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                                                                                                 896 N. Lexington Springmill Rd
                                                                                             Mansfield, OH  44906

                                                                                                                                                 1-800-456-5615 

                                                                                                             419-529-2711
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July 1, 2009 – June 30, 2010

Medical Plan

Group Code: 001DLS

The Declaration Pages (all pages prior to the Table of Contents) of the Master Plan Document and/or the Summary Plan Brochure supersede any wording, limitations, coverages, etc. mentioned in the main body of the Master Plan Document.  The Declaration Pages of this Document are and include the following areas:  

Eligibility Requirements:

· Eligibility Requirements: To become eligible for coverage, you must be a member of the following Employee Class and complete the specified Waiting Period.

· Employee Class:  All Full-Time Employees working 30 hours or more per week.

· Dependent Class:  To the end of the calendar month in which the child attains age 19; or to the end of the calendar month in which the child attains age 24 if the child is a full-time student enrolled in a state-accredited college, university, trade or secondary school on a full-time basis. 
· Waiting Period:    1.  Initial Employee:   None

2.  New Employee:
1st of the month following date of hire or if hired on the first day effective that month.      



Termination of Coverage:  All Plan Participant’s medical and prescription drug coverage shall terminate at the end of the month in which they terminate employment or become ineligible for any reason.

Schedule of Benefits

(The following panels refer to this Schedule)

A.
The Maximum Benefit for all sicknesses and injuries: 
$5,000,000.00

*Note: While Prescription Drugs do not accumulate toward the Lifetime Maximum, once the Lifetime Maximum has been reached, no additional benefits for Prescription Drugs will be paid. 

B.
Annual Deductible:

Employer Health Account Contribution:


-Single:

$500.00


-Per Family:
$1,000.00

In-Network and Out-of-Network: 


-Single: 
$1,000.00*

-Per family:
$2,000.00*

*Note:
All medical and Prescription Drug Coinsurance is subject to the Deductible and applies to the Out-of-Pocket Limit except for Non-Network Human Organ and Tissue Transplant Coinsurance. The Family Deductible must be satisfied by either one Member or all Members collectively before any Covered Services are paid by the Plan except for services with no Coinsurance. Network Preventive Care Services are not subject to the Deductible. 

-Accumulation Period for All Benefits - Per Calendar Year

-Deductible Carry-Over Provision – None      

C. Coinsurance or Payment Percentage of Covered Expenses Payable:

For all sicknesses and injuries, except those outlined in Section G, Schedule of Special Internal Maximums:

For IN-NETWORK Expenses:

-Once the deductible has been met the plan pays 90% of the remaining eligible expenses.

-The insured will be responsible for the deductible and 10% of the remaining eligible expenses to a maximum of $2,500.00 per single and $5,000.00 per family out of pocket maximum including the deductible. The remaining eligible charges will be paid at 100%.

For OUT-OF-NETWORK Expenses:

-Once the deductible has been met the plan pays 70% of the remaining eligible expenses.

-The insured will be responsible for the deductible and 30% of the remaining eligible expenses to a maximum of $5,000.00 per single and $10,000.00 per family out of pocket maximum including the deductible. The remaining eligible charges will be paid at 100%.

   *Charges in excess of UCR, excluded charges, and/or Visit Copays are not considered a Covered Expense for satisfaction of the above. Once the Family Out-of-Pocket limit is satisfied, no additional Coinsurance will be required for the Family for the remainder of the Benefit Period except for Non-Network Human Organ and Tissue Transplant Services.


Network and Non-Network Coinsurance and Out-of-Pocket Limits are separate and do not accumulate toward each other. 

D.
Hospital Room and Board

-Semi-Private and Private - Most Common Semi-Private Room Rate*

-Intensive Care Unit - Most Common Intensive Care Room Rate*

· In the event a Hospital does not contain semi-private rooms, the private room limit is 90% of the Hospital’s lowest priced private room. If a private room or isolation room is medically necessary due to contagious disease, the Hospital’s usual and customary charge for such room will be a Covered Expense.

E. Emergency Room Visit:

In-Network: 

Deductible, Coinsurance


    Out-of-Network:
Deductible, 10% Coinsurance/ UCR


(Any Emergency Room Copay waived if admitted as an Inpatient.)

 Applicable Out-of-Pocket Maximums Apply

F.
Pre-Existing Condition Limitations 6/12 for All New Hires Only.

(PLEASE NOTE:  If you provide a valid Certificate of Credible Coverage (HIPAA Certificate) from your prior Coverage – the following provision may not apply to you.)
No coverage will be provided for conditions for which the claimant received diagnosis, treatment or consultation during the 180-day period prior to claimant’s effective date. If condition is deemed pre-existing, no coverage will be provided under this Plan for 12 months, (18 months for late enrollees).

G. Schedule of Special Internal Maximums, Special Limit on Days, Coinsurance Percentages and Copays:

     (Based on Accumulation Period and Schedule of Benefits Part B and Part C)

·      Physician Office Visit: (Including diagnostic tests/ services billed by the physician) 

                    
In-Network:
       
Deductible, Coinsurance
Out-of-Network:  
Deductible, Coinsurance/UCR

·       Specialist Office Visit:




In-Network:
       
Deductible, Coinsurance



Out-of-Network:  
Deductible, Coinsurance/UCR

·       Allergy Injections:

                   In-Network:
       
Deductible, Coinsurance


Out-of-Network:  
Deductible, Coinsurance/UCR
·       Urgent Care Facility:

In-Network:
       
Deductible, Coinsurance
Out-of-Network:  
Deductible, 10% Coinsurance/UCR

·        Preventative Care:
In-Network:
       
Paid 100%, no deductible applies

Out-of-Network:       
Deductible, Coinsurance/UCR

·            Maternity:

                    
In-Network:
       
Deductible, Coinsurance
Out-of-Network:  
Deductible, Coinsurance/UCR      

·        Diagnostic Laboratory and X-Ray Services:

                    
In-Network:
       
Deductible, Coinsurance
Out-of-Network:  
Deductible, Coinsurance/UCR

·      *In Patient Hospital Services/Surgery: 
                         In-Network:
       
Deductible, Coinsurance
Out-of-Network:  
Deductible, Coinsurance/UCR

·      *Out Patient Hospital Services/Surgery: 

                         In-Network:
       
Deductible, Coinsurance
Out-of-Network:  
Deductible, Coinsurance/UCR

·       Land or Air Ambulance Services:  

                         In-Network:
       
Deductible, Coinsurance
Out-of-Network:  
Deductible, 10% Coinsurance/UCR

·        Physical Therapy/ Occupational Therapy/ Speech Therapy: (20 visits each)

In-Network:
       
Deductible, Coinsurance

 

Out-of-Network:       
Deductible, Coinsurance/UCR

·     
Manipulation Therapy:  (12 visits combined Network and Non-Network)

                         In-Network:
       
Deductible, Coinsurance
Out-of-Network:  
Deductible, 10% Coinsurance/UCR

·      **Durable Medical Equipment (DME): (Includes certain diabetic and asthmatic supplies when
           obtained from a Non-Network Pharmacy)
                        $4,000.00 Maximum per calendar year for Out-patient Prosthetic devices and all

                        durable medical equipment and orthotics.



$500.00 Maximum per calendar year for Wigs following cancer treatment.

In-Network:
       
Deductible, Coinsurance

Out-of-Network:       
Deductible, Coinsurance/UCR

    **(Pre-cert with EBS of Ohio 1-800-456-5615)

· *Home Health Care (In lieu of hospital stay w/doctor approval): (Maximum of 100 visits per calendar year)

In-Network:
       
Deductible, Coinsurance

Out-of-Network:       
Deductible, Coinsurance/UCR

Note: Maximum does not include Home Infusion Therapy or Private Duty Nursing rendered

 in the home.

· Physical Medicine and Rehabilitation: (60 days, combined Network and Non-Network)

(Includes Day Rehabilitation Therapy services on an Outpatient basis)

In-Network:

Deductible, Coinsurance

Out-of-Pocket:

Deductible, Coinsurance/UCR
· Skilled Nursing: (100 days Combined Network and Non-Network)

 In-Network:

Deductible, Coinsurance

Out-of-Pocket:

Deductible, Coinsurance/UCR
· Hospice: 

In-Network:
       
Deductible, Coinsurance

Out-of-Network:       
Deductible, 10% Coinsurance/UCR

          *Human Organ Transplants: 




In-Network:
       
Deductible, Coinsurance

Out-of-Network:       
Deductible, Coinsurance/UCR

Note: Transplant Benefit Period starts one day prior to a Covered Transplant Procedure and

continues for the applicable global time period (normally 34-50 days depending on the type

of transplant received) for services received at a Network Transplant Provider Facility.

Non-Network Transplant the later of 30 days or date of discharge following a Covered

Transplant Procedure at a Non-Network Transplant Provider Facility.

Note: Transplant Lodging and Meals In-Network Covered, as approved by the Plan, up to a

$10,000.00 benefit limit. Non-Network for Transplants received at a Non-Network

Transplant Provider Facility, covered as approved by the Plan, up to a maximum of

$10,000.00 in charges. You will pay 30% of the approved amount. These charges will not

apply to your Out-of-Pocket Limit.

Note: Unrelated donor searches for bone marrow/stem cell transplants for a Covered

Transplant Procedure for In-Network Covered, as approved by the Plan, $30,000.00 benefit

limit. Non-Network is Covered, as approved by the Plan, up to a $30,000.00 benefit limit.

You will be responsible for 30% of search charges. These charges will not apply to your Out-

of-Pocket Limit.     

·        Mental Health/ Substance Abuse Disorders:

*Inpatient: (Mental Health 30 days and Substance abuse $550 combined for Inpatient and Outpatient.)
                         In-Network:
       
Deductible, Coinsurance
Out-of-Network:  
Deductible, Coinsurance/UCR

Outpatient: 
                         In-Network:
       
Deductible, Coinsurance




(Mental Health and Substance abuse 30 visits)
Out-of-Network:  
Deductible, Coinsurance/UCR

(Mental Health 10 visits and Substance abuse $550 combined for Inpatient and Outpatient.)
Note: The maximums listed do not apply to services for the diagnosis or

treatment of Biologically Based Mental Illness. Coverage for the diagnosis and treatment

        of a Biologically Based Mental Illness is provided to the same extent and degree as for

        the treatment of physical illness.


Lifetime Maximum: 
Two Inpatient and Outpatient Substance Abuse rehabilitation

 programs per lifetime.       

·       Weight Loss Programs – Not covered

·       Sterilization Reversal – Not covered

·       Gastric By-Pass –Not covered
*Requires Precertification – The Penalty that will be assessed for Non-Precertification is $250.00 per occurrence.  Any reduced reimbursement due to failure to follow authorized procedures will not accrue toward the 100% Maximum out-of-pocket.

PRESCRIPTION DRUG BENEFIT

Low Cost Prescription Reimbursement: (Some participating pharmacies are CVS, Kroger, Target, Sam’s

Club or Wal-Mart Pharmacies.)

· Mail your receipt for $4 (30 Day) or $10 (90 Day) to EBS of Ohio at PO Box 2568, Mansfield, OH 44906, for 100% reimbursement.  Your prescription will end up being FREE.  Each pharmacy has a complete list of what Generic Prescriptions qualify.  Refer to the flyer included within your enrollment packet for further details.



RETAIL up to a 30-Day Supply Maximum (In-Network):
· Deductible, Coinsurance




MAIL ORDER up to a 90-Day Supply Maximum (In-Network):

· Deductible, Coinsurance

Non-Network Retail Pharmacy Prescription:

· Deductible, Coinsurance

Note: Certain Diabetic and asthmatic supplies are covered subject to applicable Prescription Drug Copayments/Coinsurance when obtained from a Network Pharmacy. These supplies are covered as Medical Supplies, Durable Medical Equipment, and Appliances if obtained from a Non-Network Pharmacy. Diabetic test strips are covered subject to applicable Prescription Drug Copayment/Coinsurance. 

  
Preferred Provider Organization Network (PPO)

Your group medical plan includes a PPO Network. Your medical plan uses Medical Mutual of Ohio.  A list of participating Health Care Providers is available to you, but since this list is subject to change frequently, by using the telephone number in this brochure, you may call to confirm that your selected Health Care Provider is still a current participant in the PPO Network. Coverage’s for both In-Network and Out-of-Network are addressed in the Schedule of Benefits section of this Brochure. 

                Hospital Pre-Admission Review/Out-Patient Surgery Review

Your Plan contains a Hospital Pre-Admission Review and Out-Patient Surgery Review program through Akeso Care Management (ACM). Hospital Pre-Admission Review determines medical necessity, and Out-Patient Surgery Review assists in determining medical necessity and/or appropriate setting for surgery; however, these services do not guarantee payment. Payment is subject to eligibility and coverage at the time services are being rendered. 

REMINDER:

PLEASE PRECERTIFY THROUGH AKESO CARE MANAGEMENT (ACM) AT 1-866-232-8677 PRIOR TO MEDICAL TREATMENT TO AVOID BENEFIT REDUCTIONS.

Notes:

-Any Provision in this Plan Summary Brochure that, on its effective date, is in conflict with any Federal Mandate is amended to conform to the minimum requirements of such Mandate.

-In the event of Spousal coverage, either as a Plan participant of this Benefit Plan or any other Benefit Plan, this Benefit Plan shall become secondary coverage. 

-The Plan reserves the right to waive the initial waiting period in the event of the hiring of a key Employee.

-Your Plan contains all current and in force government regulations. For further information regarding COBRA, HIPAA, or any other government regulation, please contact your Employer.

-The Plan shall treat Hospital Based Providers (HBP), when the care facility is in the PPO network, as an In-Network claim. HBP’s include, but are not limited to, the following: Radiology, Pathology, Anesthesiology, and ER Groups. HBP’s handle their own contracting and submit bills separately from the Hospital, but provide their individual services within the Hospital. 

-Complete details on the above information are also contained in your Employer’s Summary Plan Description, which is available for your review. Contact your Employer for details. 

Filing of Claims

E.B.S. of Ohio, Inc. offers many easy ways to file your medical, vision or prescription drug claims. Please choose from one of the following claim categories:

A. Medical
1. Submit your bills directly to Medical Mutual at the address listed below.

2. Have your provider submit your bills directly to Medical Mutual at the address listed below.
                  3.   Have your provider submit your bills Electronically to Payor ID: 29076
B. Prescription Drug Card
1. No additional paperwork required when using your E.B.S. Drug Card.

2. If you have Prescription Drug Claims and did not use your card, please submit receipt directly

             to E.B.S. with a copy of your I.D. card.

Address for Claims Submission:

Medical Claims 

Medical Mutual

PO Box 94648

Cleveland, OH  44101-4648

Phone: 1-800-601-9208
Electronic Payor ID: 29076

Your PPO Provider:

For Provider In-Network Listings:

Medical Mutual

1-800-601-9208 
www.supermednetwork.com
To Access Your Claims Online go to:

www.ebsofohio.com and click on WebECI.

Contact Your Employer or EBS for your logon info.

*Please check this pamphlet for which benefits apply to your Plan.  Some of the above mentioned benefits do not apply to your Company’s Health Benefit Plan.

A Health Benefit Plan has been established and operated under the guidelines of ERISA (Employee Retirement Income Security Act of 1974). As an ERISA Plan, there are certain disclosure requirements that must be made to Plan participants.  The following provide this information.

Employer

Danville Local Schools

PO Box 30

Danville, OH 43014

(740) 599-6116

Plan Sponsor

Danville Local Schools

PO Box 30

Danville, OH 43014

(740) 599-6116

Agent for the Service of Legal Process

Danville Local Schools

PO Box 30

Danville, OH 43014

(740) 599-6116

Plan Fiduciary

Danville Local Schools

PO Box 30

Danville, OH 43014

(740) 599-6116

Tax ID# 31-6400431

Plan Administrator

E.B.S. of Ohio Inc.

896 N. Lexington Springmill Rd

Mansfield, OH 44906

1 (800) 456-5615

    (419) 529-2711

www.ebsofohio.com
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