determined that the prescription drug coverage offered by
the County’s Retiree Health Plan Participants is, on average expected to pay out as much
as standard Medicare prescription drug coverage will pay in 2022 and is considered
Creditable Coverage. Because your existing coverage is Creditable Coverage, you can
keep this coverage and not pay a higher premium if you later decide to join a Medicare
prescription drug plan.

If you have any questions about this benefit, please call Employee Benefits at
909-387-5787. You will be informed should any County plan ever lose creditable
coverage status.

Medicare Integrated Plans — Important Information

A Medicare integrated plan combines your Medicare coverage with the benefits of

an insured medical plan. All County integrated plans incorporate Medicare Part D
pharmacy benefits at no additional cost. In order to enroll in a Medicare integrated
plan, you must be enrolled in Medicare Parts A and B. When you enroll in a Medicare
integrated plan, you assign your Medicare A and benefits to the medical plan that
includes Part D. You must pay the Medicare Part B premium. As such, you do not need
to enroll in a separate Medicare Part D pharmacy plan and most members do not pay
a separate Part D premium. However, if your income is above a certain limit (587,000 if
you file individually or $174,000 if you're married and file jointly), you may have to pay
a Part D Income Related Monthly Adjustment Amount (IRMAA) paid directly to the
federal government, in addition to your Medicare integrated plan premiums under
the County.

When you assign all of your Medicare benefits to the plan, you agree to receive all of
your medical care through the plan’s network of providers and utilize the plan’s
Medicare Part D formulary. Premiums for Medicare integrated plans are typically much
more affordable than purchasing a medical plan without the assignment of Medicare
benefits.

Your Medicare benefits will not be available to you outside the Medicare integrated

plan network except for emergency and urgent care. As a County retiree or eligible

dependent, you have four County-sponsored Medicare integrated plans available to
you:

+ Kaiser Permanente Senior Advantage HMO (High and Low)
¢ Blue Shield 65 Plus HMO (High and Low)

Conditions

+ You must receive all of your care from your medical plan except for emergency care,
urgent care (while traveling outside of the service area) and authorized referrals.
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+ You must utilize the plan’s Medicare Part D formulary for all of your prescription
needs.

+ You must meet these eligibility requirements:
« You have Medicare Parts A and B
« You live in the medical plan’s service area
- You are not in a hospice program

It is important to evaluate your benefit needs and the different Medicare integrated
plans each year. If you move out of the service area of your medical plan, you must
“disenroll” from the Medicare integrated plan. To disenroll from a Medicare integrated
plan, contact Employee Benefits at 909-387-5787. Please note that dis-enrollments
from County sponsored plans and enrollments in other plans may be delayed due to
the Center for Medicare & Medicaid Services (CMS) final eligibility determination and
processing of your request.

NOTE: Individual Medicare integrated plans (that are not sponsored by the County) do
not cover dependents who are not eligible for Medicare Parts A and B.

For answers to questions regarding Medicare, please contact:
¢ Your local Social Security Administration Office at 800-772-1213
¢ The Medicare Program at 800-MEDICARE (800-633-4227)
+ The official Medicare website at: www.medicare.gov

¢ The Health Insurance Counseling and Advocacy Program (HICAP) at 800-434-0222,
which offers health insurance counseling for California seniors. Their website is:
https://www.aging.ca.gov/hicap
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CY = Calendar Year

OON = QOut-of-Network
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Please Note: This comparison chart only highlights benefits. The evidence of coverage document
(EOC) and official plan documents contain comprehensive benefit details and govern your rights and
benefits under each plan. If any discrepancy exists between this comparison chart and the official

plan documents, the official plan documents will prevail.

BLUE SHIELD PPO &
BLUE SHIELD SIGNATURE HMO KAISER PERMANENTE MEDICARE COB PPO BLIl_J(E\I\SII-(I)IIE'II-'II)OII:\IPO
HIGH OPTION
High Option Low Option Trio Option Out-of- Out-of-
] Network Network
5 c:l-"ghbl Member Member
. tible ays pays
High Low oy In- Pay In- .
; 2 . Health coinsurance coinsurance
Services Level 1 Level 2 Level 1 Level 2 Ne.It-wc))rk Option Option Plan Network | /< charges Network | /< charges
Option over max over max
allowable allowable
amount amount
Allergy Testing | $10 copay $30 copay No charge $80 copay S0 copay $10 copay |$20 copay  |20% 20% 40% 30% 50%
coinsurance |coinsurance- | coinsurance |[coinsurance |coinsurance
after plan cY after CY Allergy Allergy
deductible |deductible |deductible |Testing Testing
waived Allergy & Allergy & Allergy
Testing Serum Serum
& Allergy deductible
Serum waived for
testing &
serum
Ambulance No charge Refer to Level | $300 per Refer to Level 1 {5250 per No charge |$150 per 20% 20% 20% 30% 30%
if medically 1 benefit transport benefit transport if medically | trip after coinsurance |coinsurance |coinsurance |coinsurance |coinsurance
necessary necessary |deductible |after plan
deductible
Chiropractic Not covered Not covered |Not covered Not covered Not covered Not Not covered |Not covered |20% 40% up to $25 copay 50%
covered coinsurance |30 visits per | per visit coinsurance
CY, preferred | CY, preferred
and non-pref | and non-pref
providers providers
combined combined
Choice of Signature Signature Signature Signature Level | TRIO Network Kaiser Kaiser Kaiser Preferred Non Preferred Non
Providers Level | Level Il Level | I Only Permanente | Permanente |Permanente |Providers Preferred Providers Preferred
HMO Plan Preferred HMO Plan Preferred Providers | Providers Providers Providers Providers
: : : : Out of state Out of state
Providers Providers Providers Providers only only only ~ Blue Card ~ Blue Card
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Please Note: This comparison chart only highlights benefits. The evidence of coverage document

Medical Plans Comparison Chart (Non Medicare Eligible) (EOC) and official plan documents contain comprehensive benefit details and govern your rights and
benefits under each plan. If any discrepancy exists between this comparison chart and the official
CY = Calendar Year OON = Out-of-Network plan documents, the official plan documents will prevail.
BLUE SHIELD PPO &
BLUE SHIELD SIGNATURE HMO KAISER PERMANENTE MEDICARE COB PPO BLIl_J(EV\SII-(I)IIE'II-'II)OII:\IPO
HIGH OPTION
High Option Low Option Trio Option Out-of- Out-of-
) Network Network
5 (Ii-"ghbl Member Member
. tible ays pays
High Low educ In- [BE) In- .
i / h Health coinsurance coinsurance
Services Level 1 Level 2 Level 1 Level 2 Ne.It-wc))rk Option Option Plan Network | /< charges Network | /< charges
Option over max over max
allowable allowable
= amount amount “
= Deductibles: None None None None None None $500 per $1,500 per [ $500 per member/$1,000 $1,500 per member/No E
—~ member/ member/ per family, combined In- Family Maximum, combined | =
= Calendar Year 51,000 per  |$3,000 per | Network & Out-of-Network | In-Network & Out-of- §
< family family Network =
= Hospital / No Charge No Charge | No Charge No Charge No Charge No Charge |20% 20% $250 per 40% $500 per 50% =
> Ambulatory coinsurance | coinsurance [admission coinsurance |admission coinsurance =
= Surgical after plan after plan copay copay Outpatient o
g deductible | deductible |semiprivate semiprivate | & Inpatient —
= room or ICU roomor ICU | hospital/ o
= Ambulatory a
m Surgical
v Center =
Prior All services require prior authorization and/or referral by your Personal Physician N/A N/A N/A Prior Authorization required | Prior Authorization required
Authorization | or the same IPA/Medical Group as the Personal Physician HMO for selected inpatient for selected inpatient
admissions and outpatient [admissions and outpatient
services services
Diagnostic No charge No charge in | No charge No chargein | No charge No charge |$10 per 20% 20% 40% 30% 50%
X-Ray/Lab Physician’s Physician’s encounter coinsurance |coinsurance |coinsurance |coinsurance |coinsurance
Office only Office only after after plan
Not covered: Not covered: (dsesc(j)ucélrb,{/?m deductible
MRI, MUGA, MRI, MUGA, T PET after
PET, SPECT PET, SPECT deductible)
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Medical Plans Comparison Chart (Non Medicare Eligible)

CY = Calendar Year

OON = QOut-of-Network
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Please Note: This comparison chart only highlights benefits. The evidence of coverage document
(EOC) and official plan documents contain comprehensive benefit details and govern your rights and
benefits under each plan. If any discrepancy exists between this comparison chart and the official

plan documents, the official plan documents will prevail.

BLUE SHIELD PPO &
BLUE SHIELD SIGNATURE HMO KAISER PERMANENTE MEDICARE COB PPO BLIE,(EV\SII-(I)IIE'II-'II)OII:\IPO
HIGH OPTION
High Option Low Option Trio Option Out-of- Out-of-
) Network Network
5 c:l-"ghbl Member Member
: High Low Heith In- insura In- coinrga);;nce
Services Level 1 Level 2 Level 1 Level 2 Ne.It-wc))rk Option Option H§|:|,t,h Network Sm?s’clﬁ?rg%i Network | /< charges
Option over max over max
allowable allowable
amount amount
Durable No charge Refer to Level | No charge Refer to Level 1| No charge No charge |20% 20% 20% 40% 30% 50%
Medical 1 benefit benefit coinsurance |coinsurance |coinsurance |coinsurance |coinsurance |coinsurance
Equipment after plan
No deductible
deductible
Emergency $50 copay for | Refer to Level | $250 copay $250 copay $250 copay $50 copay |20% 20% Facility: $100/visit + 20% Facility: $100/visit + 30%
Room facility; 1 benefit for facility; for facility; for facility; ~ |coinsurance |coinsurance |Professional Services: 20% | Applies to both Facility &
No charge for No charge for | No charge for | No charge for Waived if | after after plan Covered the same PPO/OON | Professional Services.
Professional Professional Professional Professional admitted | deductible |deductible |if not admitted, if admitted o .
Services Services Services Services follows PPO inpatient Waived if admitted
hospital benefits
Copay waived Copay waived |Copay waived |Copay waived
if admitted if admitted if admitted if admitted
Home Health | No charge Refer to Level | $50 copay Refer to Level 1| $50 copay No charge |Nocharge |Nocharge |[20% Must be pre- |30% Must be
Services Intermittent 1 benefit Intermittent benefit Intermittent if medically | if medically thgr p:gi)r] coinsurance |authorized. |coinsurance | preauthorized
and part-time and part-time and part-time necessary |necessary eductibie When these When these
home visits by home visits by home visits by Limit of 100 | Limit of 100 services services are
a home health a home health a home health visits per | visits per CY are pre- preauthorized,
care agency to care agency to care agency to Y authorized, In-Network
provide skilled provide skilled provide skilled In-Network copayment is
services up to services up to services up to copayment is applicable
4 visits/day, 2 4 visits per day, 4 visits per day, applicable
hrs/visit (8 hrs 2 hours per 2 hours per
total) up to 100 visit (8 hours visit (8 hours
visits per CY total) up to the total) up to the
visit limit per visit limit per
calendar year calendar year
42 link.sbcounty.gov/Retiree-Benefits link.sbcounty.gov/Retiree-Benefits 43
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2022 San Bernardino County Retiree Benefits Guide

Medical Plans Comparison Chart (Non Medicare Eligible)

CY = Calendar Year

OON = QOut-of-Network

2022 San Bernardino County Retiree Benefits Guide

Please Note: This comparison chart only highlights benefits. The evidence of coverage document
(EOC) and official plan documents contain comprehensive benefit details and govern your rights and
benefits under each plan. If any discrepancy exists between this comparison chart and the official

plan documents, the official plan documents will prevail.

BLUE SHIELD PPO &
BLUE SHIELD SIGNATURE HMO KAISER PERMANENTE MEDICARE COB PPO BLIl_JgV\SII-gE.II'.?OT\IPO
HIGH OPTION
High Option Low Option Trio Option Out-of- Out-of-
) Network Network
5 cll-"gh'bl Member Member
: High Low o In- insura In- coingfj);;nce
Services Level 1 Level 2 Level 1 Level 2 Ne-lt-l;l:l%rk Option Option H:E,‘,t,h Network gﬁj?iw:rg%i Network | /< charges
Option over max over max
allowable allowable
amount amount
Hospice No charge Refer to Level | No charge Refer to Level 1 | No charge No charge |Nocharge |Nocharge |24-hour Must be 24-hour Must be
1 benefit benefit continuous | preauthorized |continuous | preauthorized
home home
care: 20% Whe_n these care: 30% Whgn these
coinsurance | >STVICeS Ar® hincurance | 3STVICes are
preauthorized, preauthorized,
General In-Network | General In-Network
respite copayment is | respite copayment is
care: 20% applicable | care: 30% applicable
coinsurance coinsurance
Routine Routine
home care: home care:
No charge No charge
In-patient In-patient
respite care: respite care:
No charge No charge
Hospital No charge Refer to Level | Inpatient Refer to Level 1 | Inpatient No charge |20% 20% $250 hospital | 40% $500 hospital | 50%
(Facility) 1 benefit Hospital: benefit Hospital: coinsurance |coinsurance |deductible |coinsurance |deductible |coinsurance
$1,000 per $1,000 per after plan after plan per per
admission admission deductible |deductible |confinement confinement
+20% +20%
coinsurance
Mental Health | No charge Refer to Level | $1,000 per Refer to Level 1 |$1,000 per No charge |20% co- 20% $250 per 40% $500 per 50%
and Substance 1 benefit admission benefit admission insurance coinsurance |admission coinsurance |admission coinsurance
Abuse after after plan +20% +20%
Disorders deductible | deductible |coinsurance coinsurance
Inpatient
Hospital
Services
44 link.sbcounty.gov/Retiree-Benefits link.sbcounty.gov/Retiree-Benefits 45
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2022 San Bernardino County Retiree Benefits Guide

Medical Plans Comparison Chart (Non Medicare Eligible)

CY = Calendar Year

OON = QOut-of-Network

2022 San Bernardino County Retiree Benefits Guide

Please Note: This comparison chart only highlights benefits. The evidence of coverage document
(EOC) and official plan documents contain comprehensive benefit details and govern your rights and
benefits under each plan. If any discrepancy exists between this comparison chart and the official

plan documents, the official plan documents will prevail.

BLUE SHIELD PPO &
BLUE SHIELD SIGNATURE HMO KAISER PERMANENTE MEDICARE COB PPO BLB(EV\S’F(I)IE.II'.FOT\IPO
HIGH OPTION
High Option Low Option Trio Option Out-of- Out-of-
] Network Network
5 (Ii-"ghbl Member Member
. tible ays pays
High Low educ In- [BE) In- .
i / h Health coinsurance coinsurance
Services Level 1 Level 2 Level 1 Level 2 Ne.It-wc))rk Option Option Plan Network | /< charges Network | /< charges
Option over max over max
allowable allowable
amount amount
Residential No charge Refer to Level | $1,000 per Refer to Level 151,000 per No charge |20% 20% 20% 40% 20% 50%
Care 1 benefit admission benefit admission coinsurance | coinsurance |coinsurance |coinsurance [coinsurance |coinsurance
subject to after plan
the plan deductible
deductible
Physician No charge Refer to Level | No charge Refer to Level 1| No charge No charge |20% co- 20% 20% 40% 30% 50%
Inpatient 1 benefit benefit insurance coinsurance |coinsurance |coinsurance |coinsurance |coinsurance
Services after after plan
deductible | deductible
Office Visit No charge up | No charge up | No charge up |No charge up | $50/visit $10 copay | $20 copay 20% No charge  [40% No charge  |50%
to 3 visits. to 3 visits. to 3 visits. to 3 visits. individual / |individual / | coinsurance |[up to 3 visits. | coinsurance |[up to 3 visits. | coinsurance
$10 per visit $10 per visit | $30 per visit $30 per visit S5group | $10 group ZESLE:?&e 20% per visit 30% per visit
thereafter thereafter thereafter thereafter copay copay thereafter thereafter
Out-of-Pocket [ $1,500 per None $3,000 Per None $3,000 Per $1,500 per |$3,000 per | %4,000 per [$2,500 per |$5,000each |[$6,000each |$10,000 per
Maximum member member member member member member member PPO | member member PPO | member
$3,000 per $6,000 Two $6,000 Two $3,000 per | $6,000 per | $8,000 per | $5,000 per | OON No family
family members members family family family family PPO | $10,000 maximum
$9,000 Three or $9,000 Three family OON
more members or more
members
Outpatient No charge Refer to Level | No charge Refer to Level 1| No charge $10 copay | 20% co- No charge  |20% 40% 30% 50%
Services 1 benefit benefit insurance after plan Professional |Professional |Professional |Professional
Chemotherapy ?ife;cgtjctible deductible | Services Services Services Services
(Professional)
Renal Dialysis | No charge Refer to Level | No charge Refer to Level 1| No charge $10 copay |$20 copay |Nocharge [20% 40% 30% 50%
(Professional) 1 benefit benefit after plan Professional |Professional |Professional |coinsurance
deductible | Services Services Services
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Medical Plans Comparison Chart (Non Medicare Eligible)

2022 San Bernardino County Retiree Benefits Guide

CY = Calendar Year

OON = QOut-of-Network

2022 San Bernardino County Retiree Benefits Guide

Please Note: This comparison chart only highlights benefits. The evidence of coverage document
(EOC) and official plan documents contain comprehensive benefit details and govern your rights and
benefits under each plan. If any discrepancy exists between this comparison chart and the official

plan documents, the official plan documents will prevail.

BLUE SHIELD PPO &
BLUE SHIELD SIGNATURE HMO KAISER PERMANENTE MEDICARE COB PPO BLB(EV\S’F(I)IE.II'.FOT\IPO
HIGH OPTION
High Option Low Option Trio Option Out-of- Out-of-
] Network Network
5 c:l-"ghbl Member Member
: High Low Heith In- insura In- coinrga);;nce
Services Level 1 Level 2 Level 1 Level 2 Ne.It-wc))rk Option Option H§|:|,t,h Network Sm?s’clﬁ?rg%i Network | /< charges
Option over max over max
allowable allowable
amount amount
Outpatient No charge Refer to Level | $750 copay Refer to Level 1| $750 copay $10 copay |20% 20% $250 40% Ambulatory |50%
Surgery 1 benefit per surgery benefit per surgery coinsurance |coinsurance |deductible |coinsurance [Surgery:20% | coinsurance
(Facility) performed performed after after plan +20% coinsurance
at outpatient at outpatient deductible |deductible |[coinsurance Outoatient
hospital facility hospital facility Hospital'
or ambulatory or ambulatory $25(|;) or
surgical center surgical center P
surgery
$50 copay +20%
when coinsurance
performed in
PCP office visit
Physician No charge $30 copay No charge $80 copay No charge $10 copay | $20 copay No charge [Nocharge |40% No charge  |50%
Services (preventive (preventive (preventive (preventive coinsurance coinsurance
Hearing care) care) care) care)
Screening 20%
coinsurance
after plan
deductible
Home Visits | $10 copay Refer to Level | $50 copay Refer to Level 1| $50 copay S0 copay if | S0 copayif |S0copayif [20% 40% 30% 50%
1 benefit benefit medically | medically medically coinsurance | coinsurance |[coinsurance |coinsurance
necessary |necessary necessary
Hospital No charge Refer to Level | No charge Refer to Level 1| No charge No charge |20% 20% 20% 40% 30% 50%
Services 1 benefit benefit coinsurance |coinsurance |[coinsurance |coinsurance |coinsurance |coinsurance
after after plan
deductible |deductible
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2022 San Bernardino County Retiree Benefits Guide 2022 San Bernardino County Retiree Benefits Guide

Please Note: This comparison chart only highlights benefits. The evidence of coverage document
(EOC) and official plan documents contain comprehensive benefit details and govern your rights and
benefits under each plan. If any discrepancy exists between this comparison chart and the official
plan documents, the official plan documents will prevail.

Medical Plans Comparison Chart (Non Medicare Eligible)

CY = Calendar Year OON = Out-of-Network

BLUE SHIELD PPO &

BLUE SHIELD SIGNATURE HMO KAISER PERMANENTE MEDICARE COB PPO BLIl_J(EV\SII-(I)IIE'II-'II)OI:\IPO
HIGH OPTION
High Option Low Option Trio Option Out-of- Out-of-
) Network Network
5 c:l-"g:!bl Member Member
High Low cauc e In- _ Pays In-  Pays
i : . Health coinsurance coinsurance
Services Level 1 Level 2 Level 1 Level 2 Ne.It-wc))rk Option Option Plan Network | /< charges Network | /< charges
Option over max over max
allowable allowable
= amount amount “
= Immunizations | Immunizations: | $30 copay. Immunizations: | $80 copay Immunizations: No charge |Nocharge |Nocharge |Covered Covered under | Covered under | Covered under E
—~ No charge No charge - Applies to No charge Includes Includes Allergy under . Preventative |[Preventative |Preventative =
= - part of — part of allergy testing; | _ part of allergy allergy injections Prevgntatlve Care; Care; Care; §
- preven’gl\./e. care preventive care | Office based preventive care serumand |serumand | (including | Care Injections Injections Injections >
= office visit; office visit. Injectable meds | offce visit in injection | injection allergy Injections covered covered covered )
= Other: $10 Other: $50 per dose accordance services services serum) covered at | at40% at 20% at 40% =
= copay per copay per No charge - with during during office 20% co- coinsurance; |coinsurance; | coinsurance; ~
= prescription prescription applie:s to allergy | immunization office visits | visits insurance; Immunizations | Immunizations | Immunizations =
= serum; allergy | schedule No Immunizations | for Foreign | for Foreign | for Foreign o
> INJection sves; | Other: $50 deductible for Foreign | Travel are not | Travel are Travel are a
m Immunizations | copay per Travel are covered not covered | not covered —
@ Lc;rfgfeciu %anonal prescription not covered | prygs obtained | See Pharmacy | See
g See fromaNon- | benefits Pharmacy
travel and other :
immunizations; Pharmacy Specialty benefits
, benefits Pharmacy
Drugs obtained Network are
from a Non- not covered,
Specialty Phar- unless Medi-
macy Network cally Necessary
are not covered, for a covered
unless Medically emergency
Necessary for a h
covered emer- E)ee Pﬁ armacy
gency enefits
See Pharmacy
benefits
link.sbcounty.gov/Retiree-Benefits link.sbcounty.gov/Retiree-Benefits 51
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Medical Plans Comparison Chart (Non Medicare Eligible)

2022 San Bernardino County Retiree Benefits Guide

CY = Calendar Year

OON = QOut-of-Network

2022 San Bernardino County Retiree Benefits Guide

Please Note: This comparison chart only highlights benefits. The evidence of coverage document
(EOC) and official plan documents contain comprehensive benefit details and govern your rights and
benefits under each plan. If any discrepancy exists between this comparison chart and the official

plan documents, the official plan documents will prevail.

BLUE SHIELD PPO &
BLUE SHIELD SIGNATURE HMO KAISER PERMANENTE MEDICARE COB PPO BLIE,(I)EV\SII-(I)IE.II'.FOT\IPO
HIGH OPTION
High Option Low Option Trio Option Out-of- Out-of-
] Network Network
5 c:l-"ghbl Member Member
. tible ays pays
High Low oy In- Pay In- .
; 2 . Health coinsurance coinsurance
Services Level 1 Level 2 Level 1 Level 2 Ne.It-wc))rk Option Option Plan Network | /< charges Network | /< charges
Option over max over max
allowable allowable
= amount amount
= Office Visits | $10 copay $30 copay $50 copay $80 copay $50 copay $10 copay | $20 copay 20% 20% 40% 30% 50%
- coinsurance |coinsurance |coinsurance |coinsurance |coinsurance
= after plan
- deductible
—
= Preventive No charge $30 copay No charge $80 copay No charge Nocharge |Nocharge |Nocharge |Nocharge |40% No charge  |50%
7 Care coinsurance coinsurance
=
= Specialists $10 copay $30 copay $70 copay $80 copay $50 with $10 copay | $20 copay 20% 20% 40% 30% 50%
E referral, $55 if coinsurance [coinsurance |coinsurance |coinsurance |coinsurance
= self-referred after plan
E deductible
Surgical No charge No charge No charge No charge No charge $10 copay |20% 20% 20% 40% 30% 50%
Services coinsurance |coinsurance |[coinsurance |coinsurance |coinsurance |coinsurance
(Physician’s after after plan
Office) deductible |deductible
Telemedicine |No charge No charge No charge No charge No charge No charge |Nocharge |Nocharge |Nocharge |Nocharge [Nocharge |Nocharge
Appointments after plan
deductible
Well Baby/ No charge $30 copay No charge $80 copay No charge No charge |[Nocharge |Nocharge [Nocharge |40% No charge  |50%
Well Child (preventive (preventive (preventive (0-23 (0-23 (0-23 (preventive |coinsurance |(preventive |coinsurance
care) care) care) months) months) months) care) care)
Well Woman | No charge $30 copay No charge $80 copay No charge No charge |Nocharge |Nocharge |Nocharge [40% No charge  |50%
Exam (Annual) | (preventive (preventive (preventive (preventive | coinsurance |(preventive |coinsurance
care) care) care) care) care)
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2022 San Bernardino County Retiree Benefits Guide

Medical Plans Comparison Chart (Non Medicare Eligible)

CY = Calendar Year

OON = QOut-of-Network

2022 San Bernardino County Retiree Benefits Guide

Please Note: This comparison chart only highlights benefits. The evidence of coverage document
(EOC) and official plan documents contain comprehensive benefit details and govern your rights and
benefits under each plan. If any discrepancy exists between this comparison chart and the official

plan documents, the official plan documents will prevail.

BLUE SHIELD PPO &

BLUE SHIELD SIGNATURE HMO KAISER PERMANENTE MEDICARE COB PPO BLB(EV\SII-(I)IIE.II'.FOT\IPO
HIGH OPTION
High Option Low Option Trio Option Out-of- Out-of-
) Network Network
5 c:l-"ghbl Member Member
. tible ays pays
High Low oy In- Pay In- .
; 2 . Health coinsurance coinsurance
Services Level 1 Level 2 Level 1 Level 2 Ne.It-wc))rk Option Option Plan Network | /< charges Network | /< charges
Option over max over max
allowable allowable
amount amount
Physical and $10 per visit $30 copay; | $40 per visit $80 copay; up | $40 per visit $10 copay | $20 copay 20% 20% 40% 30% 50%
Occupational |applies to up to 12 applies to to 12 visits per |applies to after coinsurance |coinsurance |coinsurance |[coinsurance |coinsurance
Therapy physical, visits per CY | physical, CY office visit | physical, deductible | after plan
speech, year when speech, only when speech, deductible
occupational | Medically occupational | Medically occupational
and respiratory | Necessary and respiratory | necessary and respiratory
therapy when therapy when therapy when
performed in performed in performed in
an outpatient an outpatient an outpatient
or office visit or office visit or office visit
setting setting setting
Pre-Existing No exclusion | No exclusion [No exclusion | No exclusion |No exclusion No No exclusion | No exclusion | No exclusion | No exclusion | No exclusion | No exclusion
Conditions for pre-existing | for pre- for pre-existing | for pre-existing | for pre-existing exclusion |for pre- for pre- for pre- for pre- for pre- for pre-
conditions existing conditions conditions conditions for pre- existing existing existing existing existing existing
conditions existing conditions | conditions | conditions | conditions |conditions | conditions
conditions
Prescription Up to 30-day | Refer to Level |Up to 30-day | Refer to Level 1 | Up to 30-day Upto 100- |Upto100- |Upto100- |[Up to 30-day |Up to 30-day | Up to 30-day | Up to 30-day
Drug - supply 1 benefit supply benefit supply day supply |day supply |day supply |supply supply supply supply
Retail
Generic $5 copay Refer to Level | $10 copay Refer to Level 1 | Tier 1 - $10 $10 copay |$10copay | $10 after $10copay  |25%+S$10  [S10copay  |25%+$10
1 benefit benefit copay plan copay copay
No deductible
deductible
Brand $10 copay Refer to Level | $30 copay Refer to Level 1| Tier 2 - $30 $15 copay |$30copay | S$30 after $25copay  [25%+ 925 |$25copay  |25% + $25
Formulary 1 benefit benefit after $100 plan copay copay
deductible | deductible
54 link.sbcounty.gov/Retiree-Benefits link.sbcounty.gov/Retiree-Benefits 55
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Medical Plans Comparison Chart (Non Medicare Eligible)

2022 San Bernardino County Retiree Benefits Guide

CY = Calendar Year

BLUE SHIELD SIGNATURE HMO

OON = QOut-of-Network

2022 San Bernardino County Retiree Benefits Guide

Please Note: This comparison chart only highlights benefits. The evidence of coverage document
(EOC) and official plan documents contain comprehensive benefit details and govern your rights and
benefits under each plan. If any discrepancy exists between this comparison chart and the official

plan documents, the official plan documents will prevail.

KAISER PERMANENTE

BLUE SHIELD PPO &
MEDICARE COB PPO

BLUE SHIELD PPO

HIGH OPTION SO Sl
High Option Low Option Trio Option Out-of- Out-of-
. Network Network
5 :Ighbl Member Member
: High Low Health In- insura In- coinF;?J);;nce
Services Level 1 Level 2 Level 1 Level 2 Ne-lt-i;l:/%rk Option Option H:E,I,:h Network ;?d?sc%?rg%i Network | /< charges
Option over max over max
allowable allowable
amount amount
Prescription $25 copay Refer to Level | $50 copay Refer to Level 1| Tier 3 - $50 $S15 copay |$30copay | $30 after $35copay  [25%+$35 |$35copay  |25% + S35
Drug - 1 benefit benefit when when plan copay copay
Non- prescribed |prescribed | deductible
Eormular byaplan |byaplan when
y physicianin | physician in | prescribed
accordance | accordance |byaplan
with with physician in
formulary | formulary accordance
guidelines |qguidelines | with
formulary
guidelines
Lancets No charge Refer to Level | No charge Refer to Level 1| No charge No charge |20% 20% Applicable | 25% + Applicable | 25% +
1 benefit benefit coinsurance, |coinsurance |tier copay applicable |tier copay applicable
no after plan tier copay tier copay
deductible |deductible
Specialty Blue Shield’s formulary applies. Specialty drugs are covered when dispensed See See $30 after Blue Shield’s formulary applies. Specialty drugs are
Drugs by select participating pharmacies in the Specialty Pharmacy Network. Drugs applicable |applicable |plan covered when dispensed by select participating
obtained from a Non-Specialty Pharmacy Network are not covered, unless prescription | prescription | deductible [ pharmacies in the Specialty Pharmacy Network. Drugs
Medically Necessary for a covered emergency. drug copay |drug copay |(30-day obtained from a Non-Specialty Pharmacy Network are
supply) not covered, unless Medically Necessary for a covered
emergency.
30 days supply | Refer to Level | 30 days supply | Refer to Level 1|$50 - Tier 4 30 days Not covered |30 days Not covered
applicable 1 benefit applicable benefit supply (refer to PPO | supply (refer to PPO
retail copay retail copay applicable | benefits) applicable | benefits)
applies applies retail copay retail copay
applies applies
Prescription Up to 90-day |Refer to Level | Up to 90-day | Refer to Level 1| Up to 90-day Up to 100- Upto 100- |[Upto 100- |Upto90-day | Up to 90-day | Up to 90-day | Up to 90-day
Drug - supply 1 benefit supply benefit supply day supply  |day supply |daysupply |[supply supply supply supply
Mail Order
56 link.sbcounty.gov/Retiree-Benefits link.sbcounty.gov/Retiree-Benefits 57
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2022 San Bernardino County Retiree Benefits Guide

Medical Plans Comparison Chart (Non Medicare Eligible)

CY = Calendar Year

OON = QOut-of-Network

2022 San Bernardino County Retiree Benefits Guide

Please Note: This comparison chart only highlights benefits. The evidence of coverage document
(EOC) and official plan documents contain comprehensive benefit details and govern your rights and
benefits under each plan. If any discrepancy exists between this comparison chart and the official

plan documents, the official plan documents will prevail.

BLUE SHIELD PPO &
BLUE SHIELD SIGNATURE HMO KAISER PERMANENTE MEDICARE COB PPO BLIl_J(I)E\I\SII-(I)IIE'II-'II)OT\IPO
HIGH OPTION
High Option Low Option Trio Option Out-of- Out-of-
) Network Network
5 c:l-"ghbl Member Member
: High Low Heith In- insura In- coinrga);;nce
Services Level 1 Level 2 Level 1 Level 2 Ne.It-wc))rk Option Option H§|:|,t,h Network Sm?s’clﬁ?rg%i Network | /< charges
Option over max over max
allowable allowable
amount amount
Prescription $10 copay Refer to Level | $20 copay Refer to Level 1|$20 - Tier 1 $10 copay | $10 copay $10 after $20 copay | Not covered |$20 copay |Not covered
Drug 1 benefit benefit No plan
Generic deductible |deductible
Brand $20 copay Refer to Level | $60 copay Refer to Level 1| $60 - Tier 2 $15 copay | $30 copay $30 after $50 copay | Not covered |S$50 copay Not covered
Formulary 1 benefit benefit after $100 plan
deductible | deductible
Non- $50 copay Refer to Level | $100 copay Refer to Level 1|$100 - Tier 3 $15 copay | $30 copay $30 after $70 copay Not covered |$70 copay Not covered
Formulary 1 benefit benefit when when plan
prescribed |prescribed | deductible
byaplan |bya plan when
physician in | physician in | prescribed
accordance |accordance |bya plan
with with physician in
formulary |formulary accordance
guidelines |guidelines | with
formulary
guidelines
Skilled Nursing [ No charge Refer to Level | $1,000 per Refer to Level 1| 5400 per No charge |20% 20% Freestanding | Freestanding | Freestanding | Freestanding
Facility Limited to 100 1 benefit confinement | benefit confinement upto 100 |coinsurance |coinsurance [Nursing Facility: 20% | Nursing Facility: 20%
davs per CY Limited to 100 Limited to 100 days per | after after plan Facility: 20% | coinsurance |Facility: 20% |coinsurance
yspP days per CY days per CY benefit deductible |deductible |coinsurance |w/ prior coinsurance | w/ prior
period up to 100 up to 100 , authorization , authorization
days per days per qupﬂql , Hospital , ,
benefit benefit nit _Skllled Ho§p|tql Unit §k|IIed Hqsp|tal Unit
eriod eriod Nursing: 20% | Unit Skilled | Nursing: 20% | Skilled Nurs-
P P coinsurance | Nursing: 40% | coinsurance |ing: 50%
Limit of 100 | Limit of 100 |Limit of 100 | Limit of 100
days per CY |days per CY [days per CY |days per CY
combined combined on | combined combined on
In&Outof |[In&Outof |In&Outof |In&Outof
Network Network Network Network
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2022 San Bernardino County Retiree Benefits Guide

Medical Plans Comparison Chart (Non Medicare Eligible)

CY = Calendar Year

OON = QOut-of-Network

2022 San Bernardino County Retiree Benefits Guide

Please Note: This comparison chart only highlights benefits. The evidence of coverage document
(EOC) and official plan documents contain comprehensive benefit details and govern your rights and
benefits under each plan. If any discrepancy exists between this comparison chart and the official

plan documents, the official plan documents will prevail.

BLUE SHIELD PPO &

BLUE SHIELD SIGNATURE HMO KAISER PERMANENTE MEDICARE COB PPO BLB(EV\S’F(I)IE.II'.FOT\IPO
HIGH OPTION
High Option Low Option Trio Option Out-of- Out-of-
] Network Network
5 (Ii-"ghbl Member Member
: High Low Heith In- insura In- coinrga);;nce
Services Level 1 Level 2 Level 1 Level 2 Ne.It-wc))rk Option Option H§|:|,t,h Network Sm?s’clﬁ?rg%i Network | /< charges
Option over max over max
allowable allowable
amount amount
Speech Therapy | $10 per visit $30 copay $40 per visit $80 copay $40 per visit $10 copay | $20 copay 20% 20% Speech 30% Speech
copayment Ub to 12 Visits copayment Up to 12 visits after Coinsurance |coinsurance | Therapy coinsurance | Therapy
for office P CY wh for office per CY when deductible | after Plan provided provided
setting. When %eerdica\l/lv n setting. When | medically Deductible by a speech by a speech
medically necessary medically necessary. therapist therapist
necessary. Office i s)|/t necessary. Office Visit will be 20% will be 30%
inpatientand | only. inpatientand | O™ coinsurance consurance
outpatient outpatient network) network)
services : No services : No
charge charge Speech Speech
therapy by therapy by
any other any other
provider than provider than
a speech a speech
therapist 40% therapist 50%
coinsurance coinsurance
Urgent Care $10 copay $10 copay $10 copay Refer to Level 1| $50 copay $10 copay |S$20 copay  [20% See applicable | See applicable | See applicable | See applicable
(Facility) benefit coinsurance |benefit (ser- | benefit (ser- |benefit (ser- |benefit (ser-
after plan vices covered | vices covered | vices covered | vices covered
deductible |at applicable |at applicable |at applicable |atapplicable
benefit copay) | benefit copay) | benefit copay) | benefit copay)
Out-of-state | Out-of-state |Out-of-state | Out-of-state
emergency, |emergency, |emergency, |emergency,
non- non- non- non-
emergency |emergency |[emergency |emergency
care and care and care and care and
urgent care |urgentcare |urgentcare |urgentcare
utilized utilized utilized utilized
through through through through
BlueCard BlueCard BlueCard BlueCard
Program. Program. Program. Program.
60 link.sbcounty.gov/Retiree-Benefits link.sbcounty.gov/Retiree-Benefits 61

wi
ekl
ec
<<
—
=
=
wi
=
<<
el
o
wldl
=
d
a
i
—



https://hr.sbcounty.gov/employee-benefits/retiree-medical-dental-plans/
https://hr.sbcounty.gov/employee-benefits/retiree-medical-dental-plans/

=
m
o
~
I>
F
a)
F
o
=
i
=
=
=
I
)
m
wi

2022 San Bernardino County Retiree Benefits Guide

Medical Plans Comparison Chart (Non Medicare Eligible)

CY = Calendar Year

OON = QOut-of-Network

2022 San Bernardino County Retiree Benefits Guide

Please Note: This comparison chart only highlights benefits. The evidence of coverage document
(EOC) and official plan documents contain comprehensive benefit details and govern your rights and
benefits under each plan. If any discrepancy exists between this comparison chart and the official

plan documents, the official plan documents will prevail.

BLUE SHIELD PPO &
BLUE SHIELD SIGNATURE HMO KAISER PERMANENTE MEDICARE COB PPO BLB(I)EV\S’T)IE.II'.FOT\IPO
HIGH OPTION
High Option Low Option Trio Option Out-of- Out-of-
) Network Network
5 c:l-"ghbl Member Member
: High Low Heith In- insura In- coinrga);;nce
Services Level 1 Level 2 Level 1 Level 2 Ne.It-wc))rk Option Option H§|:|,t,h Network Sm?s’clﬁ?rg%i Network | /< charges
Option over max over max
allowable allowable
amount amount
Vision Exams $10 per visit For visits to | $10 per visit For visits to Not covered Routine Routine 10% $10 per visit | Reimbursed |$10 per visit | Reimbursed
for services non-partici- | for services non-participat- eye exam |eye exam coinsurance |for services |atrate of $50 |for services |at rate of $50
provided by pating pro- | provided by ing providers, with a plan | with a plan provided by |for ophthal- |provided by |for ophthal-
contracted viders, the contracted the maximum optom- optometrist contracted | mologic contracted | mologic
vision provider | maximum vision provider | per member etrist - - No charge vision and $60 for | vision and $60 for
(onevisit [no | per member |(onevisit[no | per calendar No charge provider optometric | provider optometric
age limit] every | per calendar |age limit] every | year reimburse- (one visit [no |exam (one | (one visit [no | exam (one
12 months) year reim- 12 months) ment is $60 age limit] visit [no age |age limit] visit [no age
bursement for an ophthal- every 12 limit] every [every 12 limit] every
is $60 for an mologic exam months) 12 months). [ months) 12 months)
ophthalmo- and $50 for
logic exam an optometric
and $50 for exam
an optomet-
ric exam
62 link.sbcounty.gov/Retiree-Benefits link.sbcounty.gov/Retiree-Benefits 63
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2022 San Bernardino County Retiree Benefits Guide

Medical Plans Comparison Chart (Medicare Eligible)

CY = Calendar Year

OON = QOut-of-Network

2022 San Bernardino County Retiree Benefits Guide

Please Note: This comparison chart only highlights benefits. The evidence of coverage document
(EOC) and official plan documents contain comprehensive benefit details and govern your rights and
benefits under each plan. If any discrepancy exists between this comparison chart and the official
plan documents, the official plan documents will prevail.

and/or referral by the Physician

A » » » A . » A . A A » A ' ° » . . Ag® A . A A
Services High Option Low Option High Option Low Option
Allergy Testing No charge No charge No charge No charge
Ambulance No charge $50 per trip No charge for emergency or non- $125 copay for emergency and non-
emergency transportation. Non- emergency transportation. Non-emergency
emergency transportation requires a transportation requires a PCP referral and
PCP referral and medical group approval | medical group approval before services are
before services are rendered. rendered.
Chiropractic $10 copay under ASH $20 copay under ASH $10 copay No charge
plan provider, no referral plan provider, no referral Limited to the Medicare Allowed Benefit |Limited to the Medicare Allowed Benefit
necessary necessary
Choice of Providers Kaiser Permanente Providers | Kaiser Permanente Blue Shield Providers Blue Shield Providers
only Providers only
Deductibles None None None None
Calendar Year
Hospital/Ambulatory None $500 per admit None None
Surgical
Non-Certification None None All services require prior authorization All services require prior authorization and/or

referral by the Physician

Diagnostic X-Ray/Lab No charge. Certain No charge. Certain No charge S0 to $250 based on Medicare Allowable Cost
procedures subject to $10 procedures subject to (X-ray no charge)
copay $25 copay

Durable Medical Equipment |No charge 20% coinsurance No charge 20% coinsurance

Emergency Room $50 copay. Waived if $50 copay. Waived if $20 copay. Waived if admitted $50 Facility and Professional Services.
admitted admitted Waived if admitted

Home Health Services No charge No charge No charge No charge

Hospice Coverage from Medicare Coverage from Medicare Reimbursed directly by Medicare when Reimbursed directly by Medicare when

enrolled in a Medicare-certified hospice enrolled in a Medicare-certified hospice
Hospital No charge $500 per admit No charge No charge
Mental Health No charge $500 per admit No charge for days 1-150 per admission No charge for days 1-150 per admission
Inpatient Unlimited days Unlimited days
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2022 San Bernardino County Retiree Benefits Guide

Medical Plans Comparison Chart (Medicare Eligible)

CY = Calendar Year

OON = QOut-of-Network

2022 San Bernardino County Retiree Benefits Guide

Please Note: This comparison chart only highlights benefits. The evidence of coverage document
(EOC) and official plan documents contain comprehensive benefit details and govern your rights and
benefits under each plan. If any discrepancy exists between this comparison chart and the official
plan documents, the official plan documents will prevail.

visits

A I B » A . » A . A A » A . ° » . . AP A . A A
Services High Option Low Option High Option Low Option
Mental Health $10 copay for individual; $5 | $25 copay individual; $12 $10 copay No charge
Outpatient copay group; unlimited visits | copay group; unlimited

Out-Of-Pocket Maximum

$1,500 per Member

$1,500 per Member

$3,400 per Member

$3,400 per Member

Outpatient Services No charge No charge No charge No charge
Chemotherapy
(Professional)
Renal Dialysis No charge No charge No charge No charge
(Professional)
Outpatient Surgery $10 copay per procedure $25 copay per procedure $10 office visit; No charge at hospital or No charge
(Facility) ambulatory surgical center

Physician Services $10 copay $25 copay $10 copay No charge
Hearing Screening
Home Visits S0 copay if medically S0 copay if medically $10 copay No charge

necessary necessary

Hospital Services No charge No charge No charge No charge

Immunizations/

No charge; includes allergy

No charge; includes allergy

No charge (except for foreign travel/

No charge (except for foreign travel/

Injections serum and injection services |serum and injection occupation at 20% coinsurance) occupation at 20% coinsurance)
during office visits services during office visits

Office Visits $10 copay $25 copay $10 copay No charge

Podiatry $10 copay $25 copay No copay; (including but not limited to No copay; (including but not limited to
treatment of injuries and disease of the treatment of injuries and disease of the feet
feet such as hammer toe or heel spurs) such as hammer toe or heel spurs)

Routine Physicals No charge No charge No charge No charge

Specialists $10 copay $25 copay $10 copay No charge

Surgical Services $10 copay $25 copay No charge No charge

(Physician’s Office)

66 link.sbcounty.gov/Retiree-Benefits link.sbcounty.gov/Retiree-Benefits 67
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Please Note: This comparison chart only highlights benefits. The evidence of coverage document
(EOC) and official plan documents contain comprehensive benefit details and govern your rights and
benefits under each plan. If any discrepancy exists between this comparison chart and the official
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CY = Calendar Year

OON = QOut-of-Network

plan documents, the official plan documents will prevail.

Therapy

A » » » A . » A . A A » A ' ° . . Ag® A . A A
Services High Option Low Option High Option Low Option
Physical and Occupational $10 copay $25 copay No charge No charge

Pre-Existing Conditions

End Stage Renal Disease
(ESRD)

End Stage Renal Disease
(ESRD)

End Stage Renal Disease (ESRD)

End Stage Renal Disease (ESRD)

Prescription Drug - Retail

Up to 100-day supply

Up to 30-day supply

Up to 30-day supply

Up to 30-day supply

Retail 90-day, Preferred PPO pharm $40
Retail 90-day, Other PPO pharm $60
Long-term care, 34 day supply $20

Generic $10 copay $10 copay Retail 30-day, Preferred PPO pharm $10 Retail 30-day, Preferred PPO pharm $10
Retail 90-day, Preferred PPO pharm $20 Retail 90-day, Preferred PPO pharm $20
Retail 90-day, Other PPO pharm $30 Retail 90-day, Other PPO pharm $30
Long-term care, 34 day supply $10 Long-term care, 34 day supply $10

Brand Formulary $20 copay $25 copay Retail 30-day, Preferred PPO pharm $20 Retail 30-day, Preferred PPO pharm $30

Retail 90-day, Preferred PPO pharm $60
Retail 90-day, Other PPO pharm $90
Long-term care, 34 day supply $30

Non-Formulary

$20 copay when prescribed
by a plan physician in
accordance with formulary
guidelines

$25 copay when prescribed
by a plan physician in
accordance with formulary
guidelines

Retail 30-days, Preferred PPO pharm $40
Retail 90-day, Preferred PPO pharm $80
Retail 90-day, Other PPO pharm $120
Long-term care, 34 day supply, $40

Retail 30-days, Preferred PPO pharm $60
Retail 90-day, Preferred PPO pharm $120
Retail 90-day, Other PPO pharm $180
Long-term care, 34 day supply, $60

Specialty Drugs

30-day supply - 20% up to
$100 max

30-day supply - 20% up to
$100 max

Retail 30-day supply/Preferred PPO or
Other PPO pharmacy, 20% up to $100 max
Retail 90-day supply/Preferred or Other
PPO or Non-PPO pharmacy, 20% up to
$300 max

Retail 30-day supply/Preferred or Other PPO
pharmacy, 20% up to $100 max
Retail 90-day supply/Preferred or Other PPO
pharmacy, 20% up to $300 max

Mail-Order 90-day supply, 20% up to $300 max

Injectable Drugs

See applicable prescription
drug copay

See applicable prescription
drug copay

Retail 30-day supply/Preferred PPO or
Other PPO pharmacy, 20% up to $100 max
Retail 90-day supply/Preferred or Other
PPO or Non-PPO pharmacy, 20% up to
$300 max

Retail 30-day supply/Preferred or Other PPO
pharmacy, 20% up to $100 max
Retail 90-day supply/Preferred or Other PPO
pharmacy, 20% up to $300 max

Mail-Order 90-day supply, 20% up to $300 max

Prescription Drug -

Up to 100-day supply

Up to 100-day supply

Up to 90-day supply

Up to 90-day supply

Mail Order $10 copay $20 copay $20 copay $20 copay
Generic
Brand Formulary $20 copay $50 copay $40 copay $60 copay
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Medical Plans Comparison Chart (Medicare Eligible)

CY = Calendar Year

OON = QOut-of-Network

2022 San Bernardino County Retiree Benefits Guide

Please Note: This comparison chart only highlights benefits. The evidence of coverage document
(EOC) and official plan documents contain comprehensive benefit details and govern your rights and
benefits under each plan. If any discrepancy exists between this comparison chart and the official
plan documents, the official plan documents will prevail.

Mail Order
Non-Formulary

by a plan physician in
accordance with formulary
guidelines

by a plan physician in
accordance with formulary
guidelines

A 1 B » A . » A . A A » A . ° » . . A ® A . A A
Services High Option Low Option High Option Low Option
Prescription Drug - $20 copay when prescribed |$25 copay when prescribed $80 copay $120 copay

Limit

reach $4,550, payment is limited to the
lesser of 5% or applicable copay for the
drug

Specialty Drugs 20% coinsurance (not to 20% coinsurance (not to 20% up to $300 max 20% up to $300 max
exceed $100) for up to a exceed $100) for up to a
100-day supply 100-day supply
Injectable Drugs No charge No charge 20% up to $300 max 20% up to $300 max
Catastrophic Coverage See EOC See EOC Once out-of-pocket expenses for a CY Once out-of-pocket expenses for a CY reach

$4,550, payment is limited to the lesser of 5%
or applicable copay for the drug

Skilled Nursing Facility

No charge up to 100 days
per benefit period

No charge up to 100 days
per benefit period

No charge up to 100 days per benefit
period

Days 1-20, no charge (limited to 100 days per
benefit period). Days 21-100, $75 per day

Speech Therapy

$10 copay

$25 copay

No charge

No charge

Substance Use Disorder
Rehab - Inpatient

No charge

$500 per admit in plan
hospital

$100 per admit for non-
medical transitional

residential recovery setting.

Unlimited days

Refer to Mental Health

Refer to Mental Health

Rehab - Outpatient

$10 copay individual
$5 copay group

$25 copay individual;
$5 copay group

Detox - Inpatient

No charge

$500 per admit in plan
hospital

$100 per admit for non-
medical transitional

residential recovery setting.

Unlimited days

Detox — Outpatient
(consultation, therapy,

$10 copay individual
$5 copay group

$25 copay individual;
$5 copay group

Refer to Mental Health

Refer to Mental Health

counseling)
Telemedicine Appointments |No charge No charge N/A N/A
Urgent Care (Facility) $10 copay $25 copay $20 copay waived if admitted $10 copay waived if admitted
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Medical Plans Comparison Chart (Medicare Eligible)

CY = Calendar Year

OON = QOut-of-Network

2022 San Bernardino County Retiree Benefits Guide

Please Note: This comparison chart only highlights benefits. The evidence of coverage document
(EOC) and official plan documents contain comprehensive benefit details and govern your rights and
benefits under each plan. If any discrepancy exists between this comparison chart and the official
plan documents, the official plan documents will prevail.

A » » » A . » A . A A » A . ° » . . Ag® A . A A
Services High Option Low Option High Option Low Option
Vision Exams $10 copay. Includes eyewear $10 copay. Includes $10 copay No charge
(purchased at plan offices) eyewear (purchased at
allowance of $150 every 24 plan offices) allowance of
months. $150 every 24 months.
Other Benefits No charge if medically No charge if medically No charge No charge
Bone Mass Measurements [ necessary and approved by necessary and approved
a plan physician by a plan physician
Diabetes self-monitoring |Insulin & Syringes: covered Insulin & Syringes: No charge No charge, patient education

training and supplies same as other prescriptions;
chem. strips & lancets 100%
covered in accordance with
DME formulary guidelines.

covered same as other
prescriptions; chem.
strips & lancets 100%
covered in accordance
with DME formulary
guidelines

20% coinsurance, diabetic supplies
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Fitness Contact Kaiser Permanente Contact Kaiser Contact Blue Shield for more information |Contact Blue Shield for more information on
for more information on Permanente for more on their SilverSneakers Program their SilverSneakers Program
their Healthy Lifestyle information on their
Programs Healthy Lifestyle
Programs
Medical Nutrition Contact Kaiser Permanente Contact Kaiser $10 copay No charge
Therapy (for members for more information on Permanente for more
with diabetes and kidney |their Healthy Lifestyle information on their
disease) Programs Healthy Lifestyle
Programs
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DeltaCare USA DHMO

DeltaCare USA is a prepaid “HMO-style” dental plan (DHMO) which provides you and
your family with quality comprehensive dental benefits at an affordable cost. The
information below is a general summary of DeltaCare USA DHMO Plan benefits.

Please refer to the Dental Plans Comparison Chart on pages 81-89 for a listing of the
most highly utilized procedures and applicable co-pay amounts. For a complete listing
of benefits, please refer to your plan’s Evidence of Coverage (EOC) and Patient Charge
Schedule (PCS) which can be found on-line link.sbcounty.gov/Retiree-Benefits.

How the Plan Works

When you enroll in DeltaCare USA, you must select a primary care dentist for yourself
and your covered dependents. You and your dependents may choose your own primary
dentist near your home or work. You may elect to change your primary dentist for any
reason.

You must utilize the selected primary care dentist for all of your dental services. If
services are not obtained through the primary care dental office, or if DeltaCare USA has
not authorized the services, those services will not be covered. If you require specialty
care, your primary care dentist will refer you to a network specialist. You should request
a treatment plan, which outlines your out-of-pocket costs, from your dentist before
proceeding with any recommended services.

What’s Covered

While covered under the DeltaCare USA Plan, you can take advantage of comprehensive
dental benefits. The plan pays benefits for covered expenses you incur while covered
under the plan, subject to plan exclusions and limitations. Please refer to the Dental
Plans Comparison Chart in this guide for a sample of covered expenses. For a
comprehensive explanation of benefits, please refer to the plan’s evidence of coverage
document (EOC) at link.sbcounty.gov/Retiree-Benefits.

Orthodontia Coverage
You and your covered dependents may obtain comprehensive and/or limited
orthodontic care from any DeltaCare USA DHMO orthodontist.

Annual Maximum Benefit
There is no annual maximum benefit for the DeltaCare USA DHMO Plan.

PLEASE NOTE: Retirees who enroll in the DeltaCare USA DHMO or PPO Low Plan are
required to participate for a minimum of 24 consecutive months. You can change
between the DHMO and Low Plan at Open Enrollment.

Retirees who enroll in the Delta Dental PPO-High Plan are required to participate in the
High Plan for a minimum of 24 consecutive months.

74 link.sbcounty.gov/Retiree-Benefits
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Copayments

For most preventive and restorative services, you pay no copayment. For other services,
you pay a fee as described in your Evidence of Coverage.

Deductibles
There are no deductibles under the DeltaCare USA DHMO Plan.

Claim Forms

There are no claim forms to file under the DeltaCare USA DHMO Plan. Your selected
provider completes and submits all claim forms.

Out-of-State Coverage

If you or your covered dependents are living outside of California, benefits are available
in the following states:

AR - Arkansas  FL - Florida MI - Michigan NV - Nevada TX - Texas

AZ - Arizona GA - Georgia MO - Missouri ~ OK - Oklahoma WA - Washington
CA - California  ID - Idaho MT - Montana  OR - Oregon

Please Note: Even if a state is listed, there may be some areas within the state that are
not covered.

Emergency Care

Emergency services are limited to relieving sudden and severe pain, controlling
excessive bleeding, or eliminating serious and sudden (“acute”) infections. Routine
restorative procedures or definitive treatments (e.g., root canal) are not considered
emergency care.

If you need emergency services, call your primary care dental office first. If your primary
care dental office is unavailable, call Delta Dental customer service at 855-244-7323 to
speak with a representative between the hours of 5:00am to 6:00pm PST, Monday
through Friday. After hour inquiries will be directed to our Customer Automated Link
Line seven days a week between 4:30am and 9:30pm PST.

Emergency Care Away from Home or After Hours

If you need dental care away from home, call Delta Dental member services for a listing
of network dentists. Out-of-area dental emergency coverage up to $100, per emergency
for each member.

Be aware that you will be responsible for all applicable copayments including an
additional charge for services received after regularly scheduled office hours if applicable.

What’s Not Covered

It is extremely important that you read your EOC before you obtain services in order to
know what DeltaCare USA will and will not cover. Exclusions and Limitations are subject to
change, please refer to the DeltaCare USA EOC and PCS or contact DeltaCare USA Member
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Services at 855-244-7323 for additional information. Generally, root canals, dentures,
crowns and bridges that are in-progress are not covered for new plan members. In
addition, placement, repair, maintenance or removal of dental implants are not covered.

Out-of-Network Providers

An out-of-network provider is a dentist that is not contracted with DeltaCare USA. Any
services obtained from an out-of-network provider will not be covered.

Delta Dental PPO (High & Low Options)

Delta Dental PPO allows you to seek services from an in-network provider (Delta Dental
PPO), or an out-of-network provider (Delta Dental Premier and non-contracted
providers). You may change dentists anytime without notifying Delta Dental. It is your
choice; however, it is important to note that your co-pays may be higher for select
services if you choose to go to an out-of-network or to a Delta Dental Premier provider.

There are two PPO plan options referred to as the Low Plan and the High Plan. Please
refer to the Dental Plans Comparison Chart on pages 81-89 for a list of the most utilized
procedures, applicable coinsurance amounts, and annual maximum benefit payments.
For a complete listing of benefits, please refer to your plan’s EOC and/or PCS which can
be found on-line at link.sbcounty.gov/Retiree-Benefits.

How the Plan Works

The amount you pay for services will depend on whether you visit a Delta Dental PPO, a
Delta Dental Premier, or an out of network dentist.

In-Network Providers

When you receive your dental care from a Delta Dental PPO contracted dentist, you will
pay a percentage of the dentist’s discounted contracted fee schedule.

Delta Dental has a large network of PPO providers for you to choose from. In the Delta
Dental PPO plan, individual dentists are contracted as Delta Dental PPO providers, not
entire groups. It is important to ask whether or not your dentist is contracted with the
Delta Dental PPO Network to determine if he or she is an in-network provider. To find
an in-network Delta Dental PPO provider in your area call Delta Dental Member Services
at 855-244-7323 or go to www.deltadentalins.com.

Out-of-Network Providers & Delta Dental Premier Providers

The Delta Dental PPO plan allows you to seek services from an out-of-network provider,
either Delta Dental Premier contracted or non-contracted; however, you will incur a
higher copayment for select services. Delta Dental Premier contracted providers agree
to accept the Delta Dental Premier fee as payment in full, and members cannot be
balance billed beyond the Premier contracted fee. If you visit a non-contracted dentist,
you will be responsible for the difference between the payment dental providers
receive from Delta Dental and their usual fees. This cost will vary by provider.
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EXAMPLE: The cost-comparison below demonstrates the cost difference between
obtaining a service from an in-network versus an out-of-network provider. (Note: the
numbers cited are for example purposes only. They may not be the actual rates
associated with this procedure.)

In-network vs Out-of-network Cost-comparison Example

Network

In-network:

If the procedure is
performed by an
in-network (Delta
Dental PPO)
dentist

Procedure: Root Planning
Delta Dental’s maximum allowance payable for the procedure: $100

Network Fee

In-network fee
(flat amount based
on contracted fee):
$85

Patient’s Responsibility

In-network copayment (patient’s responsibility):
20% of in-network fee.

$85 x 20% = $17
Patient Pays $17

Out-of-network:
If the procedure is
performed by an
out-of-network
(Delta Dental
Premier or non-
contracted)
dentist

Out-of-network
fee (will vary by
provider): $100 for
Delta Dental
Premier or $125
for out-of-network
provider

Out-of-network copayment (patient’s
responsibility): 40% of either:

« Delta Dental Premier: Premier contracted fee
with no balance billing.

$100 x 40% = $40
Patient pays $40

« Out of network: maximum allowance plus the
difference between the out-of-network fee
and the maximum allowance.

(5100 x 40% = $40) plus (5125 - $100 = $25) = $65
Patient pays $65

Annual Maximum Benefit

The High PPO has a calendar year maximum of $1,700. The Low PPO plan has a calendar
year annual maximum of $1,000 per person. Once you reach the annual maximum, you
will be responsible for 100% of the cost for services received until the end of the
calendar year. On January 1st, each member will receive a new annual maximum (either

$1,700 or $1,000).
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Deductibles

The Delta Dental High and Low DPPO plans have a $50 per person or $150 per family
calendar year annual deductible. However, the deductible does not apply to preventive
services such as routine cleanings and exams.

Copayments

For most preventive and restorative services, you pay nothing out-of-pocket when you
obtain services from an in- network provider. For other services, you pay a copayment
as described in your evidence of coverage. As previously noted, copayments will be
higher when you receive services from an out-of-network dentist

Claim Forms

Under the Delta Dental DPPO, in-network dentists will submit a claim form directly to
Delta Dental. If your dentist is not contracted (out-of-network) with Delta Dental, you
may have to file your own claims. It is your responsibility to pay your dentist for services
rendered and to submit all necessary claim forms.

Predetermination of Covered Benefits

A predetermination is particularly useful for more costly procedures such as crowns,
wisdom teeth extractions, bridges, dentures or periodontal surgery. When your dentist
predetermines treatment with Delta Dental, you'll receive an estimate of your share of
the cost and how much Delta Dental will pay before treatment begins.

To predetermine treatment, your dentist sends Delta Dental a proposed treatment plan,
along with x-rays relevant to the case. Delta Dental then checks to be sure the services
are covered by your dental program. Delta Dental also calculates how any coinsurance
and dollar maximum limits might affect your share of the cost. Your dentist then
receives an estimate of the amount Delta Dental will pay for approved services. Please
call Delta Dental Member Services at 855-244-7323 if you or your dentist has questions
about predetermination of benefits.

What’'s Covered

The Delta Dental PPO Plan provides you with comprehensive dental benefits. The plan
pays benefits for covered expenses you incur while covered under the plan and are
subject to plan exclusions and limitations as defined in the Delta Dental DPPO Plan
Evidence of Coverage (EOC).

Please Note: If more than one covered service will treat a dental condition, payment
is limited to the least costly treatment, provided it is a professionally accepted,
necessary and appropriate treatment. If you accept or request a more costly covered
service, you will be responsible for expenses that exceed the amount covered for the
least costly service. This practice is called the Alternate Benefit Provision and is
described in the plan’s EOC. The Alternate Benefit Provision typically applies to
crowns, bridges, and dentures. For this reason, a Predetermination of Covered
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Benefits and prescribed treatment plan issued by your dental provider prior to
receiving treatment is highly recommended.

Diagnostic and Preventive (D&P) Services

D&P services will no longer accrue against the annual calendar year benefit! This
enhancement provides the member receiving their annual cleanings, x-rays and exams
an additional benefit valued at up to $500 annually.

Out-of-State Dependent Coverage
Dependents are eligible for services out of state.

Emergency Care

If you need emergency services, call your dental office. If your office is unavailable, call
Delta Dental Member Services at 855-244-7323 and you will be directed to an available
Delta Dental PPO, Delta Dental Premier or non-contracted provider of choice.

What’s Not Covered

Some restorative dentistry procedures, such as inlays, crowns, bridges, and dentures are
subject to a 12-month waiting period if you are newly enrolled in the Delta Dental PPO
Plan and have not had continuous group/employer-sponsored dental coverage prior to
enrolling in the Plan. To waive the 12-month waiting period, you will need to submit
proof of prior coverage with your enrollment form. Generally, root canals, dentures,
crowns, and bridges that are in-progress are not covered for new plan members.

Orthodontia Coverage
This is not a covered benefit under either retiree DPPO Plan.

Additional Delta Member Services

Delta Dental Wellness Benefits

Gum disease is associated with a number of systemic conditions, and people with
certain chronic conditions may benefit from additional periodontal (gum) cleanings and
maintenance. That's why, in addition to your standard coverage, Delta Dental’s Wellness
Benefits offers expanded coverage for pregnant woman and those diagnosed with
diabetes, heart disease, HIV/AIDS, rheumatoid arthritis or stroke.

Eligible participants can receive:

+ DHMO Members: Waived frequency limitations and copayments (D1110, D1120,
D4910) when services are needed more frequently due to medical necessity as
determined by the Contract Dentist. Simply mention your medical condition to
your dental office and they will waive the frequency limitation as medically
necessary.

+ DPPO Members: 100% coverage for one periodontal scaling and root planning
procedure, per quadrant (D4341 or D4342) every 12 months (versus 24 months). A
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combination of any 4 routine cleanings or perio maintenance covered at 100%
(D1110, D1120, D4346, D4910).

To enroll, simply log in to online services at www.deltadentalins.com or call Member
Services at 855-244-7323, Monday through Friday 5am to 5pm PST.

Contact Delta Dental

Contact Delta Dental Member Services at 855-244-7323, available Monday through
Friday, 5:00am through 6:00pm PST to assist you with questions related to your benefit
plan, locating/changing a provider, ID card requests, and/or claims information.

For your convenience DeltaCare USA members can also access information related to
their benefits and eligibility, locate/change their provider, print ID cards and view claims
information online at www.deltadentalins.com.
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Dental Plans Comparison Chart
Please note services denoted with asterisks (*, **, or ***):

* DPPO plan services listed in this category are subject to the plan’s annual deductible.

** This procedure may be subject to additional costs based on materials used and/or
location of the tooth/teeth within the mouth (e.g., See Alternate Benefit Provision on
page 80).

*** Waiting Periods: Benefits for Major Services are limited to Enrollees who have been
enrolled in the County retiree dental plan for 12 consecutive months. Waiting periods
are calculated for each Primary Enrollee and or Dependent Enrollee from the Effective
Date of Coverage for the Primary Enrollee.

This comparison chart contains a listing of highly utilized services only and is not
inclusive of all your plan benefits. For a detailed description of covered benefits,
including all of the limitations and exclusions, refer to your Evidence of Coverage and/or
Patient Charge Schedule. Official plan and insurance documents govern your rights and
benefits under each plan. If any discrepancy exists between this comparison chart and
the official documents, the official plan documents will prevail.

DeltaCare USA

(DHMO) Delta Dental Low PPO

Delta Dental High PPO

Out-of-Network
In Network (Delta Dental In Network Out—of—Network.
(Delta Dental (Delta Dental | (Delta Dental Premier

Premier and Non
PPO) Contracted) PPO) and Non Contracted)

In Network Only
(DeltaCare USA)

Calendar Year Maximum Benefit
(certain Diagnostic and Preventive services do not accrue
to your calendar year maximum benefit)

Not Applicable $1,000 per person $1,700 per person

Calendar Year Deductible (waived Diagnostic and Preventive services)

Not Applicable $50 per person/$150 per family $50 per person/$150 per family
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Dental Plans Comparison Chart DeltaCare USA Delta Dental Low PPO Delta Dental High PPO
(DHMO)
Please Note: This comparison chart only highlights benefits. The evidence of coverage document In Network Only In Network Out-of-Network In Network Out-of-Network
(EOCQ) and official plan documents contain comprehensive benefit details and govern your rights and (DeltaCare USA) | (Delta Dental (Delta Dental (Delta Dental (Delta Dental
benefits under each plan. If any discrepancy exists between this comparison chart and the official PPO) Premier and PPO) Premier and
plan documents, the official plan documents will prevail. Non Contracted) Non Contracted)
You Pay You Pay You Pay You Pay You Pay
(plus costs (plus costs
Category Code Description over maximum over maximum
allowance) allowance)
Preventive Care D0120 Periodic oral evaluation (2 per calendar year) No charge No charge 30% No charge No charge
D0210 Full mouth X-ray (see frequency limitations) No charge No charge 30% No charge No charge
D9110 Emergency, palliative treatment of dental pain $2.00 No charge 30% No charge No charge
D1110 (Adult) | Prophylaxis (cleanings) (limitations apply) No charge No charge 30% No charge No charge
D1351 Sealant (per tooth) limitations may apply $3.00 No charge 30% No charge No charge
D1352 Preventive resin restoration — permanent tooth $3.00 No charge 30% No charge No charge
Adjunctive D9975 External bleaching - self-treatment with bleaching $125.00 Not covered Not covered Not covered Not covered
General tray & gel per arch
Services* ,
D9943 Occlusal guard adjustments. $10.00 20% 40% No charge 10%
D9944 Occlusal guards — hard appliance - full arch $90.00 50% 50% 25% 30%
D9945 Occlusal guards - soft appliance - full arch $90.00 50% 50% 25% 30%
D9946 Occlusal guards — hard appliance - partial arch $90.00 50% 50% 25% 30%
D7270 Tooth reimplantation and/or stabilization of $40.00 Benefit covered | Benefit covered | Benefit covered | Benefit covered
accidentally evulsed or displaced tooth through Medical | through Medical | through Medical | through Medical
Plan/Delta Plan/Delta Plan/Delta Plan/Delta
Dental paysas | Dental paysas | Dental paysas | Dental pays as
secondary to secondary to secondary to secondary to
medical medical medical medical
Restorative D2140 (1) [ Amalgam (“silver” fillings) on primary or permanent No charge 20% 40% No charge 10%
Dentistry D2150 (2) teeth: 1, 2, 3 or 4 surfaces
D2160 (3)
D2161 (4)
D2330 (1) | Resin composite (white fillings), anterior (front) No charge 20% 40% No charge 10%
D2331 (2) teeth: 1, 2, 3 or 4 surfaces
D2332 (3)
D2335 (4)
D2391 (1) |Resin Composite (white fillings), posterior (molars): $35.00 20% 40% No charge 10%
D2392 (2) 1, 2, 3 or 4 surfaces $45.00
D2393 (3) $50.00
D2394 (4) $55.00
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Dental Plans Comparison Chart DeltaCare USA Delta Dental Low PPO Delta Dental High PPO
(DHMO)
Please Note: This comparison chart only highlights benefits. The evidence of coverage document In Network Only In Network Out-of-Network In Network Out-of-Network
(EOCQ) and official plan documents contain comprehensive benefit details and govern your rights and (DeltaCare USA) | (Delta Dental (Delta Dental (Delta Dental (Delta Dental
benefits under each plan. If any discrepancy exists between this comparison chart and the official PPO) Premier and PPO) Premier and
plan documents, the official plan documents will prevail. Non Contracted) Non Contracted)
You Pay You Pay You Pay You Pay You Pay
(plus costs (plus costs
Category Code Description over maximum over maximum
allowance) allowance)
Restorative D2510 (1)  [Metallic Inlay — Up to 3+ surfaces $100.00 each 50%** upon 50%** upon 25%** upon 30%** upon
Dentistry — 12 D2520 (2) review, pre- review, pre- review, pre- review, pre-
month waiting D2530 (3+) determination | determination | determination | determination
period applies recommended | recommended | recommended | recommended
for DPPO*** D2650 (1) | Composite resin inlay (white) — Up to 3+ surfaces $100.00 each 50%** upon 50%** upon 25%** upon 30%** upon
D2651 (2) review, pre- review, pre- review, pre- review, pre-
D2652 (34) determination | determination | determination | determination
recommended | recommended | recommended | recommended
D2610 (1) Porcelain/ceramic inlay — Up to 3+ surfaces $100.00 each | 50%** Optional | 50%** Optional | 25%** Optional | 30%** Optional
D2620 (2) services, plan services, plan services, plan services, plan
D2630 (3+) pays for pays for pays for pays for
amalgam, pre- | amalgam, pre- | amalgam, pre- | amalgam, pre-
determination | determination | determination | determination
recommended | recommended | recommended | recommended
Periodontics* D4241 (1-3) | Gingival flap, per quadrant $90.00 20% 40% No charge 10%
D4240 (4+) $120.00
(# of teeth)
D4263 Bone replacement graft - first site in quadrant $160.00 20% 40% No charge 10%
D4264 Bone replacement graft — each additional site in $80.00 20% 40% No charge 10%
quadrant
D4211 (1-3) | Gingivectomy/ gingivoplasty (Qum surgery), $45.00 20% 40% No charge 10%
D4210 (4+) |per quadrant $70.00
(# of teeth)
Endodontics* D3220 Pulpotomy $3.00 20% 40% No charge 10%
D3222 Partial pulpotomy for apexogenesis — permanent $17.00 20% 40% No charge 10%
tooth
D3310 Root canal — Anterior (front) teeth $50.00 20% 40% No charge 10%
D3320 Root canal - Bicuspid $70.00 20% 40% No charge 10%
D3330 Root canal — Molar $135.00 20% 40% No charge 10%
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Dental Plans Comparison Chart DeltaCare USA Delta Dental Low PPO Delta Dental High PPO
(DHMO)
Please Note: This comparison chart only highlights benefits. The evidence of coverage document In Network Only In Network Out-of-Network In Network Out-of-Network
(EOCQ) and official plan documents contain comprehensive benefit details and govern your rights and (DeltaCare USA) | (Delta Dental (Delta Dental (Delta Dental (Delta Dental
benefits under each plan. If any discrepancy exists between this comparison chart and the official PPO) Premier and PPO) Premier and
plan documents, the official plan documents will prevail. Non Contracted) Non Contracted)
You Pay You Pay You Pay You Pay You Pay
(plus costs (plus costs
Category Code Description over maximum over maximum
allowance) allowance)
Oral Surgery* D7286 Biopsy of soft oral tissue No charge 20% 40% No charge 10%
D7140 Uncomplicated extraction, single tooth $2.00 20% 40% No charge 10%
D7220 Extraction — impacted soft tissue, per tooth $25.00 20% 40% No charge 10%
D7230 Extraction — impacted partially bony, per tooth $45.00 20% 40% No charge 10%
Oral Surgery* D7240 Extraction — impacted completely bony, per tooth $70.00 20% 40% No charge 10%
D9215 Local anesthesia No charge No charge No charge No charge No charge
D9223 General anesthesia - each additional 15 minutes $78.00 20% 40% No charge 10%
(only with oral surgery)
D7450/ Removal of benign odontogenic cyst or tumor No charge Benefit covered | Benefit covered | Benefit covered | Benefit covered
D7451 through Medical | through Medical | through Medical | through Medical
Plan/Delta Plan/Delta Plan/Delta Plan/Delta
Dental pays as | Dental paysas | Dental pays as | Dental pays as
secondary secondary secondary secondary
coverage under | coverage under | coverage under | coverage under
basic benefits | basic benefits | basic benefits | basic benefits
Crowns and D2790 Crown - full cast high noble metal (gold) $100.00 50% 50% 25% 30%
?5“:?5;,(;\ D6721 Crown - resin with predominantly base metal $100.00 50% 50% 25% 30%
Waitli.ngfperiod D6740 Crown - porcelain/ceramic substrate $100.00 50% 50% 25% 30%
applies for
DFI)DIF-?’O*** D6722 Crown - resin with noble metal $100.00 50% 50% 25% 30%
D6930 Recement fixed partial denture No charge 20% 40% No charge 10%
D2920 Recement crown No charge 20% 40% No charge 10%
D6241 Pontic - porcelain fused to predominantly base $100.00 50% 50% 25% 30%
metal (front teeth or molars)
D6980 Fixed prosthodontic Not covered 50% 50% 25% 30%
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Dental Plans Comparison Chart DeltaCare USA Delta Dental Low PPO Delta Dental High PPO
(DHMO)
Please Note: This comparison chart only highlights benefits. The evidence of coverage document In Network Only In Network Out-of-Network In Network Out-of-Network
(EOCQ) and official plan documents contain comprehensive benefit details and govern your rights and (DeltaCare USA) | (Delta Dental (Delta Dental (Delta Dental (Delta Dental
benefits under each plan. If any discrepancy exists between this comparison chart and the official PPO) Premier and PPO) Premier and
plan documents, the official plan documents will prevail. Non Contracted) Non Contracted)
You Pay You Pay You Pay You Pay You Pay
(plus costs (plus costs
Category Code Description over maximum over maximum
allowance) allowance)
Prosthetics - 12 | D5110 (Upper) | Complete upper or lower denture $120.00 for 50% 50% 25% 30%
month waiting D5120 (Lower) either upper
period applies or lower
for DPPO*** D5211 (Upper) | Upper or lower partial denture - resin base $120.00 for 50% 50% 25% 30%
D5212 (Lower) either upper
or lower
D5670 (Upper) | Replace all teeth (upper or lower) on cast metal $145.00 for 20% 40% No charge 10%
D5671 (Lower) |framework either upper
or lower
Prosthetics - D5511 Repair broken Denture Base $17.00 20% 40% No charge 10%
12 month
waiting period | D>410 (Upper) | Complete denture adjustment $3.00 for either 20% 40% No charge 10%
applies for D5411 (Lower) upper or lower
DPPO*** D5520 Replace broken tooth $17.00 per tooth 20% 40% No charge 10%
on denture
D6010 Implants Not covered Not covered Not covered 25% 30%
D6012
D6040
D6050
Ortho-dontics D8660 Pre ortho visit $80.00 Not covered Not covered Not covered Not covered
D8999 Ortho Treatment Plan and Records $400.00 Not covered Not covered Not covered Not covered
D8080/8090 |Banding (placement of brackets and wires) $1,000/$1,500 Not covered Not covered Not covered Not covered
D8670 (child) |Periodic Orthodontic Treatment Visit No charge Not covered Not covered Not covered Not covered
D8670 (adult) | Periodic Orthodontic Treatment Visit No charge Not covered Not covered Not covered Not covered
D8680 Retention $220.00 Not covered Not covered Not covered Not covered
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Retirement Medical Trust Fund

The Retirement Medical Trust (RMT) Fund Plan was implemented by San Bernardino
County to assist eligible retirees and their dependents with the high cost of health
related expenses. It provides a method for eligible participants to pay, on a nontaxable
basis, for qualified expenses including medical, dental, and long-term care premiums
(as defined in IRC Section 213) that are not otherwise reimbursed by insurance.

Eligibility
Eligibility for the RMT is determined by the following criteria:
+ Prior to retirement, the benefit must have been provided in your Memorandum of

Understanding (MOU), Compensation Plan, Salary Ordinance or Employment
Contract.

+ You must meet the minimum years of public service requirement as determined by
your MOU, Compensation Plan, Salary Ordinance or Employment Contract.

Who Maintains the Funds

The funds are placed into an individual account in your name. The funds are
automatically transferred to this account from San Bernardino County upon termination
from the County. You have the option to re-allocate the funds to a variety of available
investment options. Investment choices in the RMT plan are identical to those found in
the County’s 457(b) Deferred Compensation Plan, with the exception of the Voya Fixed
Account.

Your account is maintained by Voya in partnership with Total Administrative Services
Corporation (TASC). TASC is a partner to Voya in the record-keeping and administration
of your RMT account. TASC will maintain your RMT account and provide online and toll
free access to your account while Voya provides access to a menu of investment
options.

For more information on the administration of the RMT Plan or your individual
account, please contact TASC at 1-800-422-4661. To receive assistance from a Voya
representative regarding investment options, you can contact our local Voya office
at 909-748-6468, toll free at 800-452-5842, or visit the Voya custom webpage at
https://cosb.beready2retire.com.

Access to the Funds

A participant can access the funds after separation from County service and reaching the
County’s normal retirement age (50 years for Safety Employees and 55 years for General
Employees).

TASC is the administrator designated by Voya to disburse funds for qualifying expenses.

RMT funds are used to reimburse a participant for qualifying health-related expenses not
covered by an insurance plan. This includes medical/dental/vision premiums and copays
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for prescriptions and doctor visits. To receive reimbursement for eligible expenses, file a
claim online at www.tasconline.com or complete a “UBA Universal Request Form” and
mail it together with verification of the expense to:

TASC, P.O. Box 7308, Madison, WI 53704-7308

A claim form is enclosed on page 129 of this guide. To receive assistance from a TASC
representative, call 1-800-422-4661. Participants can access their account, see a list
of qualifying expenses, or obtain additional claim forms via the TASC website at:
www.tasconline.com.

Important Reminder: Be sure to update your recurring premium amount to reflect
changes in premiums effective 1/1/2022 using the “Recurring Individual Premium
Reimbursement Request.” Contact Employee Benefits at 909-387-5802 or at
salarysavings@hr.sbcounty.gov to request copies of the TASC forms or visit https://
www.tasconline.com

link.sbcounty.gov/Retiree-Benefits 91

i
-
[~ 5
Rkl
—
ekl
(- -]
—d
=z
—
(=)
=
(=]
Qa
=



https://hr.sbcounty.gov/employee-benefits/retiree-medical-dental-plans/
https://hr.sbcounty.gov/employee-benefits/retiree-medical-dental-plans/
https://cosb.beready2retire.com

=
1 —/
1 —/
=
(=)
=
=
F
- -]
m
—
m
"
—
i

2022 San Bernardino County Retiree Benefits Guide

Health Club Membership Discounts

County retirees and/or their family members are also eligible for discounted gym
memberships through our Employee Discount Program.

Fitness Your Way for Blue Shield Subscribers

Get healthy and feel good on your own terms with Fitness Your Way™, the gym
membership program that offers you the flexibility to work out at any of the 10,000+
network fitness locations for $25 a month (plus a one-time $25 enrollment fee). Meet
your lifestyle needs by working out anytime, anywhere, and as often as you need while
tracking progress of your goals online.

Learn more or access these services by visiting https://fitnessyourway.tivityhealth.
com/bsc or calling 833-283-8387 Monday-Friday, 5 a.m.-5 p.m. Pacific Time.

24 Hour Fitness

To enroll in a 24 Hour Fitness health club membership at the County’s discounted rate,
retirees may enroll by taking one of the following steps:

+ Visit any 24 Hour Fitness club and enroll onsite, or

¢ Visit online at www.24hourfitness.com/corporate and enter ID: 14418CORP to
initiate the enrollment process.

Upon initial enrollment, retirees will be responsible for immediate payment of first and
last months’ dues. Monthly dues are paid thereafter by Electronic Funds Transfer (EFT).

For more information, contact any 24 Hour Fitness facility or Employee Benefits via
email at mhm@hr.sbcounty.gov or phone at 909-387-5831.

1 Year Employee $0 $28.99 dues/ | $38.99 dues/ | $48.99 dues/

Commitment | Only month month month
Employee $0 $29.99 dues/  $39.99 dues/ | $49.99 dues/

\ Only month month month

o

Commitment | Each $28.99 dues/ $38.99 dues/ | $48.99 dues/

Additional S0
month month month

Member
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When to Complete Forms

You must complete the Medical and/or Dental Plan Enroliment/Change Form included
at the end of this Guide to:

2

L 4

2

L 4

Elect your medical and dental plans as a new retiree*

Change your medical and/or dental plans (not your provider)*
Add eligible dependents to your medical and/or dental plans
Remove dependents from your medical and/or dental plans

You must complete the Medical and/or Dental Plan Cancellation Form included in this
Guide to cancel your coverage.

How to Complete Enroliment/Change Forms

Section A
Medical/Dental

Section B
Medical/Dental

Section C
Medical/Dental

Section D
Medical/Dental

Section E
Medical/Dental

Section F
Medical/Dental

Section G
Medical/Dental

Check the box for the appropriate reason you are completing
the form.

Check the box for the plan and the option you are electing. For PPO
please select California or Out-of-State. Enter your previous plan.

Complete all fields.

Complete this section only if you are enrolling for the first time or
changing plans. List all dependents you want to covered. For Blue
Shield Signature HMO, you must enter a primary care physician
(PCP) and medical group number. If you omit this field, Blue Shield
will assign you to any PCP in your area. For DeltaCare USA DHMO, you
must designate your dentist on the enrollment form by providing
the applicable provider number. If you omit this information, Delta
Dental will also assign you to a Dentist in your area.

Complete this section if you are not changing plans (outside of
open enrollment), but are only adding or removing dependents.
You must enter a PCP and medical group number if you are
enrolled in Blue Shield HMO. For Dental DHMO enrollment, you
will need to provide the Dentist provider number.

Complete if applicable.

Complete if you have other medical/dental insurance.
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Section H Complete if anyone to be covered by this medical plan is enrolled 175 West Fifth Street, San Bernardino, CA 92415-0440 | Phone: 909.387.5787 « Fax: 909.387.5566
Medical in both Medicare Parts A and B. www.SBCounty.gov
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(=]
. . (T
Section H Read, sign and date. SAN BERNARDINO Human Resources For Office Use Only "
D I COUNTY Employee Benefits and Services Effective Day Year T
enta Month =
Date <
. . KP Group ID # KP Sub EU # KP Dep EU #
Sections I-O Read, sign and date pages 2 and 3 of the enrollment/change form. T
. Blue Shield Group #
- - ~
Medical Retiree Medical Plan Enrollment/Change Form _ _ ~
Blue Shield Plan ID # Blue Shield Class ID # =
. . San Bernardino County—Retirees T
*For Medicare integrated plans, you must complete both the County and health plan EmpID# =
—l
enrO”ment formS. A. O New Retiree O Open Enroliment O Change in Status |
B. CHOOSE A MEDICAL PLAN AND A HIGH OR LOW OPTION Option: (=)
O Kaiser Permanente Traditional HMO Plan O Blue Shield Signature HMO O High Option ec
O Kaiser Senior Advantage * O Blue Shield PPO O Low Option -
O Blue Shield PPO COB O BSTRIO/KP HDHP o
O Blue Shield 65 Plus (HMO) * E
*Medicare integrated plan. Please complete both the County and the Medicare enrollment forms. For PPO Only: i
Previ Medical Plan: O California o
revious Medica an: O Qut of State
d
C. RETIREE INFORMATION OR RETIREE’S ELIGIBLE SURVIVOR INFORMATION =T
Social Security Number Check One: Date of Birth Date of Retirement Check One J
Month Day Year Month Day Year D
L Married 0 Widowed o
O Mae 0O Female 0 Single O Divorced R
0 Domestic Partner E
Last Name First Name Ml For Name Change, List Former Name Here
Mailing Address OCheck Here If New Address Primary Phone ( ) Email Address
Alternate Phone ( )
City State Zip Code Blue Shield Signature HMO and 65 Plus HMO Previously Visited?
Primary Care Physician ID No./Group ID No.
Residential Address (if different from mailing address) O VYes
] No
D. NEW ENROLLMENT ONLY O ENROLLING IN THIS MEDICAL PLAN FOR THE FIRST TIME, LIST ALL Blue Shield HMO & 65 Plus HMO Enrollees Only
Social Primary Care Physician’s ID No. / Previously
Last Name First Name Sex Security # Date of Birth Relationship Medical Group No. Visited?
Spouse/Domestic Partner: oM Physician’s No. Yes
oF Group No. No
Children: Owm Physician’s No. Yes
OoF Group No. No
O™ Physician’s No. 0 Yes
OF Group No. No
oM Physician’s No. Yes
aoF Group No. 1 No
awm Physician’s No. 0 Yes
aoF Group No. No
I understand that if | do not enroll my eligible dependent(s) at this time, | will not be able to enroll my dependent(s) until the next annual open enroliment period.
E. ENROLLMENT CHANGES ONLY  |ior pess ADDING OR DROPPING DEPENDENTS. .. | Mo | Day | e | Biue Shield HMO & 65 Plus HMO Enrollees Only
Social Primary Care Physician’s ID No. / Previously
Last Name First Name Sex Security # Date of Birth Relationship Medical Group No. Visited?
[OAdd Spouse/Domestic Partner (See Section F): Owm Physician’s No. O VYes
ORemove oF Group No. O No
OAdd Children: O Physician’s No. O VYes
[ORemove oF Group No. O No
OAdd oM Physician’s No. O VYes
[IRemove oF Group No. O No
OAdd Oowm Physician’s No. O Yes
ORemove oF Group No. O No
OAdd Owm Physician’s No. O VYes
[Remove oF Group No. O No
Month ) v - - - -
F. IF ADDING SPOUSE/DOMESTIC PARTNER, SHOW DATE OF MARRIAGE OR DOMESTIC ont o €| O Domestic Partnership O Dissolution
PARTNERSHIP. IF REMOVING, SHOW DATE OF DIVORCE/DISSOLUTION OR DEATH 0 Marriage O Divorce O Death

PLEASE READ THE FOLLOWING DISCLOSURES AND SIGN YOUR AGREEMENT ON THE LAST PAGE OF THIS FORM
NOTE: KAISER MEMBERS ALSO NEED TO SIGN THE KAISER ARBITRATION AGREEMENT (SECTION I) ON THE

FOLLOWING PAGE

Rev. 10.19.20
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G. OTHER MEDICAL COVERAGE H. MEDICARE COVERAGE

Are you or any other member of your family covered by other group medical
insurance? List all family members enrolled in both Parts A & B of Medicare:

0 Yes 0 No
If Yes, provide information below

Insurance Company Name (First, Middle, Last)

Policy No. 1D No. Date of Birth (Month, Day, Year) / /
Spouse’s Employer Name (First, Middle, Last)
Phone Number ID No. Date of Birth (Month, Day, Year) / /

KAISER PERMANENTE MEMBERS ONLY

- (THIS SECTION APPLIES IF ENROLLING IN A KAISER PERMANENTE PLAN)

2022 San Bernardino County Retiree Benefits Guide

» The effective date of my dependent’s loss of coverage will be based on the date of the actual qualifying event. Based on the
notification date, coverage effective dates may be established retroactively.

> If it is found that | am covering or have covered a dependent that is not eligible, | will be financially responsible for the cost of
incurred claims paid by the carrier on my ineligible dependent’s behalf.

» Failure to notify Employee Benefits of dependent eligibility changes in a timely manner (within 60 days of event date), may
result in premiums paid to the carrier for coverage for which your dependent was ineligible. Any refunds owed for such premiums
are at the discretion of the carrier. The County is not liable for any premiums paid in which the carrier has determined are ineligible
for refund. Additionally, the County does not assume any liability resulting from terminating coverage of ineligible dependent(s).

By signing below, | certify and affirm to San Bernardino County that the dependent eligibility information submitted is true, correct, and current
as of this date. | also attest that | have read, understand, and agree to comply with the provisions of this affidavit, terms of benefit plan
contracts, County policies, and related state and/or federal law(s).

Kaiser Foundation Health Plan Arbitration Agreement

I understand that (except for Small Claims Court cases, claims subject to a Medicare appeals procedure or the ERISA
claims procedure regulation, and any other claims that cannot be subject to binding arbitration under governing law)
any dispute between myself, my heirs, relatives, or other associated parties on the one hand and Kaiser Foundation
Health Plan, Inc. (KFHP), any contracted health care providers, administrators, or other associated parties on the other
hand, for alleged violation of any duty arising out of or related to membership in KFHP, including any claim for medical
or hospital malpractice (a claim that medical services were unnecessary or unauthorized or were improperly,
negligently, or incompetently rendered), for premises liability, or relating to the coverage for, or delivery of, services or
items, irrespective of legal theory, must be decided by binding arbitration under California law and not by lawsuit or
resort to court process, except as applicable law provides for judicial review of arbitration proceedings. | agree to give
up our right to a jury trial and accept the use of binding arbitration. | understand that the full arbitration provision is
contained in the Evidence of Coverage.

Signature Required for Kaiser Permanente Plan Date

L DISABLED DEPENDENTS

Please list the names of any disabled dependents you are enrolling in the space below:

M. QUALIFIED CHANGE IN STATUS EVENT

J BLUE SHIELD OF CALIFORNIA MEMBERS ONLY

(THIS SECTION APPLIES IF ENROLLING IN A BLUE SHIELD PLAN)
Blue Shield Authorization

The following authorization section is to be signed by all retirees applying for coverage with Blue Shield of California.

| agree: All information on this form is correct and true to the best of my knowledge and belief. | understand that it is the basis on
which coverage may be issued under the plan. | understand that if | have committed fraud or made an intentional misrepresentation
of any material fact that my coverage may be cancelled.

| understand that coverage does not become effective until this and the County’s application have been approved by Blue Shield of
California.

Disclosure of Personal Health Information

Blue Shield of California (Blue Shield) understands the importance of keeping your and your dependents’ personal health information
private. Blue Shield protects this information in electronic, written, and oral forms when used throughout our company. Blue Shield
will not disclose your and your dependents’ health information to a healthcare provider, insurer, insurance support organization,
health plan, or your insurance agent.

A complete explanation of Blue Shield’s policies and procedures (“Notice of Confidentiality and Privacy Practices”) for preserving
the confidentiality of your personal and health information is available and will be furnished to you upon request by calling the
Customer Service Department at 1-800-642-6155 or by accessing Blue Shield’s website at www.blueshieldca.com.

| understand that | may elect to add or delete eligible dependents to my medical plan if a “Qualifying Change in Status Event” occurs.
Qualifying events are:

« Marriage, domestic partnership, divorce or dissolution of domestic partnership of the member

« Birth or adoption of a child by the member

* Death

» Termination or commencement of a spouse’s or domestic partner’s employment

» Over age dependent

« A significant change in the medical coverage of the member or dependents attributable to the spouse’s or domestic partner’s

employment, such as offering insurance for the first time or a significant increase or decrease in premium cost

» Medicare entitlement
To add or delete dependents, | understand that | must submit a new Medical Plan Enroliment/Change Form within sixty (60) days of a Qualifying
Change in Status Event. If | do not submit a Medical Plan Enroliment/Change Form within sixty (60) days, my request may be denied. All
requests must be consistent with the stated qualifying event.

N. SELECTION OF A LOW OPTION HEALTH PLAN

| hereby acknowledge that | understand the following in connection with the San Bernardino County’s Low Option Health Plan (Low Option)
through either Kaiser Permanente or Blue Shield of California or any subsequent health plan provider(s):
» My decision to participate in the Low Option Plan is completely voluntary and is made with full understanding of the risks and potential
additional expenses including applicable deductibles and increases in co-payments or co-insurances.
« | understand that by selecting the Low Option Plan my out-of-pocket expenses for medical care will increase.
« The County and the health plans have provided me with access to education and communications on the Low Option Plan.
| hereby release San Bernardino County and the Board of Supervisors from any fiduciary (or other) liability and responsibility for any
losses incurred or other adverse consequences experienced in connection with my Low Option decisions.

0. AGREEMENT

K DEPENDENT AFFIDAVIT

| un.derstand and agree to each of the following:

My enrolled dependent(s) meet the definition of an “eligible dependent” as defined in the Retiree Benefits Guide and plan eligibility requirements
by carrier. A complete list of dependent eligibility criteria may be found on the Human Resources Department - Employee Benefits and
Services Division (Employee Benefits) internet site.

o If | falsify dependent eligibility information to enroll an ineligible dependent, my dependent’s coverage will be terminated in accordance
with the provisions of the benefit plan contract. Any inconsistences discovered with respect to enrollment and eligibility will be
investigated and appropriate action will be taken.

e The County reserves the right to request adequate documentation to assess a dependent’s eligibility. Failure to submit requested
information may result in immediate termination of the dependent’s coverage from the County’s group plans.

e Itis my responsibility to:

» Notify Employee Benefits within 60 days of the family status change date that would make one or more of my dependents ineligible
for group health coverage.

» Provide supporting documentation upon request of Employee Benefits.

» | am responsible for any applicable cost incurred for obtaining supporting documentation.

Rev. 10.19.20 Page 2 of 3
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| hereby elect the medical plan as designated on this enroliment form. | have also listed eligible dependents added to the medical plan, or to be
deleted from the plan.

| authorize San Bernardino County to deduct from my salary or monthly retirement benefit payment the amount required to cover my share
of the payment (including any future premium increases).

| agree for myself and my dependents, effective immediately and for as long as necessary to process claims:

* To be bound by the terms and conditions of the Group Agreement as it may be amended

* To obtain all medical services from providers associated with the medical plan, unless the plan specifically provides otherwise

* To authorize providers who have rendered services to me and my dependents to make medical information and records regarding those
services available to the medical plan and their providers who, in turn, may share such records among themselves. This information may
also be released to appropriate government agencies

» To complete and submit consents, releases assignments and other documents related to protecting the medical plan’s rights under the
Group Agreement. This includes coordinating benefits with other group medical plans, insurance policies or Medicare. | also agree to
pay the cost incurred by the medical plan out of any awards, settlements or payments made to me in connection with personal injuries
sustained by me or my dependents, and

| acknowledge and understand that health care providers may disclose health information about me or my dependents, including information
regarding substance abuse, mental/emotional conditions, AIDS (Acquired Immune Deficiency Syndrome), or ARC (AIDS Related Complex) to
my health insurance carrier for purposes of treatment, payment and health plan operations, including but not limited to, utilization management,
quality improvement and disease or care management programs. The health insurance carrier’s Notice of Privacy Practices is included in their
evidence of coverage or certificate of insurance for coverage. A copy of this notice can be obtained by calling the health insurance carrier’s
member services.

| certify that, to the best of my knowledge, all information furnished by me here is true and correct. | certify that the names of the persons listed
in Section H are enrolled in Parts A & B of Medicare.

| also certify that | accept the above terms of the plan to which | subscribe.

Subscriber’s Signature Date

Rev. 10.19.20 Page 3 of 3
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175 West Fifth Street, San Bernardino, CA 92415-0440 | Phone: 909.387.5787 » Fax: 909.387.5566

www.SBCounty.gov

SAN BERNARDINO Human Resources
C OUNTY Employee Benefits and Services
For Office Use Only
Effective Month ‘ Day ‘ Year
Date
Group #
Retiree Dental Plan Emp ID #

Enroliment/Change Form

A O NEW RETIREE O OPEN ENROLLMENT 0O CHANGE IN STATUS

=3 | ELECT THIS DENTAL PLAN: 0 Delta Dental PPO — Low* Q Delta Dental DPPO - High* QO DeltaCare USA HMO

* Please note that the Delta Dental PPO plans is subject to a 12-month waiting period for restorative procedures if you are newly enrolled in the plan and have
not had continuous group/employer sponsored dental coverage prior to enrolling in the plan.

(3 RETIREE INFORMATION OR RETIREE’S ELIGIBLE SURVIVOR INFORMATION
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1. Social Security No. 2. Check One: 3. Date of Birth 4. Check One:
Month Day Year J Married JAWidowed
4 Male 1 Female 1 Single 1 Divorced
Domestic Partner
5. Last Name 6. First Name 7. Mi 8. For Name Change, List Former Name Here
9. Mailing Address Check Here If New Address 10. Primary Phone:  ( ) 11. Email
Alternate Phone: ( )
12. City 13. State 14. Zip Code 15. DeltaCare HMO members must provide the following:
Provider Name Provider No.

IF YOU ARE ENROLLING IN THIS DENTAL PLAN FOR THE FIRST TIME
ﬂ NEW ENROLLMENT ONLY OR CHANGING PLANS, LIST ALL PERSON(S) TO BE COVERED

Last Name First Name Sex Social Security No. Date of Birth Relationship
Spouse/Domestic Partner:

Children:

OOooOopopopo
R A Y Y S

| understand that if I do not enroll my eligible dependent(s) at this time, | will not be able to enroll my dependent(s) until the next Open Enroliment Period.

IF YOU ARE ADDING OR DROPPING DEPENDENTS, LIST DEPENDENTS AND INDICATE EFFECTIVE DATE MONTH DAY YEAR
H ENROLLMENT CHANGES ONLY / ,

Name of family member(s) to be added or deleted: Sex Social Security No. Date of Birth Relationship
2  Add Spouse/Domestic Partner: oM
1 Remove aF
O Add Children: Owm
O Remove OF
Q  Add Children: Om
O Remove OF
3 Add Chidren: am
1 Remove OF
1 Add Children: am
J  Remove OaF
IF ADDING SPOUSE/DOMESTIC PARTNER, SHOW DATE OF MARRIAGE/DOMESTIC MONTH DAY YEAR 4 DOMESTIC PARTNERSHIP DISSOLUTION
PARTNERSHIP. IF DELETING, SHOW DATE OF DIVORCE/DISSOLUTION OR DEATH; / 1 O MARRIAGE 01 DIVORCE Q1 DEATH
OTHER DENTAL COVERAGE
. Are you or any other member of your family covered by other group dental insurance? [ Yes J No
San Bernardino County ,
. . . Insurance company Spouse’s/Domestic Partner’s employer
Employee Benefits and Services Division (EBSD) _
RETU RN FORM TO: Policy no. Phone number  ( )

175 West Fifth Street, First Floor
San Bernardino, CA 92415-0440

Please read and sign the back of this form

Rev. 10/19/2020
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Employee Authorization:

| hereby authorize my dentist, dental care practitioner, hospital, clinic, or other dental or dental-related facility to furnish any and all records pertaining to
dental history, services rendered, or treatment given for purpose of review, investigation or evaluation of an application or a claim.
| also authorize disclosure to a hospital or dental care plan, employer, self-insurer or insurer any such dental information obtained if such disclosure is necessary
to allow the processing of any claims or for purposes of utilization review or financial audit. This authorization shall become effective immediately and shall
remain in effect as long as it is necessary to enable claims processing.

Dependent Affidavit:
| understand and agree to each of the following:

. My enrolled dependent(s) meet the definition of an “eligible dependent” as defined in the Retiree Benefits Guide and plan eligibility requirements
by carrier. A complete list of dependent eligibility criteria may be found on the Human Resources Department - Employee Benefits and Services
Division (Employee Benefits) internet site.

. If | falsify dependent eligibility information to enroll an ineligible dependent, my dependent’s coverage will be terminated in accordance with
the provisions of the benefit plan contract. Any inconsistencies discovered with respect to enrollment and eligibility will be investigated and
appropriate action will be taken.

. The County reserves the right to request adequate documentation to assess a dependent’s eligibility. Failure to submit requested information
may result in immediate termination of the dependent’s coverage from the County’s group plans.

. It is my responsibility to:

. notify Employee Benefits within 60 days of the family status change date that would make one or more of my dependents ineligible for group health

coverage
. provide supporting documentation upon request of Employee Benefits
. | am responsible for any applicable cost incurred for obtaining supporting documentation.

. The effective date of my dependent’s loss of coverage will be based on the date of the actual qualifying event. Based on the notification
date, coverage effective dates may be established retroactively.

. If it is found that | am covering or have covered a dependent that is not eligible, | will be financially responsible for the cost of incurred claims paid
by the carrier on my ineligible dependent’s behalf.

. Failure to notify Employee Benefits of dependent eligibility changes in a timely manner (within 60 days of event date), may result in premiums
paid to the carrier for coverage for which your dependent was ineligible. Any refunds owed for such premiums are at the discretion of the carrier.
The County is not liable for any premiums paid in which the carrier has determined are ineligible for refund. Additionally, the County does not
assume any liability resulting from terminating coverage of ineligible dependent(s).

By signing below, | certify and affirm to San Bernardino County that the dependent eligibility information submitted is true, correct, and current as of this date.
| also attest that | have read, understand, and agree to comply with the provisions of this affidavit, terms of benefit plan contracts, County policies, and
related state and/or federal law(s).
By signing below:
v' | elect to enroll in (or make the above changes to) the dental plan as shown above and authorize deduction to be made from my monthly
retirement benefit payment to cover my share of the cost of enroliment as it is now or as it may be in the future. Retirees who enroll in the
Dental program are required to participate for a minimum of 24 consecutive months. Retirees who enroll in the Dental DPPO - High
option are required to participate for a minimum of 24 consecutive months in DPPO — High option.
v | certify and affirm to San Bernardino County that the dependent eligibility information submitted is true, correct, and current as of this date. | also
attest that | have read, understand, and agree to comply with the provisions of this affidavit, terms of benefit plan contracts, County policies, and
related state and/or federal law(s).

Retiree’s Signature Date

Rev. 10/19/2020

San Bernardino County

Employee Benefits and Services Division (EBSD)
175 West Fifth Street, First Floor

San Bernardino, CA 92415-0440

RETURN FORM TO:
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For Office Use Only

SAN BERNARDINO Human Resources Effective Day Year
COUNTY Employee Benefits and Services I\Dllotnth
ate
Group #

Plan/Class ID # (Blue Shield Only)
San Bernardino County

RETIREE Emp D #
MEDICAL AND/OR DENTAL

Employee Benefits and Services Division (EBSD)
175 West Fifth Street, First Floor

San Bernardino, CA 92415-0440
(909) 387-5787 Fax (909) 387-5566

PLAN CANCELLATION FORM

| CHOOSE TO CANCEL THE FOLLOWING MEDICAL AND/OR DENTAL COVERAGE

Plan Name Effective Date of Cancellation (must be 15! of the month)

Medical: Month Day Year
o

Dental: Month Day Year
o

H RETIREE INFORMATION

Social Security No. Check One Date Of Birth Check One
Month Day Year U Married 1 Widowed
U Male U Female U Single U Divorced
‘ ‘ ] Domestic Partner
Last Name First Name Ml For Name Change, List Former Name Here

Mailing Address Check Here If New Address &l ( )

Primary Phone

Alternate Phone  ( )
City State Zip Code Email Address
DEPENDENT INFORMATION (enrolled in a retiree plan)
Enrolled in
Last Name, First Name Social Security # Dental Enrolled in Medical—Plan name if different from above
Spouse/Domestic Partner: O ves O ves Plan Name:
D No D No
i : Plan Name:
Children: O ves O ves an Name
D No D No
Children: D Ves D Ves Plan Name:
D No D No
Children: O ves O ves Plan Name:
D No D No
Children: Q Ves Q Ves Plan Name:
D No D No
Children: D Ves D Ves Plan Name:
D No D No
Subscriber’s Signature Date

Rev. 10.19.2020
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San Bernardino County

Employee Benefits and Services Division (EBSD)
175 West Fifth Street, First Floor

San Bernardino, CA 92415-0440

RETURN FORM TO:
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Ensure the most current form is submitted. Refer to EMACS Forms/Procedures website.

Disabled Dependent Certification
(Dependent child age 26 or older)

Must print in Black or Blue ink ONLY

Employee ID Rcd No. Employee Last Name, First Name
E-mail Address Telephone Department
Name of Medical Plan Name of Dental Plan

COMPLETE ONE FORM FOR EACH DEPENDENT CHILD AGE 26 OR OLDER

Dependent Name Date of Birth Relationship to Employee

Provider Certification:

By providing my information and signature below, | certify that the dependent listed above is incapable of self-
sustaining employment due to physical or mental disability. | also certify that all dependent information provided is true
and correct to the best of my knowledge.

Please provide the following:

Type of disability: [[JPermanent [ITemporary If temporary, provide end date:

Name of Provider:

Provider Address:

License No.: Telephone:

Provider Signature Date:

Employee Certification:

By providing my signature below, | certify that the dependent listed above is incapable of self-sustaining employment
due to a physical or mental disability. | have obtained verification of this disability from the licensed healthcare provider
listed above, and certify that all information provided is true and correct. | also understand that failure to timely provide
all requested information will result in my dependent being ineligible for coverage on my County medical and dental
plans pursuant to the terms of the County medical and dental contracts.

Employee (Print & Sign) Date:

Payroll Specialist (Print & Sign) Telephone: Date:

Office Use Only

DISTRIBUTION: Original - EBSD-HR (0440) Reviewed b
view y Date
(Employee ID)
REV. HR 06/11/2014 Disabled Dependent Certification
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blue

california

2021 Enroliment Request Form Blue Shield 65 Plus (HMO)
Employer Group/Union Health Plan

Please contact Blue Shield 65 Plus if you need information in another language or format (Braille).

To enroll in Blue Shield 65 Plus, please provide the following Information:

Employer Group or Union Name

Group or Union No. (leave blank if not provided by your employer group or union)

Last name CIMr. [ Mrs.
I Ms.
First name Middle

initial D
(optional):

NOILYDId1143) INIANId3a d319vsid

Birth date: (MM/DD/YYYY) Sex (1M
/ / [JF
Phone number Optional field: Alternate phone number

Permanent residence street address (P.O. Box is not allowed):
Street address
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City State  ZIP Code

Mailing address, if different from your permanent address (P.O. Box allowed):
Street address

City State  ZIP Code

Optional field: E-mail address:

San Bernardino County
Employee Benefits and Services Division (EBSD)

175 West Fifth Street, First Floor
San Bernardino. CA 92415-0440 L] am willing to receive non-required plan materials via email (i.e., benefit promotions and

event invitations, and plan newsletter) in place of mailed printed copies.

L ]1 am willing to receive required plan materials via email (i.e. enroliment notifications and
Annual Notice of Changes) in place of mailed printed copies.

RETURN FORM TO:

H0504_20_464D_M 08272020 Page 1 of 4 1 0of 4
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2022 San Bernardino County Retiree Benefits Guide

Not checking the boxes above means you will receive printed plan materials via the mail.
You may choose to go back to printed materials at any time by calling Member Services at
the number on your plan ID card.

Please provide your Medicare insurance information

2022 San Bernardino County Retiree Benefits Guide

Physician group name:

Current patient? []Yes []No

Please take out your red, white and blue Name (as it appears on your Medicare card):
Medicare card to complete this section.
* Fill out this information as it appears on Medicare Number:
your Medicare card.
-OR - Is Enfitled to: Effective Date:
e Aftach a copy of your Medicare card HOSPITAL (Part A)
MEDICAL (Part B)

or your letter from Social Security or

the Railroad Retirement Board. You must have Medicare Part A and Part B

to join a Medicare Advantage plan.

Please check one of the boxes below if you would prefer that we send you information in a
language other than English or in an accessible format:

[ ] Spanish

[]Large print

Please contact Blue Shield 65 Plus at (800) 776-4466 if you need information in an accessible
format or language other than what is listed above. Our office hours are 8 a.m. to 8.om.,

seven days a week, from October 1 through March 31, and 8 a.m. to 8 p.m. weekdays (8. a.m.
to 5 p.m., Saturday and Sunday) from April 1 through September 30. TTY users should call 711.

Please read and answer these important questions

1. Are you the retfiree? []Yes [No
If yes, retirement date (month/date/year):

If no, name of retiree:

2. Are you covering a spouse or dependents under this employer or union plan?

[lYes [INo

If yes, name of spouse:

Name(s) of dependent(s):

3. Do you or your spouse work? []Yes []No

4. Some individuals may have other drug coverage, including other private insurance,
Worker's Compensation, VA benefits or State pharmaceutical assistance programs.

Will you have other prescription drug coverage in addition to Blue Shield 65 Plus (HMQO)?
[IYes [INo

If "yes”, please list your other coverage and your identification (ID) number(s) for
this coverage:

Name of other coverage:

ID # for Coverage:

5. Are you a resident in a long-term care facility, such as a nursing home? [_]Yes [JNo
If “yes"” please provide the following information:
Name of Institution:

Address & Phone Number of Institution (number and street):

Optional field: Please choose a Primary Care Physician (PCP), or affiliated medical group:

Physician name or affiliated medical group:

Physician ID #:

Page 2 of 4 20f4
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Please read and signh below

By completing this enrollment application, | agree to the following:

Blue Shield 65 Plus is a Medicare Advantage plan and has a contract with the Federal
government. | will need to keep my Medicare Parts A and B. | can only be in one Medicare
Advantage plan at a time and | understand that my enrollment in this plan will automatically
end my enroliment in another Medicare health plan. It is my responsibility to inform you of
any prescription drug coverage that | get in the future. Enroliment in this plan is generally for
the entire year. Once | enroll, | may leave this plan or make changes only at certain times

of the year if an enrollment period is available (Example: Annual Enrollment Period from
October 15 — December 7), or under certain special circumstances.

Blue Shield 65 Plus serves a specific service area. If | move out of the area that Blue Shield

65 Plus serves, | need to notify the plan so | can disenroll and find a new plan in my new
area. Once | am a member of Blue Shield 65 Plus, | have the right fo appeal plan decisions
about payment or services if | disagree. | will read the Evidence of Coverage document from
Blue Shield 65 Plus when | get it to know which rules | must follow to get coverage with this
Medicare Advantage plan. | understand that people with Medicare aren’t usually covered
under Medicare while out of the country except for limited coverage near the U.S. border.

| understand that if | am getting assistance from a sales agent, broker, or other individual
employed by or contracted with Blue Shield 65 Plus, he/she may be paid based on my
enrollment in Blue Shield 65 Plus.

Release of Information: By joining this Medicare health plan, | acknowledge that the Medicare
health plan will release my information to Medicare and other plans as is necessary for
tfreatment, payment and health care operations. | also acknowledge that Blue Shield 65 Plus
will release my information including my prescription drug event data to Medicare, who may
release it for research and other purposes which follow all applicable Federal statutes and
regulations. The information on this enrollment form is correct to the best of my knowledge.

| understand that if | intentionally provide false information on this form, | will be disenrolled
from the plan.

| understand that my signature (or the signature of the person authorized to act on my
behalf under the laws of the State where | live) on this application means that | have read
and understand the contents of this application. If signed by an authorized individual (as
described above), this signature certifies that: 1) this person is authorized under State law to
complete this enrollment and 2) documentation of this authority is available upon request
from Medicare.
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Signature Today’s Date blue

o ;
E / / california ~° =
m i . ] ] 2021 Enroliment Request Form Blue Shield of California Medicare Rx Plan (PDP) 2.,‘
w If you're the authorized representative, sign above, and fill out these fields: . (T
= Name: Employer Group/Union Health Plan —
: Please contact Blue Shield of California Medicare Rx Plan if you need information in another E
: language or format (Braille). —
. L] . L] . . (] d
w Street Address: To enroll in Blue Shield of California Medicare Rx Plan, please provide the =
o following Information: ec
S City State  7IP code Employer Group or Union Name =
= =
§ Phone Number: Group or Union No. (leave blank if not provided by your employer group or union) o
- - —
- =
IE Relationship to Enrollee: Last name CIMr. [ Mrs. a
—] [ ] Mes. ><
= = (- 5
© First name Middle e
; Please return your completed enroliment form to your Benefits Administrator or mail to: Initial :
= San Bernardino County - Employee Benefits and Services Division (EBSD) (optional): |:| e
m 175 West Fifth Street, First Floor - - (=]
— San Bernardino, CA 92415-0440 Birth date: (MM/DD/YYYY) Sex LIM —
o / / LIF
— Office Use Only: 3
E y: Phone number Optional field: Alternate phone number [T
" Name of staff member (if assisted in enroliment): —
E Meeting #: L4
- Permanent residence street address (P.O. Box is not allowed): ;
g Street address ;
=
City State  ZIP Code
Mailing address, if different from your permanent address (P.O. Box allowed):
Street address
City State  ZIP Code
Emergency contact name (optional)
San Bernardino County
Employee Benefits and Services Division (EBSD) - - -
. Relationship to you (optional
RETURN FORM TO: 175 West Fifth Street, First Floor | Ip 1o you [opf )
San Bernardino, CA 92415-0440
$2468_20_464F_M 08272020 1 of 4
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2022 San Bernardino County Retiree Benefits Guide

Please read and answer these important questions

1. Areyoutheretiree? [1Yes [INo
If yes, retirement date (month/date/year)

If no, name of retiree

2. Are you covering a spouse or dependent(s) under this employer group or union plan?
[1Yes [INo

If yes, name of spouse*

Name of dependent(s)

* If your spouse or any of the covered dependents listed above are eligible for Medicare,
please ensure that each complete and return an enroliment form.

3. Do you or your spouse work? [1Yes [INo

4. Some individuals may have other drug coverage, including other private insurance,
TRICARE, Federal employee health benefits coverage, VA benefits, or State
pharmaceutical assistance programs.

Will you have other prescription drug coverage in addition to the Blue Shield of California

Medicare Rx Plan? []Yes [ JNo

If yes, please list your other coverage and your identification (ID) number(s) for this coverage

Name of other coverage

ID No. for this coverage

Group No. for this coverage

5. Are you aresident in a long-term care facility, such as a nursing home? []Yes [1No
If yes, please provide the following information:
Name of institution

Address of institution (number and street)

Phone number of institution ( )

Please check one of the boxes below if you would prefer that we send you information in a
language other than English or in an accessible format: [_]Spanish []Large print

Please contact Blue Shield of California Medicare Rx Plan at (888) 239-6469 [TTY 711] if you need
information in an accessible format or language other than what is listed above. Our office
hours are 8 a.m. to 8 p.m., seven days a week, from October 1 through March 31, and 8 a.m. to
8 p.m., weekdays (8 a.m. to 5 p.m., Saturday and Sunday) from April 1 through September 30.

) ) ) Page 2
110 link.sbcounty.gov/Retiree-Benefits
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Please read this important information

If you are a member of a Medicare Advantage Plan (like an HMO or PPO), you may already
have prescription drug coverage from your Medicare Advantage Plan that will meet your needs.
By joining the Blue Shield of California Medicare Rx Plan, your membership in your Medicare
Advantage Plan may end. This will affect both your doctor and hospital coverage as well as your
prescription drug coverage. Read the information that your Medicare Advantage Plan sends
you, and if you have questions, contact your Medicare Advantage Plan.

Please read and sigh below

By completing this enroliment application, | agree to the following:

Blue Shield of California Medicare Rx Plan is a Medicare drug plan and has a contract with
the Federal government. | understand that this prescription drug coverage is in addition

to my coverage under Medicare; therefore, | will need to keep my Medicare Part A or

Part B coverage.

It is my responsibility to inform Blue Shield of California Medicare Rx Plan of any prescription
drug coverage that | have or may get in the future. | can only be in one Medicare
Prescription Drug Plan at any time. If | am currently in a Medicare Prescription Drug Plan, my
enrollment in Blue Shield of California Medicare Rx Plan will end that enroliment. Enrollment
in this plan is generally for the entire year. Once | enroll, | may leave this plan or make
changes if an enrollment period is available (for example, during your former employer
group/union’s open enrollment period or during the Annual Enroliment Period from October
15 — December 7), unless | qualify for certain special circumstances.

Blue Shield of California Medicare Rx Plan serves a specific service area. If | move out of the
area that Blue Shield of California Medicare Rx Plan serves, | need to notify the plan so | can
disenroll and find a new plan in my new area. | understand that | must use network pharmacies,
except in an emergency, when | cannot reasonably use Blue Shield of California Medicare Rx
Plan network pharmacies. Once | am a member of the Blue Shield of California Medicare Rx
Plan, | have the right to appeal plan decisions about payment or services if | disagree. | will read
the Evidence of Coverage document from Blue Shield of California Medicare Rx Plan when | get
it to know which rules | must follow to get coverage.

| understand that if | leave this plan and don't have or get other Medicare prescription drug
coverage or creditable prescription drug coverage (as good as Medicare’s), | may have to pay
a late enrollment penalty in addition to my premium for Medicare prescription drug coverage
in the future.

| understand that if | am getting assistance from a sales agent, broker, or other individual
employed by or contracted with the Blue Shield of California Medicare Rx Plan, he/she may be
paid based on my enrollment in the Blue Shield of California Medicare Rx Plan.

Counseling services may be available in my state to provide advice concerning Medicare
supplement insurance or other Medicare Advantage or Prescription Drug Plan options, medical
assistance through the State Medicaid program and the Medicare Savings Program.

] ) ] Page 3
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2022 San Bernardino County Retiree Benefits Guide

I understand that if | am getting assistance from a sales agent, broker, or other individual
employed by or contracted with the Blue Shield of California Medicare Rx Plan, he/she may
be paid based on my enroliment in the Blue Shield of California Medicare Rx Plan.
Counseling services may be available in my state to provide advice concerning Medicare
supplement insurance or other Medicare Advantage or Prescription Drug Plan opftions,
medical assistance through the State Medicaid program and the Medicare Savings Program.
Release of Information:

By joining this Medicare Prescription Drug Plan, | acknowledge that Blue Shield of California
Medicare Rx Plan will release my information to Medicare or other plans as is necessary

for freatment, payment, and healthcare operations. | also acknowledge that Blue Shield

of California Medicare Rx Plan will release my information, including my prescription drug
event data, to Medicare, who may release it for research and other purposes which follow all
applicable Federal statutes and regulations. The information on this enrollment form is correct
to the best of my knowledge. | understand that if | infentionally provide false information on
this form, | will be disenrolled from the plan.

I understand that my signature (or the signature of the person authorized to act on my behalf
under State law where | live) on this application means that | have read and understand the
contents of this application. If signed by an authorized individual (as described above), this

signature certifies that: 1) this person is authorized under State law to complete this enroliment,

and 2) documentation of this authority is available upon request by Medicare.

2022 San Bernardino County Retiree Benefits Guide

blue

california
Blue Shield Medicare Advantage Disenroliment Form

Blue Shield 65 Plus (HMO), Blue Shield 65 Plus Plan 2 (HMO), Blue Shield

65 Plus Choice Plan (HMO), Blue Shield Inspire (HMO), Blue Shield Vital
(HMO), Blue Shield Inspire (PPO), Blue Shield Medicare (PPO), Blue Shield
AdvantageOptimum Plan (HMO), Blue Shield AdvantageOptimum Plan 1
(HMO), Blue Shield AdvantageOptimum Plan 2 (HMO), Blue Shield TotalDual
Plan (HMO D-SNP), Blue Shield Inspire (HMO D-SNP), and Blue Shield
Coordinated Choice Plan (HMO)

If you request disenrollment, you must continue to get all medical care from your Blue Shield
Medicare Advantage Plan on the effective date of disenrollment. Contact us fo verify your
disenrollment before you seek medical services outside of Blue Shield Medicare Advantage
Plan network. We will notify you of your effective date after we get this form from you.

Signature Today’s Date
/ /
If you're the authorized representative, sign above, and fill out these fields:
Name:
Street Address:
City State  ZIP code

Last Name CIMr. [ Mrs.
1 M.
First Name Middle Initial
Medicare # Birth Date Sex [JM
- - / / LIF
M M D D Y Y Y Y
Home phone number Alternative phone number

Relationship to Enrollee:

Please return your completed enroliment form to your Benefits Administrator or mail to:

San Bernardino County - Employee Benefits and Services Division (EBSD)
175 West Fifth Street, First Floor
San Bernardino, CA 92415-0440

Please carefully read and complete the following information before signing and dating this
disenroliment form:

If | have enrolled in another Medicare Advantage or Medicare Prescription Drug Plan,

| understand Medicare will cancel my current membership in the Blue Shield Medicare
Advantage Plan on the effective date of that new enrollment. | understand that | might not
be able to enroll in another plan at this time. | also understand that if | am disenrolling from
my Medicare prescription drug coverage and want Medicare prescription drug coverage in
the future, | may have to pay a higher premium for this coverage.

Your Signature*: Today’s Date

/ /

Office Use Only:
Name of staff member (if assisted in enroliment):

Meeting #:

Blue Shield of California is an independent member of the Blue Shield Association  PDP00045_10-20 4 of 4

112 link.sbcounty.gov/Retiree-Benefits

* Or the signature of the person authorized to act on your behalf under the laws of the
State where you live. If signed by an authorized individual (as described above), this
signature certifies that:
1) This person is authorized under State law to complete this disenroliment and
2) Documentation of this authority is available upon request by Blue Shield of California
or by Medicare.

YO118_20_711A_C 09102020 1 of 3
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Last Name CIMr. [ Mrs.
LI Ms. [ 1 lam joining employer or union coverage on (insert date).
First Name Middle Initial / /

[ 1 Iwasenrolledin a plan by Medicare (or my state) and | want to choose a different plan.
Street Address My enroliment in that plan started on (insert date).

/ /

City State  ZIP code

If none of these statements applies to you or you're not sure, please contact Blue Shield of
California Medicare Advantage Plan Customer Care at (800) 776-4466 (TTY users should call
711) to see if you are eligible to disenroll. We are open 8 a.m. to 8 p.m., seven days a week,
from October 1 through March 31, and 8 a.m. to 8 p.m., weekdays (8 a.m. to 5 p.m., Saturday
and Sunday) from April 1 through September 30.

Relationship to Enrollee

Information to include on or with Disenroliment Form — Attestation of Eligibility for an Election Period

Typically, you may disenroll from a Medicare Advantage plan only during the annual enrollment San Bernardino County
period from October 15 through December 7 of each year or during the Medicare Advantage RETURN EORM TO: Employee Benefits and Services Division (EBSD)
Open Enrollment Period from January 1 through March 31 of each year. There are exceptions . 175 West Fifth Street, First Floor

that may allow you to disenroll from a Medicare Advantage plan outside of this period. San Bernardino, CA 92415-0440
(909) 387-5787 Fax (909) 387-5566

Please read the following statements carefully and check the box if the statement applies
to you. By checking any of the following boxes you are certifying that, to the best of your
knowledge, you are eligible for an Election Period.
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[ 1 Irecently had a change in my Medicaid (newly got Medicaid, had a change in level of
Medicaid assistance, or lost Medicaid) on (insert date).

/ /

[1 Irecently had a change in my Extra Help paying for Medicare prescription drug
coverage (newly got Extra Help, had a change in the level of Extra Help, or lost
Extra Help) on (insert date).

/ /

[1 I have both Medicare and Medicaid (or my state helps pay for my Medicare premiums)
or | get Extra Help paying for Medicare prescription drug coverage, but | haven't had a
change.

[ ] 1am moving into, live in, or recently moved out of a Long-Term Care Facility (for example, a
nursing home or long term care facility). | moved/will move into/out of the facility on
(insert date).

/ /

] Iam joining a PACE program on (insert date).

/ /

20of 3

Blue Shield of California is an independent member of the Blue Shield Association MR14132-MA 10-20 3 Of 3
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blue

california

Blue Shield Rx Plus (PDP) and Blue Shield Rx Enhanced (PDP)
Disenroliment Form

Please fill out and carefully read all the information below before signing and dating this
disenrollment form. We will notify you of your effective date after we get this form from you.

Instead of sending a disenrollment request to Blue Shield Medicare prescription drug plans,
you can call 1-800-MEDICARE (1-800-633-4227), 24 hours a day, 7 days a week, to disenroll
by telephone. TTY users should call 1-877-486-2048.

Last Name CIMr. O] Mrs.
CIMs. [ Mes.
First Name Middle Initial
Medicare # Birth Date Sex M
- - / / [ ]F
M M D D Y Y Y Y
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Home phone number Alternative phone number
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By completing this disenroliment request, | agree to the following:

Blue Shield Rx Plus or Blue Shield Rx Enhanced will notify me of my disenrollment date after they
get this form. | understand that until my disenrollment is effective, | must continue to fill

my prescriptions at Blue Shield Rx Plus or Blue Shield Rx Enhanced network pharmacies to get
coverage. | understand that there are limited times in which | will be able to join other Medicare
plans, unless | qualify for certain special circumstances. | understand that | am disenrolling from
my Medicare Prescription Drug Plan and, if | don't have other coverage as good as Medicare,

| may have to pay a late enroliment penalty for this coverage in the future.

Your Signature*; Date:

* Or the signature of the person authorized to act on your behalf under the laws of the
State where you live. If signed by an authorized individual (as described above), this
signature certifies that:

1) This person is authorized under State law to complete this disenrollment and

2) documentation of this authority is available upon request by Blue Shield of California
or by Medicare.

Blue Shield of California is an independent member of the Blue Shield Association PDP00013-PDP (10/19)

S2468_19_690B_C 09302019 1 of 3

116 link.sbcounty.gov/Retiree-Benefits link.sbcounty.gov/Retiree-Benefits 117


https://hr.sbcounty.gov/employee-benefits/retiree-medical-dental-plans/
https://hr.sbcounty.gov/employee-benefits/retiree-medical-dental-plans/

2022 San Bernardino County Retiree Benefits Guide 2022 San Bernardino County Retiree Benefits Guide

If you are the authorized representative, you must provide the following information:

[1 Iam joining employer or union coverage on (insert date).

Last Name [ IMr. [IMrs.
CIMs. [IMs. / /
First Name Middle Inifial [J 1was enrolled in a plan by Medicare (or my state) and | want fo choose a different plan. My
|:| enrollment in that plan started on (insert date).
Street Address / /
If none of these statements applies to you or you're noft sure, please contact Blue Shield Rx
. Plus or Blue Shield Rx Enhanced Member Services at (888) 239-6449 (TTY users should call 711)
City State  ZIP code . L .
to see if you are eligible to disenroll. We are open 8 a.m. to 8 p.m., seven days a week, from
October 1 through March 31, and 8 a.m. to 8 p.m., weekdays (8 a.m. to 5 p.m., Saturday and
Sunday) from April 1 through September 30.
Relationship to Enrollee

San Bernardino County

Employee Benefits and Services Division (EBSD)
175 West Fifth Street, First Floor

San Bernardino, CA 92415-0440

Information to include on or with Disenroliment Form — Attestation of Eligibility for an Election Period

Typically, you may disenroll from a Medicare Advantage plan only during the annual enroliment RETURN FORM TO:
period from October 15 through December 7 of each year or during the Medicare Advantage
Open Enroliment Period from January 1 through March 31 of each year. There are exceptions
that may allow you to disenroll from a Medicare Advantage plan outside of this period.

Please read the following statements carefully and check the box if the statement applies
to you. By checking any of the following boxes you are certifying that, to the best of your
knowledge, you are eligible for an Election Period.
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L1 Irecently had a change in my Medicaid (newly got Medicaid, had a change in level of
Medicaid assistance, or lost Medicaid) on (insert date).

/ /

[1 Irecently had a change in my Extra Help paying for Medicare prescription drug
coverage (newly got Extra Help, had a change in the level of Extra Help, or lost
Extra Help) on (insert date).

/ /

[] Ihave both Medicare and Medicaid (or my state helps pay for my Medicare premiums)
or | get Extra Help paying for Medicare prescription drug coverage, but | haven't had a
change.

[ ] lam moving into, live in, or recently moved out of a Long-Term Care Facility (for example, a
nursing home or long term care facility). | moved/will move into/out of the facility on
(insert date).

/ /

[ Iamjoining a PACE program on (insert date).

/ /

2 of 3 30of3
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KAISER PERMANENTE. Group Plan

Kaiser Permanente Senior Advantage (HMO)

N

Election form

Northern California or Southern California Region Group Plan

Filling out and returning the enrollment form is your first step to becoming a Kaiser Permanente
Senior Advantage member. If you and your spouse are both applying, you'll each need to fill out a
separate form. For help completing the enrollment form, call our Member Services Contact Center
at 1-800-443-0815 (TTY 711), seven days a week, 8 a.m. to 8 p.m.

How to fill out this form

1. Answer all questions and print your answers using black or blue ink. Fill in check boxes
with an X.

2. Sign the form on page 5 and date it. Make sure you‘ve read all the pages before you sign.

3. Mail the original, signed form to:
San Bernardino County Employee Benefits and Services Division (EBSD)
175 W. Fifth St., 1st Floor
San Bernardino, CA 92415-0440
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4. Make a copy for your records. If required, submit a copy to your employer group, union
or trust fund.

Next steps

* We'll review your form to make sure it's complete. Then we'll let you know by mail that
we've received it.

* We'll let Medicare know that you've applied for Senior Advantage.

e Within 10 calendar days after Medicare confirms your enrollment, we'll first let you know the start
date for your coverage. Next, we will send you a Kaiser Permanente ID card and your new
member package within 10 days of your start date.

To check on the status of your application, please visit kp.org/medicare/applicationstatus.

483450253 10/2020
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: ‘ NCAL or SCAL - Senior Advantage - Group Page 1 of 5 ‘ NCAL or SCAL - Senior Advantage - Group Page 2 of 5 —
=
L Employer Group Use Only Last Name First Name 2
- Please provide receipt date of form in this section when submitting on behalf of employee/retiree. =
o Employer Group #: Employer Receipt Date: / / . . . S
= Po P Po P Please Provide Your Medicare Insurance Information =
E Authorized Rep: Please take out your red, white and blue Medicare card to Name (as it appears on your Medicare card): —r
= complete this section. [T
- Please contact Kaiser Permanente if you need information in another language or accessible format (Braille). ) -
E e Fill out this information as it appears on your Medicare Number: Z
m To Enroll in Kaiser Permanente Senior Advantage, Please Provide the Following Information Medicare card. =
wv
= Employer or Union Name: Group #: _OR- Is Entitled To: Effective Date: ;
—_— n
= , ) ; ert HOSPITAL (Part A) / / =
e Attach a copy of your Medicare card or your letter from (-5
LAST Name:
E ame Social Security or the Railroad Retirement Board. MEDICAL (Part B) / / —
=
:<= You must have Medicare Part B, however most employer groups L
= FIRST Name: Middle Initial:  Gender: require both Parts Aand B to join a Medicare Advantage plan. -
= Male Female -
(] =
i A t or former member of any Kaiser Permanente Kaiser Permanente Medical/Health Record Number sz
re you a current or for : .
— / , / Please Read and Answer These Important Questions <<
m health plan? ' Yes No  Ifyes: "' Current ' Former =
2 , , 1. Do you or your spouse work? Yes No ac
— Permanent Residence Street Address (P.O. Box is not allowed): :_‘
= 2. Are you the retiree? Yes .| No ec
- el
g City: If yes, retirement date (mm/dd/yyyy): / / 2
= If no, name of retiree: :
County: State:  ZIP Code:
3. Are you covering a spouse or dependents under this employer or union plan? Yes No
Home Phone Number: Mobile Phone Number: Birth Date: (mm/dd/yyyy) If yes, name of spouse:
: : / /

Name(s) of dependent(s):

Mailing Address (only if different from your Permanent Residence Address)
Street Address: 4. Some individuals may have other drug coverage, including other private insurance, Worker's Compensation, VA benefits, or
State pharmaceutical assistance programs.

Will you have other prescription drug coverage in addition to Kaiser Permanente? Yes No
City: State:  ZIP Code: If yes, please list your other coverage and your identification (ID) number(s) for that coverage.
Name of other coverage: ID # for other coverage:

E-mail Address:

‘ 483450253 10/2020 ‘l‘“ﬂmﬂ‘M“UHH“‘J“|JHU” \ ‘ 483450253 10/2020 \
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‘ NCAL or SCAL - Senior Advantage - Group

‘ NCAL or SCAL - Senior Advantage - Group Page 3 of 5
Last Name First Name
5. Are you a resident in a long-term care facility, such as a nursing home? Yes No

If yes, please provide the following information:
Name of institution:

Phone Number:

Address of institution (number and street):

6. Requested effective date (subject to CMS approval): / /

Please check one of the boxes below if you would prefer that we send you information in a language other than English
orin an accessible format:

Spanish Large Print Braille CD

Please contact Kaiser Permanente at 1-800-443-0815 if you need information in an accessible format or language other than what
is listed above. Our office hours are seven days a week, 8 a.m. to 8 p.m.TTY users should call 711.

Please complete the information below

If you currently have Kaiser Permanente coverage through more than one employer or union/trust fund, you must choose ONE
employer or union/trust fund from which to receive your Senior Advantage coverage. Complete the information for that employer
or union/trust fund below.

Employer Group/Union/Trust Fund Name:

Employer Group/Union/Trust Fund ID #: Subgroup: Requested effective date (subject to CMS approval):

/ /

Please Read and Sign Below

By completing this enrollment application, | agree to the following:

Kaiser Permanente is a Medicare Advantage plan and has a contract with the Federal government. | will need to keep my
Medicare Part B, however most employer groups require both Parts Aand B. 1 can only be in one Medicare Advantage plan ata
time and | understand that my enrollment in this plan will automatically end my enrollment in another Medicare health plan. It
is my responsibility to inform you of any prescription drug coverage that | have or may get in the future. | understand that if |
don't have Medicare prescription drug coverage, or creditable prescription drug coverage (as good as Medicare's), | may have to
pay a late enrollment penalty if I enroll in Medicare prescription drug coverage in the future. | may leave this plan at any time by
sending a request to Kaiser Permanente or by calling 1-800-MEDICARE (1-800-633-4227 or TTY 1-877-486-2048), 24 hours a
day, 7 days a week. However, before | request disenrollment, | will check with my group or union/trust fund to determine if  am
able to continue my group membership.

| understand that if | currently have Kaiser Permanente coverage through more than one employer or union/trust fund, | must
choose one of these coverage options for my Senior Advantage plan because | can be enrolled in only one Senior Advantage plan
ata time. My other employer or union/trust fund may allow me to enroll in one of their non-Medicare plans as well. | will contact
the benefit administrators at each of my employers or union/trust funds to understand the coverage that | am entitled to before |
make a decision about which employer's or union/trust fund's plan to select for my Senior Advantage plan.

124 link.sbcounty.gov/Retiree-Benefits
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Page 4 of 5

Last Name First Name

Kaiser Permanente serves a specific service area. If | move out of the area that Kaiser Permanente serves, | need to notify the
plan so | can disenroll and find a new plan in my new area. Once | am a member of Kaiser Permanente, | have the right to appeal
plan decisions about payment or services if | disagree. | will read the Senior Advantage Evidence of Coverage document from
Kaiser Permanente when | receive it in order to know which rules I must follow to get coverage with this Medicare Advantage
plan.lunderstand that people with Medicare aren't usually covered under Medicare while out of the country except for limited
coverage near the U.S. border.

| understand that beginning on the date Senior Advantage coverage begins, | must get all of my health care from
Kaiser Permanente, except for emergency or urgently needed services or out-of-area dialysis services.

Services authorized by Kaiser Permanente and other services contained in my Senior Advantage Evidence of Coverage
document (also known as a member contract or subscriber agreement) will be covered. Without authorization, NEITHER
MEDICARE NOR KAISER PERMANENTE WILL PAY FOR THE SERVICES.

| understand that if | am getting assistance from a sales agent, broker, or other individual employed by or contracted with
Kaiser Permanente, he/she may be paid based on my enrollment in Kaiser Permanente.

Release of Information

By joining this Medicare health plan, | acknowledge that the Medicare health plan will release my information to Medicare
and other plans as necessary for treatment, payment and health care operations. | also acknowledge that Kaiser Permanente
will release my information including my prescription drug event data to Medicare, who may release it for research and other
purposes which follow all applicable Federal statutes and regulations. The information on this enrollment form is correct to
the best of my knowledge. | understand that if | intentionally provide false information on this form, | will be disenrolled from
the plan.

| understand that my signature (or the signature of the person authorized to act on my behalf under the laws of the State where
I live) on this application means that | have read and understand the contents of this application. If signed by an authorized
individual (as described above), this signature certifies that: 1) this person is authorized under State law to complete this
enroliment and 2) documentation of this authority is available upon request from Medicare.
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Page 5 of 5

Last Name First Name

KAISER FOUNDATION HEALTH PLAN ARBITRATION AGREEMENT

| understand that (except for Small Claims Court cases, claims subject to a Medicare appeals procedure or the ERISA
claims procedure regulation, and any other claims that cannot be subject to binding arbitration under governing law)
any dispute between myself, my heirs, relatives, or other associated parties on the one hand and Kaiser Foundation
Health Plan, Inc. (KFHP), any contracted health care providers, administrators, or other associated parties on the other
hand, for alleged violation of any duty arising out of or related to membership in KFHP, including any claim for medical
or hospital malpractice (a claim that medical services were unnecessary or unauthorized or were improperly,
negligently, orincompetently rendered), for premises liability, or relating to the coverage for, or delivery of, services or
items, irrespective of legal theory, must be decided by binding arbitration under California law and not by lawsuit or
resort to court process, except as applicable law provides for judicial review of arbitration proceedings. I agree to give up
our right to a jury trial and accept the use of binding arbitration. | understand that the full arbitration provision is
contained in the Evidence of Coverage.

Signature:

Today's Date: / /

If you are the authorized representative, you must sign above and provide the following information:
Name:
Address:

Phone Number: - - Relationship to Enrollee:

Office Use Only:

Name of staff member/agent/broker (if assisted in enrollment):

Plan ID #: Effective Date of Coverage: / /
|CEP/IEP; AEP; SEP (type): Not Eligible:

2021 NCAL or SCAL Group Plan Election Form

483450253 10/2020
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Kaiser Permanente Senior/Medicare Advantage (HMO) or
Kaiser Permanente Senior/Medicare Advantage
Medicare Medi-Cal/Medicaid (HMO D-SNP) Plan

DISENROLLMENT FORM

&

NS

KAISER PERMANENTE.

Each individual requesting disenrollment will need to complete their own form. If you have any
questions, please call Kaiser Permanente at the phone number listed below for your region,
seven days a week, 8 a.m. to 8 p.m.

California 1-800-443-0815 (TTY 711)  Colorado 1-800-476-2167 (TTY 711)
Georgia 1-800-232-4404 (TTY 711)  Hawaii 1-800-805-2739 (TTY 711)
Mid-Atlantic States  1-888-777-5536 (TTY 711)  Northwest  1-877-221-8221 (TTY 711)

If you request disenrollment, you must continue to get all medical care from Kaiser Permanente
or a Kaiser Permanente network provider, until the effective date of disenrollment. Please refer
to your Evidence of Coverage for more details. Contact us to verify your disenrollment before
you seek medical services outside of Kaiser Permanente’s network. We will notify you of your
effective date of disenrollment after we get this form from you.

PLEASE TYPE OR PRINT USING BLACK OR BLUE INK

Please indicate which Kaiser Permanente region you wish to disenroll from:
[0 CALIFORNIA [0 COLORADO [0 GEORGIA [0 HAWAII O MID-ATLANTIC STATES 1 NORTHWEST

KAISER PERMANENTE MEDICAL/ LAST NAME FIRST NAME Ml
HEALTH RECORD #

MAILING ADDRESS
MEDICARE # CITY STATE ZIP

BIRTH DATE HOME PHONE NUMBER

Typically, you may disenroll from a Medicare Advantage plan only during the annual
enrollment period from October 15 through December 7 of each year or during the Medicare
Advantage Open Enrollment Period from January 1 through March 31 of each year. There

are exceptions that may allow you to disenroll from a Medicare Advantage plan outside this
period. If you have questions about the times you may disenroll from our Plan, please call us at
the number listed above.

Y0043_N00030256_C
500860688 (12/2020)
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PLEASE SELECT A DISENROLLMENT REASON BELOW

Please read the following statements carefully and check the box if the statement applies to you.
By checking any of the following boxes you are certifying that, to the best of your knowledge, you
are eligible for an Election Period.

(] | recently had a change in my Medicaid (newly got Medicaid, had a change in level of
Medicaid assistance, or lost Medicaid) on (insert date)

L1 I'recently had a change in my Extra Help paying for Medicare prescription drug coverage
(newly got Extra Help, had a change in the level of Extra Help, or lost Extra Help) on
(insert date)

[J | have both Medicare and Medicaid (or my state helps pay for my Medicare premiums) or | get
Extra Help paying for Medicare prescription drug coverage, but | haven't had a change.

[J I'am moving into, live in, or recently moved out of a Long-Term Care Facility (for example, a
nursing home or long-term care facility). | moved/will move into/out of the facility on
(insert date)

[J I am joining a PACE program on (insert date)

[J I am joining employer or union coverage on (insert date)
disenrollment date of (insert date)
be approved by CMS.

| am requesting a
with the understanding that this must

[0 I was enrolled in a plan by Medicare (or my state) and | want to choose a different plan. My
enrollment in that plan started on (insert date)

] | have moved out of the Kaiser Permanente service area on (insert date) | am
requesting a disenrollment date of with the understanding that this must be
approved by CMS.

[0 I have joined another plan with creditable prescription drug coverage (coverage as good as
Medicare’s) on (insert date)

[0 My employer group coverage has ended or will transfer to a new health care plan on (insert date)
| am requesting a disenrollment date of with the understanding
that this must be approved by CMS.

(] I was affected by an emergency or a major disaster as declared by a Federal, state, or local
government entity. One of the other statements here or another election period applied to me,
but | was unable to make my disenrollment request because of the disaster. Insert what
emergency or major disaster and the date

[J Other — Please explain

128 link.sbcounty.gov/Retiree-Benefits

Please carefully read the following information before signing and dating this
disenrollment form.

If I have enrolled in another Medicare Health Plan or Medicare Prescription Drug Plan, | understand
Medicare will cancel my current membership in Kaiser Permanente on the effective date of that
new enrollment. | understand that | might not be able to enroll in another plan at this time. | also
understand that if | am disenrolling from my Medicare prescription drug coverage and want Medicare
prescription drug coverage in the future, | may have to pay a higher premium for this coverage.

For Employer Group/Trust Fund members only: | understand that my disenrollment from
Kaiser Permanente Senior/Medicare Advantage may affect my employer group or trust fund coverage,
and | must also contact my Group Benefits Office to complete the termination process.

For Federal Employees Health Benefit (FEHB) Program members only: The choice you make will
not impact the benefits you receive through the FEHB Program. Coverage for the FEHB Program is
described in your FEHB brochure. Your choice will affect the additional benefits you receive as a
member of Kaiser Permanente Senior/Medicare Advantage for Federal employees.

Your signature* Date

*Or the signature of the person authorized to act on your behalf under the laws of the State where
you live. If signed by an authorized individual (as described above), this signature certifies that:
(1) this person is authorized under State law to complete this disenrollment; and (2) documentation
of this authority is available upon request by Kaiser Permanente or by Medicare.

If you are the authorized representative, you must provide the following information:

Name:

Address:

Phone Number:

Relationship to enrollee:

Please contact Kaiser Permanente if you need information in another language or accessible
format (Braille).
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H ] Reimbursement Form

13785
Participant TASC ID ‘ I |

Client Name

TASC T

Submit Requests for Reimbursements:
a. By Fax: 608-661-9601

b. Or by Mail: TASC
PO Box 7308
Madison, WI 53707-7308

Date of Service (not Service  Expense . . L
billing or paid date) Type * Type * Request Amount Patient Name (please print) Description
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In order to send reimbursements directly to a provider, sign in to your account at
www.tasconline.com and select Pay a Provider.

To the best of my knowledge and belief, all statements and information provided with this Request for Reimbursement are complete
and true. | have read and understand the Terms of Use for my account and certify that | am requesting reimbursement for eligible
expenses incurred by eligible persons as allowed under the Terms of Use for my account. For tax-free reimbursements, | certify that
these expenses have not been previously reimbursed by any other source, and they will not be submitted as deductible expenses
when | file my personal tax returns. | understand | am responsible for retaining copies of all receipts and will provide a copy when
required and as allowed by law. | authorize my Accounts to be reduced by the amounts in this Reimbursement Request.

San Bernardino County EmployeeSignaure(required) pate| | |/[ [ |/[ ][]
. Employee Benefits and Services Division (EBSD)
RETURN FORM TO: 175 West Fifth Street, First Floor
San Bernardino, CA 92415-0440 UNIVERSAL
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Service Codes in bold
Expense Codes in plain text

Adoption - AD
Child Adoption — CA

Dental — DN
Coinsurance - Cl

Copay - CP

Deductible - DE

Medical Travel - MT
Orthodontia - OR

OTC -OT

Premium - PR
Prescription - RX
Uninsured Expenses - UE

Dependent Care - DC
Dependent Care - DC

Education - EA
Books - BO
Tuition - TU

Giving - GV
Charitable Giving - CG

Medical - ME
Coinsurance - ClI

Copay - CP

Counseling - CO
Deductible - DE

Gym Membership - GM
Medical Travel - MT
OTC-OT

Premium - PR
Prescription - RX
Smoking Cessation - SC
Uninsured Expenses - UE
Weight Loss - WL

Service & Expense Codes

Other - OH

Coinsurance - ClI
Continuing Education - CE
Copay - CP

Deductible - DE

Gym Membership - GM
Medical Travel - MT
Premium - PR
Prescription - RX

Tuition - TU

Uninsured Expenses - UE

Parking - PK
Parking - PK

Transit - TR

Vision - VI

Coinsurance - Cl

Copay - CP

Deductible - DE

Eyewear - EW

Medical Travel - MT
OTC-0OT

Premium - PR
Prescription - RX
Uninsured Expenses - UE

Wellness - WS

Gym Membership - GM
Premium - PR

Smoking Cessation - SC
Uninsured Expenses - UE
Weight Loss - WL

Codes are applicable to all Benefit Accounts.
Please choose from those applicable to your specific Account election(s).

The information in this communication is confidential and may only be used by the authorized
recipient for its intended purpose. Any other use or disclosure is prohibited.
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RECURRING INDIVIDUAL PREMIUM
REIMBURSEMENT REQUEST FORM

Online or Mobile App

Fax Mail

Submit this form and your
coverage documents via one
of the following methods:

Sign into your Universal Benefit Account and

submit with your online
Reimbursement Request

or via a Support Request (click Contact Us)

TASC, PO Box 7308

608-661-9601 Madison, Wisconsin 53707-7308

Important: A new form must be submitted each year when your policy rate changes*, (beginning of new plan year or
policy end date) to update your recurring reimbursements with your new rate. Refer to Additional Instructions on page 2.

Employer Name:
(Former Employer for Retirees)

Employer TASC ID #:

PARTICIPANT INFORMATION

First Name:

MI: |

‘ Last Name: ‘

TASC ID # (required):

Email Address:

Primary Phone #:

Mobile Phone #:

Primary Address: Address 1: ‘ Apt: ‘
(cannot be PO Box) "

City:

State: ZIP Code: ‘ +4: ‘

Important: All information below is required to be completed in full to process your request, including the
Authorization Section 1 and Section 2.

INDIVIDUAL POLICY INFORMATION & REQUEST FOR REIMBURSEMENT

Name of Insured Person:

Name of Insurance Carrier:

Type of Coverage:

Policy Start Date: / / Policy End Date*: / /
;::Ej:see:;:trfemlum / / Plan Year End Date*: / /
Monthly Premium Amount Total Plan Year Premium

Requested: S Amount Requested: S

AUTHORIZATION - Section 1

| certify that | have read, understand and agree to the requirements above and in the Authorization — Section 2. | request the
monthly premium amount indicated above to be reimbursed from my available account balance each month.

Authorized Signature

Date

Printed Name

Continued Page 2

TASC | 2302 International Lane | Madison, Wi 53704-3140 | 800-422-4661 | www.tasconline.com | TC-6313-021021

The information contained in this communication is confidential and to be used by TASC employees and representatives for only its intended purpose.

link.sbcounty.gov/Retiree-Benefits
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LTASC RECURRING INDIVIDUAL PREMIUM

‘II REIMBURSEMENT REQUEST FORM

AUTHORIZATION - Section 2

Initial next to each line below to indicate you acknowledge the terms of this recurring premium reimbursement request.

| understand that insurance premiums are considered to be incurred on the first day of the month of coverage and that |
cannot be reimbursed for expenses prior to that, regardless of the date the insurance bill was paid.

| have attached a proof of my insurance coverage that includes the type of coverage, premium amount, and contract
period. Acceptable documents include a letter from the insurance company that includes the above information, a copy of a
contract renewal letter, or a letter from the former employer sponsoring the plan.

| understand that | will be set up for a monthly recurring reimbursement as requested above and this amount will not
change until | notify TASC (at the start of the new plan year, when the policy ends, or when there is any change to my premium).
The amount reimbursed is limited to my current available account balance.

*| understand that | am required to complete a new Recurring Reimbursement Request form for each plan year and send
proof of insurance coverage when my insurance premiums change (at the start of the new plan year, the end of the policy contract,
or for any other reason).

| understand that | am required to have direct deposit set up with TASC to receive reimbursements.

In the event that my coverage is terminated for any reason, | am required to inform TASC within five (5) days of the
termination so that future reimbursements can be stopped.

| certify the above information is correct and the expenses claimed will incur on a regular basis by me or my eligible
dependents after my effective date of coverage in my employer’s benefit plan. | certify these expenses are not eligible for
reimbursement under any other plan and comply with the requirements of this plan. | have not and will not claim these expenses on
my personal income tax return and | certify, to the extent required by federal law, that | will file the designated form with the IRS by
April 15 of the year after the expenses were incurred.

-~
m
~
(—
-
-~
=
()
=
=/
=
1 —/
(—
=
F
1
=~
™m
=
(—
=
-~
m
=
-]
(—
-~
Wi
m
=
m
=
—
-~
m
o
(—
m
wi
—

2022 San Bernardino County Retiree Benefits Guide

Methods to setup direct deposit:
1. Setup your direct deposit immediately via your TASC Online Account or the TASC Mobile App; or
2. Fax or mail this Direct Deposit Authorization form to TASC.
3. Updates will be made to your account within 10 business days.

DIRECT DEPOSIT ELECTION FORM

Fax Mail

Submit this completed form via fax or mail: TASC, PO Box 7308
(608) 663-2762 Madison, Wisconsin 53704-7308

INDIVIDUAL/PARTICIPANT INFORMATION

Employer Name: TASC ID # (if known):

Individual First Name: Last Name:

Individual TASC ID #: Email Address:

Primary Address: Address 1: ‘ Apt: ‘
Address 2:
City:
State: ‘ ZIP/Postal Code: ‘ +4 ‘

FINANCIAL INSTITUTION/BANK ACCOUNT INFORMATION

ADDITIONAL INSTRUCTIONS

Easily submit this form and your coverage documents via your online account or the mobile app.

1. Signin to your account at www.tasconline.com

2. From the Overview page, select the green box REQUEST A REIMBURSEMENT.

3. Enter the details for your request and select ATTACH VERIFICATION to upload this form and proof of coverage documents
to the request. Please note, uploaded forms must be in a JPG, JPEG, PNG or PDF format. (If submitting via your mobile
phone, simply take a picture of your forms and upload.)

4. Click NEXT to review your request and SUBMIT the request.

Set up Direct Deposit.
1. Signin to your account at www.tasconline.com

Select SETTING and then BANK ACCOUNTS.

Select LINK NEW BANK ACCOUNT.

Enter your banking information and select LINK to finish setting up the account.

Set up your transfer schedule for reimbursements to be deposited to your bank account.
a. From Overview page, select MYCASH BALANCE and MANAGE MYCASH TRANSFER SCHEDULES.
b. Select SCHEDULE A NEW TRANSFER, select your schedule preference and SUBMIT.

vk wnwN

TASC | 2302 International Lane | Madison, WI 53704-3140 | 800-422-4661 | www.tasconline.com | TC-6313-021021

The information contained in this communication is confidential and to be used by TASC employees and representatives for only its intended purpose.
©TASC
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Account Type: O Personal Checking [ Personal Savings [ Business Checking [ Business Savings

Routing Number (9 Digit): ‘ Account Number:

Financial Institution Name:

Name on Account:

Financial Institution Address:
Address: City:
State: ‘ ZIP/Postal Code: ‘ +4 ‘

IMPORTANT: Please provide a voided check for the account listed above. We will not process without a voided check. Do
not use a deposit slip, as the number may be invalid.

AUTHORIZATION

I authorize TASC to initiate and send reimbursements from my TASC Account(s) to the financial institution named above and
deposit such funds in my account and, if necessary, to electronically debit my account to correct erroneous entries. |
understand that all direct deposits are made through the automated clearing house (ACH) and fund availability is subject to
the terms and limitations of the ACH as well as my financial institution. | certify that my account allows for direct deposits and
all such transactions comply with applicable laws. My signature below indicates that | am either the accountholder or have
the authority of the accountholder and authorize TASC to make direct deposits into my account. My authorization is to
remain in full force and effect until TASC has received written notification from me of its termination and in such time and in
such manner as to afford TASC with a reasonable opportunity to act on it.

Authorized Signature Date

TASC | 2302 International Lane | Madison, W1 53704-3140 | 1.800-422-4661 | www.tasconline.com | TC-6195-042319

The information contained in this communication is confidential and to be used by TASC employees and representatives for only its intended purpose.
O©TASC
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SAN BERNARDINO Human Resources

COUNTY Employee Benefits and Services

175 West 5th Street, First Floor
San Bernardino, California 92415-0440
888.743.1474 | ebsd@hr.sbcounty.gov
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