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                                                                                                 896 N. Lexington Springmill Rd
                                                                                             Mansfield, OH  44906

                                                                                                                                                 1-800-456-5615 

                                                                                                             419-529-0629

       Presents     

January 1, 2008 - December 31, 2008

Medical and Dental Plan

Group Code: 001TCN

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:

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:  Are eligible for coverage until the age of 19; if a full-time student and dependent upon the Employee or the Employee’s spouse for support (IRS), they are eligible until the age of 24.
Waiting Period:    

1.  Initial Employee:  None


                    

2.  New Employee:    Effective the 91st day of employment.

Termination of Coverage:  All Plan Participant coverage (medical and/or life) 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: 
$2,000,000.00

B.
Annual Deductible:

In-Network: 

-Per Covered Person

$2,000.00
-Per One Family              
$6,000.00

       Out-of-Network:

-Per Covered Person

$ 4,000.00
-Per One Family              
$12,000.00


-Accumulation Period for All Benefits - Per Calendar Year 

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 100% of the remaining eligible expenses.

OUT-OF-NETWORK Expenses:

-Once the deductible has been met the plan pays 80% of the remaining eligible expenses.

-The insured will be responsible for the deductible and 20% of the remaining eligible expenses to a maximum of $8,000.00 per individual or $16,000.00 per family out of pocket maximum including the deductible. The remaining eligible charges will be paid at 100%.

   *Charges in excess or UCR, excluded charges, and/or Visit Copays are not considered a Covered Expense for satisfaction of the above.

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:

For Treatments due to Accidents or Illness: 

 
In-Network: 

$125.00 Copay, then coinsurance


 Out-of-Network:
Deductible, then coinsurance

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

           Applicable Out-of-Pocket Maximums Apply

F.
Pre-Existing Condition Limitations 3/12 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 90-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 enrollee’s).

PRE-EXISTING CONDITIONS:  Benefits for Pre-Existing Conditions will be equal to the lesser of:

A. Benefits payable under the previous plan had it remained in effect; or

B. Benefits payable under this Plan.

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: (Includes diagnostic testing performed and billed by Physician)
In-Network:
       
$25.00 Copay, then paid at 100%

Out-of-Network:  
Deductible, Coinsurance/UCR

·       Specialist Office Visit: 
In-Network:
       
$50.00 Copay, then 100%

Out-of-Network   
Deductible, Coinsurance/UCR

·       Routine Gynecological Exams, including routine paps and preventative lab screenings:  
In-Network:
       
$25.00 Copay, then 100%

Out-of-Network   
Deductible, Coinsurance/UCR

·       Routine Mammograms: (1 Baseline Mammogram ages 35-39, 1 Annual Mammogram for females ages 40 and over) 

In-Network:
       
$25.00 Copay, then 100% 

Out-of-Network   
Deductible, Coinsurance/UCR

·        Routine Annual Physical: 

In-Network:
       
$25.00 Copay, then 100%

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

· *Major Diagnostic : (Stress Tests, EGD, Echo Cardiogram, Colonoscopy, MRI, PET Scan, 

                                   Whole Body CAT Scans, Sleep Studies.) (Must be precerted)

     

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 Surgery: (No precert required if done in office)

In-Network:
       Deductible, Coinsurance

Out-of-Network:       Deductible, Coinsurance/UCR

·       Land or Air Ambulance Services:

In-Network:
       Deductible, Coinsurance

 

Out-of-Network:       Deductible, Coinsurance

·      *Physical/Occupational/Speech Therapy:

In-Network:
       Deductible, Coinsurance

Out-of-Network:       Deductible, Coinsurance/UCR

(Limited to 60 combined visits per member per calendar year)

·      Chiropractic and Osteopathic Manipulative Treatment and Chiropractic X-Ray:

In-Network:
       $25.00 Copay, then 100% (In office)

                               Deductible, Coinsurance (Other than in office)

Out-of-Network        Deductible, Coinsurance/UCR

·      **Durable Medical Equipment (DME): 
In-Network:
       Deductible, then Coinsurance

Out-of-Network:       Deductible, Coinsurance/UCR

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

· *Sterilization Services:

In-Network:
       Deductible, Coinsurance

Out-of-Network:       Deductible, Coinsurance/UCR

· *Skilled Nursing Facility: (Limited to 120 days per member per calendar year)

In-Network:
       Deductible, Coinsurance

Out-of-Network:       Deductible, Coinsurance/UCR

· *Home Health Care (In lieu of hospital stay w/doctor approval):

In-Network:
       Deductible, Coinsurance

Out-of-Network:       Deductible, Coinsurance/UCR

(Maximum Benefit of 40 visits per Calendar Year)

· *Hospice: (Maximum of 210 days/visits per member per calendar year)
In-Network:
       Deductible, Coinsurance

Out-of-Network:       Deductible, Coinsurance/UCR

·      Substance Abuse:



*Inpatient (Limited to 30 days combined with Mental Nervous Benefit per Calendar Year):

In-Network:
       Deductible, Coinsurance

Out-of-Network:       Deductible, Coinsurance/UCR

Outpatient (Maximum of 52 visits per Calendar Year):

In-Network:
       Deductible, Coinsurance

Out-of-Network:       Deductible, Coinsurance/UCR

·      Mental Health/Nervous Disorders:

*Inpatient (Limited to 30 days combined with Mental Nervous Benefit per Calendar Year):

In-Network:
       Deductible, Coinsurance

Out-of-Network:      Deductible, Coinsurance/UCR

Outpatient (Maximum of 52 visits per Calendar Year):

In-Network:
       $25.00 Copay then 100%

Out-of-Network:       Deductible, Coinsurance/UCR

·       Infertility Services – Not covered

·       Private Duty Nursing (R.N.) (Other than Home Heath Care) – Not covered
·       TMJ – Not Covered
·       Sterilization Reversal – Not covered

·       Gastric By-Pass –Not Covered
*Requires Precertification – The Penalty that will be assessed for Non-Precertification is a reduction in coinsurance to 50%.  Any reduced reimbursement due to failure to follow authorized procedures will not accrue toward the 100% Maximum out-of-pocket.

PRESCRIPTION DRUG BENEFIT




RETAIL  (30-Day Supply Maximum)

· Generic Brand:


$10.00 Copay
· Brand (Formulary):

  
$30.00 Copay
· Brand (Non-Formulary): 

$50.00 Copay



MAIL-ORDER* (31 to 90-Day Supply Maximum)

· Generic Brand:


$25.00 Copay
· Brand (Formulary):

  
$75.00 Copay
· Brand (Non-Formulary):                   $125.00 Copay
· *Forms for Mail Order may be obtained from your employer or EBS of Ohio, Inc. Contact either for further details.

DENTAL BENEFITS:

Dental Benefits are limited to a $1,000.00 Combined Annual Maximum for Office Visit, Preventative, Restorative and Dentures.

Orthodontia Benefits are limited to a $1,000.00 Lifetime Maximum.

Office Visit:


$5.00 Copay then 100% of UCR

Preventative Services: (Diagnostic Evaluation, Radiographs, X-Rays, Pulp Vitality tests, Diagnostic Casts, Prophylaxis, Fluoride Treatments (Adult & Child), and Oral hygiene instructions) 

Prophylaxis and Fluoride Treatments are limited to twice a year.

Full Mouth X-Rays are limited to once every 3 years unless medically necessary.






Paid 100% of UCR

Sealants:



$  5.00 Copay per tooth then 100% of UCR

Fixed Space Maintainers:

$25.00 Copay then 100% of UCR

Removable Space Maintainers:

$35.00 Copay then 100% of UCR

Restorative Treatment:

Amalgams:



Copays range from $10.00-$20.00 then 100% of UCR

Resin Based Composite:

Copays range from $15.00-$80.00 then 100% of UCR

Crowns:



Copays range from $165.00-$225.00 then 100% of UCR

Dentures: (Replacement limit is once every 5 years, relines are limited to once every 24 months, 3 adjustments are allowed within the first 6 months of receiving new dentures)






Copays range from $210.00-$300.00 then 100% of UCR

Orthodontics: (Benefits cover 24 months of usual and customary orthodontic treatment and 24 months of retention.  Treatments extending beyond that treatment period will be subject to a per office visit charge of $25.00)

Orthodontic Treatment Plan:

$250.00 Copay then 100% of UCR

Limited Ortho Treatment:

$725.00 Copay then 100% of UCR

Comprehensive Ortho Treatment:
$1,695.00 Copay then 100% of UCR

For specific Dental Benefit details please call EBS of Ohio at 1-800-456-5615 and ask for the Benefits Department.

Preferred Provider Organization Network (PPO)

Your group medical plan includes a PPO Network. Your medical plan uses Medical Mutual of Ohio (MMO) and Multiplan. 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 the booklet, you may call to confirm that your selected Health Care Provider is still a current participant in the PPO Network. Coverage 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. 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:

PRIOR TO RECEIVING MEDICAL TREATMENT, PLEASE CALL AKESO CARE MANAGEMENT AT 1-(866) 232-8677 TO AVOID BENEFIT REDUCTIONS.

Notes:

-Any Provision in the Master Plan Document 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 Master Plan Document, 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 or prescription drug claims. Please choose from one of the following claims 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. Dental:

1. Submit bills to EBS of Ohio at PO Box 2568, Mansfield, OH 44906.

2. Have your provider submit your bills to the above address.

C. Prescription Drugs:
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
MultiPlan

1-800-546-3887

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

Employer

Brown Publishing Company

1455 West Main Street

Tipp City, OH  45371 

(937) 667-8512

Plan Sponsor

Brown Publishing Company

1455 West Main Street

Tipp City, OH  45371 

(937) 667-8512

Agent for the Service of Legal Process

Brown Publishing Company

10222 Alliance Road

Cincinnati, OH 45242

(513) 794-5040

Plan Fiduciary

Brown Publishing Company

1455 West Main Street

Tipp City, OH  45371 

(937) 667-8512

Plan Administrator

E.B.S. of Ohio Inc.

896 N. Lexington Springmill Road

Mansfield, Ohio 44906

1 (800) 456-5615

(419) 529-2711

             www.ebsofohio.com         
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