 CVT KAISER PLANS 
SANTA ROSA CITY SCHOOLS—CSEA #75 & #367 
2010 / 2011
	BENEFIT
	KAISER PLAN  2 w/CHIRO
	KAISER PLAN  4 w/CHIRO
	KAISER PLAN  7 w/CHIRO
	KAISER 8

	DEDUCTIBLE / 
OUT-OF-POCKET MAX
	Deductible:  0
Out-of-Pocket Max:
$1,500 Per Person
$3,000 Per Family
	Deductible:  0
Out-of-Pocket Max:
$1,500 Per Person
$3,000 Per Family
	Deductible:  0
Out-of-Pocket Max:
$1,500 Per Person
$3,000 Per Family
	Deductible:  $1,000 Individual /                                   $2,000 Family
Out-of-Pocket Max:
$3,000 Per Person
$6,000 Per Family

	LIFETIME MAX PER PERSON
	No Lifetime Max
	No Lifetime Max
	No Lifetime Max
	No Lifetime Max

	DOCTOR VISITS
	Covered, $10 Copay
	Covered, $20 Copay
	Covered, $25 Copay
	Covered, $20 Copay
No Deductible

	IMMUNIZATIONS
	Covered, No Charge
	Covered, No Charge
	Covered, No Charge
	Covered, No Charge

	PREVENTIVE CARE FOR CHILDREN
	Covered, No Charge Up To Age 2
After Age 2 -  $10 Copay
	Covered, No Charge Up To Age 2
After Age 2 -  $20 Copay
	Covered, $15 Copay  Up To Age 2
After Age 2 -  $25 Copay
	Covered, No Deductible,                   $10 Copay  Up To Age 2
After Age 2 -  $20 Copay

	PREVENTIVE CARE FOR ADULTS
	Covered, 
$10 Copay
	Covered, 
$20 Copay
	Covered, 
$25 Copay
	Covered, 
$20 Copay

	OUTPATIENT X-RAY & LAB
	Covered, No Charge
	Covered, No Charge
	Covered, No Charge
	Covered, No Deductible
$10 Copay

	RADIATION THERAPY, CHEMOTHERAPY & SURGERY
	Inpatient: Covered, No Charge
Outpatient: $10 Copay
	Inpatient: Covered, No Charge
Outpatient: $20 Copay
	Inpatient: Covered, No Charge
Outpatient: $50 Copay
	Inpatient: Covered, 20% after Deductible
Outpatient: Covered, No Charge

	DURABLE MEDICAL EQUIPMENT
	Covered, No Charge
In accord with DME Formulary
	Covered, No Charge
In accord with DME Formulary
	Covered, 20% Coinsurance
In accord with DME Formulary
	Covered, 20% Coinsurance,                  No Deductible
In accord with DME Formulary

	AMBULANCE-GROUND/AIR
	Covered, No Charge,
If Medically. Necessary
	Covered, No Charge, 
If Medically. Necessary
	Covered, $100 Per Trip
If Medically Necessary
	Covered, $150 Per Trip,

No Deductible, If Medically Necessary


	Page 2
	KAISER PLAN  2 w/CHIRO
	KAISER PLAN  4 w/CHIRO
	KAISER PLAN  7 w/CHIRO
	KAISER 8

	PHYSICAL THERAPY
	Covered, $10 Copay
	Covered, $20 Copay
	Covered, $25 Copay
	Covered, No Deductible

$20 Copay

	CHIROPRACTIC
	Chiro Benefit Offered through American Specialty Health: 40 In-Network Visits Per Year, $10 Office Visit Copay: Out-Of-Network – 50% Up to $30 Per Visit, 10 Visits Per Year Maximum
	Chiro Benefit Offered through American Specialty Health: 40 In-Network Visits Per Year, $10 Office Visit Copay: Out-Of-Network – 50% Up to $30 Per Visit, 10 Visits Per Year Maximum
	Chiro Benefit Offered through American Specialty Health: 40 In-Network Visits Per Year, $10 Office Visit Copay: Out-Of-Network – 50% Up to $30 Per Visit, 10 Visits Per Year Maximum
	Not Covered

	ACUPUNCTURE
	Covered, $10 Copay Referral by Plan Physician
	Covered, $20 Copay Referral by Plan Physician
	Covered, $25 Copay Referral by Plan Physician
	Covered, No Deductible

$20 Copay
 Referral by Plan Physician

	HOSPITAL INPATIENT
	Covered, No Charge
	Covered, No Charge
	Covered, $250 Copay
	Covered, 20% Coinsurance

 after Deductible

	HOSPITAL EMERGENCY ROOM
	Covered $35 Copay
Waived if Admitted
	Covered $35 Copay
Waived if Admitted
	Covered $100 Copay
Waived if Admitted
	Covered, 20% Coinsurance

 after Deductible

	HOME HEALTH CARE
	Covered, No Charge (Limits)
	Covered, No Charge (Limits)
	Covered, No Charge (Limits)
	Covered, No Charge (Limits)

	HOSPICE
	Covered, No Charge
	Covered, No Charge
	Covered, No Charge
	Covered, No Charge

	PRESCRIPTION DRUGS
 (CO-PAYMENTS)
	Retail
$5 Generic
$10 Brand
(Up to 100 day supply)
	Mail Order
$5 Generic
$10 Brand

Refills Only 
	Retail
$10 Generic
$15 Brand
(Up to 100 day supply)
	Mail Order
$10 Generic
$15 Brand

Refills Only 
	Retail
$10 Generic
$30 Brand
(30 day supply)
	Mail Order
$20 Generic
$60 Brand

(100 day supply)
	Retail
$10 Generic
$30 Brand
(30 day supply)
	Mail Order
$20 Generic
$60 Brand

(100 day supply)

	THREE-TIERED RATES
         EMPLOYEE ONLY
         EMPLOYEE + ONE
         EMPLOYEE + FAMILY
	$656.16

$1130.31

$1428.84
	
$630.16
$1,085.31
$1,370.84
	
$595.16
$1,025.31
$1,294.84
	
$523.00
$900.00

$1135.00


NOTE:  Plans 1 through 5 – No copay for injections or infertility.   Plans 6 and 7 - $5 copay for injections; infertility covered at 50%.  Plan 6 has $175 allowance for lenses, frames, & contacts every 24 months.  Plan 8 – No copay for allergy injections, infertility covered at 50% plus deductible.  
THIS SUMMARY IS FOR COMPARISON PURPOSES ONLY.  PLEASE REFER TO THE ACTUAL SUMMARY PLAN DESCRIPTION FOR COMPLETE BENEFITS.
