TML Health
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]

The City of Del Rio

Benefit Coverage Period: 10/1/2020 through 9/30/2021
Plan Type: PPO Plan | Plan Description: PPO PLAN

Coverage Tiers. 5 tier (4-way)
Frequently Asked Questions

In-Network

Summary of Benefits and Coverage (SBC)

Limitations and Exceptions

What is the overall deductible?

Benefit

Individual: $500

‘ Qut-of-Network Benefit

Individual: $1,000

The out-of-network deductible accumulates to the in-network  deductible; the in-network deductible does NOT accumulate to the out-of-network  deductible.
Covered expenses incurred during any calendar year and applied toward satisfaction of a covered family member's individual calendar year deductible will
be accumulated toward the Family Limit. Once the family deductible has been satisfied, it will not apply for any other family member's charges. Other family

Specific services?

Family: $1,500 Family: $3,000 member's charges previously applied to the deductible will not be recalculated.
For a confinement that continues into a new calendar year, amounts applied toward the prior calendar year deductible will also count toward satisfying the
next calendar year deductible for charges during confinement. All other charges are subject to the new calendar year deductible amount.
Are there other deductibles for " \o

ls there a maximum_out-of-pocket
limit on all my expenses?

Individual: $7,900
Family: $15,800

Individual; $15,000
Family: $30,000

The maximum  out-of-pocket limit is the most you could pay ina year for covered sewvices and includes in-network deductibles and coinsurance and medical
and prescription copayments. If you have other family members inthis plan, they have to meet their own maximum out-of-pocket limits untl the overall family
maximum  outof-pocket limit has been met,

What is not included in the maximum

See Limitations and

See Limitations and Exceptions

Premiums, penalties, non-covered sewvices, and out-of-network expenses will not accumulate to your maximum_out-of-pocket amount,

cover?

out-of-pocket limit? Exceptions

Does this plan use a network of Ves A Go to tmihealthbenefits.org or call (800) 2825385 for a list of participating providers. Your deductible, outof-pocket expenses, and coinsurance will be

roviders? different forin-Network and Qut-of-Network ~semvices.

Do negd areferral to see a No No This plan does not require refemals. You have the option to choose any provider. Note: In-Network and Out-of-Network benefits may vary.

specialist?
The Office Visit In-Network copay includes: Physician office visits, consultations, labs (excluding Genetic/Genomic testing which are subject to deductible

: Office Visit; $20 and coinsurance) and x-ays. SpecialtyRx/Biotech drgs obtained in an In-Network physician's office require Pre-Authorization. Refer to your Medical Book
”

What is my copaymen VA for Pre-Authorization requirements.  If approved, Specialty/Biotech drugs are subject to a separate $100 copay, deductible waived. SpecialtyRx/Biotech
drugs obtained from an Qut-of-Network provider are not covered.

Is there an overall annual limit on \o No This plan does not have an annual limit for all benefits combined. The plan does have some limits on lifetime and calendar year benefits for specific

hat the plan pays? conditions andlor treatments, as indicated.

fre there services this plan does not Yes Yes Please refer to the exclusion listand unprovenlexperimental definition in the plan document,

Common Medical Event

Services You May Need

In-Network Benefit

Out-of-Netw ork

Benefit Expanded Benefit Information

N ilngss
If you visit a health care

Primary care visitto treat an injury or

100% after $20 copay

The Primary Care office visit In-Network copay includes labs (excluding Genetic/Genomic lab which are subject to deductible
and coinsurance) and x-fays. For matemity the copay will only apply to the initial visit. SpecialtyRx/Biotech drgs obtained in an
In-Network  physician’s office require Pre-Authorization. Refer to your Medical Book for Pre-Authorization requirements.  If
approved, Specialty/Biotech drugs are subject to a separate $100 copay, deductible waived. SpecialtyRx/Biotech dugs
obtained from an Qut-of-Network provider are not covered.

60% after deductible
up to R&C

provider's office or clinic

Specialist visit

100% after $40 copay

The Specialist office visit In-Network  copay includes labs(excluding Genetic/Genomic lab which are subject to deductible and
coinsurance) and x-ays. SpecialtyRx/Biotech drugs obtained inan In-Network physician’s office require Pre-Authorization,
Refer to your Medical Book for Pre-Authorization requirements. If approved, Specialty/Biotech dugs are subject to a separate
5100 copay, deductible waived. SpecialtyRx/Biotech drgs obtained from an Qut-of-Network provider are not covered.

60% after deductible up to
R&C

Questions: Call (800)282-5385 orvisit the TML Health website at tmIhealthbenefits.org..
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The City of Del Rio

Benefit Coverage Period: 10/1/2020 through 9/30/2021
Plan Type: PPO Plan | Plan Description: PPO PLAN

Telehealth Medical Consult for General

Medical Consults (minor medical $10 copay NIA
condition)
Telehealth for Behavioral
Health/Psychiatrist Interview and $25 copay NA
Evaluation Telehealth sewvices provided by RediMD.
Telehealth for Behavioral ebsite: www.redimd.com
Health/Psychiatrist Follow-Up $10 copay A After Hours Phone = 281-633-0148
Telehealth for Dematology
Consults/Treatment $10 copay NiA
Telehealth for Lab Result Consultation
and Follow-up $10 copay A
Telehealth for Wellness Exam and
Follovap $0 copay N/A
- .
All other Physician sewvices 80% after deductible o0k zJLtetrod;guccuble Provider of Sewvice must be licensed to pefom sewvices rendered to Covered Individual.

Preventive care/ screening/
immunization

100% deductible waived

60% after deductible up to
R&C

Preventive Care Benefit

The following will be processed forboth in-network and out-of-network reimbursement at 100% of allowable as mandated by the
USPSTF. To be considered as an eligible preventivefroutine care benefit, the provider's bill must designate or outline a routine
diagnosis code. The following preventivefroutine care benefits include but are not limited to:

o Inmunizations ~ ® Physical Exam  ®Well Baby and Well Child Visits

o Vision Exam (including refractions) o PAP Test and Office Visit e Hearing Exams

® Routine Venipuncture ~ ®General Health Panel e Mammograms o Prostate Specific Antigen test (PSA)  Coronary Risk
Profile (lipid panel) e Urinalysis (TB) Tuberculosis test

o Autism Screenings (eighteen (18) & twenty-four (24) months of age) ® Handling of specimen toffrom physician’s officetoa
laboratory Occult Stool Test  Examination for the detection of skin cancer

® Chest X-Ray (front & lateral) * EKG (electrocardiogram) e Digital Rectal Exam

Detection and Prevention of Osteoporosis - limitone routine bone density screening per lifetime if the covered individual
meets one or more of these requirements. There i not a limit for screenings submitied with a diagnosis.

Colorectal Exam - coverage for the medically recognized screening exam for the detection of the colorectal cancer for covered
individuals at any age who have a personal or family history of polyps (or colon cancer), orwho are at nomal risk for devel oping
colon cancer. Includes expenses incured while conducting a medically-recognized screening exam forthe detection of
colorectal cancer. Benefit also applies forthe firstnon-outine colorectal exam claim received during the five (5) year time period
as noted below. This includes annual fecal occult blood tests and aflexible sigmoidoscopy recommended to be performed every
five (5) years with a family or personal history of polyps (or colon cancer) or a colonoscopy recommended to be performed every
ten (L0) years. Virtual colonoscopies are excluded. Plan also covers more frequent colonoscopies, sigmoidoscopies and fecal
occult blood tests for all covered individuals at any age with no limits at reqular plan benefits, including when they are billed with
a non-outine  diagnosis andlor when they are billed with a diagnosis of personal or family history of polyps (or colon cancer).

If you visit an urgent _care
clinic

Urgent care visitto treat an injury or
illness

100% after $60 copay

60% after deductible
up to R&C

» Urgent Care Services hilled on a HCFA will be processed under the Urgent Care benefit. The Urgent Care Copay includes
office visits, consultations, labs (excluding Genetic/Genomic testing which are subject to deductible and coinsurance), and x-
fays. SpecialtyRx/Biotech drugs obtained in an In-Network Urgent Care Clinic billed on aHCFA require Pre-Authorization.  Refer
o the Pre-Authorization section of your Medical Book. If Specialty/Biotech drugs are approved, they will be subject to a
separate $100 copay, deductible waived.

b Urgent_Care Services hilled on a UB will be processed under the Hospital Benefit.

Questions: Call (800) 282-5385 orvisitthe TML Health website at tmlhealthbenefits.org.
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Benefit Coverage Period: 10/1/2020 through 9/30/2021
Plan Type: PPO Plan | Plan Description: PPO PLAN

SpecialtyRx/Biotech drugs obtained in an In-Network Urgent Care Clinic billed on a UB are subject to deductible and
coinsurance.  Pre-Authorization requirements  must be met for Specialty/Biotech dwgs billed on a UB.
 SpecialtyRx/Biotech drugs obtained from an Qutof-Network provider are not covered.

If you have a test 1p o RiC Book for Genetic/Genomic testing pre-authorization requirements.
. . 60% after deductible . . . , -
Imaging (CTIPET scans, MRIs) 80% after deductible 0 10 RAC Review Pre-authorization Requirements' section in SPD.

Diagnostic test (x-ay, blood work)

80% after deductible

60% after deductible

Prefered Lab will pay at 100% In-Network. The Prefemed Lab benefit does not apply to Genetic/Genomic testing.
(Genetic/Genomic [ab tests are subject to deductible and coinsurance. Refer to the Pre-Authorization section in the Medical Plan

If you need drugs to treat
your illness or condition
More information about
prescription drug coverage
is available at
tmihealthbenefits.org.

Generic - drugs

$5 for 130 day supply at Retal
$10 for thity-one (31)ninety (30) day supply at

Retail$10 up to a ninety (30)-day supply through Mail

Order

Refer to your Prescription Schedule of Benefits for information regarding your Prescription Drug Plan and any applicable Prior

Brand

$50 up to thirty (30}day supply at Retail
$100 for thity-one (31)-ninety (90) day at Retail
$100 up to aninety (90)day supply -Mail Order

Authorization  requirements.

Specialty drugs

$100 copay per thiry (30)day supply

If you have outpatient center) up to R&C In addition to the plan's deductible, there is a hospital admission deductible. A $250 per admission deductible will apply to all
surgery Physicianlsugeonfees 80% after deducite 60% ﬁLtetL [Leggcnble Out-of-Network  hospital admissions. This deductible does not apply when the admission is related to emergentimmediate care.

Facility fee (e.0., ambulatory surgery

80% after deductible

60% after deductible

If you need immediate
medical attention

Emergency room Facility services
(Emergent/  Urgent)

80% deductible waived

80% deductible waived

Emergency room Physician services
(Emergent/  Urgent)

80% after deductible

80% after deductible

AllEmergency Room Facility charges are subject to a $200 facility fee. The Emergency Room Access fee is waived if admitted.

Emergency room Facility sewvices (Non-

80% deductible waived

60% after deductible

The access fee also applies to emergentimmediate care. The ER fee applies to the OOP. Please refer to the definitions in the
plan document forwhat is considered emergentimmediate care.

Emergent/Non-Urgent) up to R&C
Emergency room Physician services . ‘ 60% after deductible
(Non-Emergent/Non-Urgent B0 ater deductivle up to R&C

Emergency medical transportation

80% after deductible

80% after deductible

» Ground ambulance maximum  benefit: None

 Air ambulance  maximum benefit (all providers):  $12,000 per occurence (Eff 10/1/L9)

 In-Network and Qut-of-Network charges are subject to the In-Network Deductible and In-Network outof-pocket. This plan does
hot include benefits for transportation  for non-emergency medical Sewvices.

Facility fee (8.0, hospital room)

80% deductible waived

60% after deductible

In addition to the plan’s deductible, there is a hospital admission deductible. A $250 per admission deductible will apply to all

. up to R&C Out-of-Network hospital admissions. This deductible does not apply when the admission is related to emergent/immediate care
Fyou have ahospial sty Physician/surgeon  fees 80% after deductible B0% lter deductle
up to R&C
Mental/Behavioral health outpatient ‘ 60% after deductible
facility and physician sewices B0% after deductible p to REC In addition to the plan’s deductible, there is a hospital admission deductible. A$250 per admission deductible will apply to all
I you have mental health Mental/Behavioral health inpatient 80% deductible waived | 60% after deductible  [Outof-Network hospital admissions. This deductible does not apply when the admission is related to emergentimmediate care.
behavioral health of " Jfacility and physician sewvices up to R&C
1 H 1 0, 1
substance use needs fs;ct?manacned u;estiig;rr]desren%éw 80% after deductible B0k zﬁtetg %eggcnble In addition to the plan's deductible, there is a hospital admission deductible. A $250 per admission deductible will apply to
3 blemce psz Toode Tmaten i alPter e utof-Network hospital admissions. This deductible does not apply when the admission is related to emergentimmediate care.
arl:d physici:n selrvices DBUENt T8CHY g0t eguctble waived Oup o R&g W ISubstance use treatment is submitted 10 a lifetime maximum of one (1) treatment  series.

Questions: Call (800) 282-5385 orvisitthe TML Health website at tmlhealthbenefits.org.
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Benefit Coverage Period: 10/1/2020 through 9/30/2021
Plan Type: PPO Plan | Plan Description: PPO PLAN

Prenatal and postnatal care

80% deductible waived

60% after deductible

A copay will apply to the initial office visitcharge for in-network services. The remainder of the physician charges will be subject

If you are pregnant 0 g?tetf t?e%iﬁctible o the deductible and covered at the appropriate coinsurance. In addition to the plan’s deductible, there is a hospital admission
Delivery and all inpatient semvices 80% deductible waived Ou D 10 REC deductible. A$250 per admission deductible will apply to all Qut-of-Network hospital admissions.
0 B ) | 1 it N 01 -|
Home Health Care 80% deductible waved 60% zJLteIL dReggcnble iL;rEL)t[endbilnoeéme hundred (L00) days per calendar year. The maximum calendar year benefit is for In-Network and Outof-Network

If you need help recovering
or have other special health

needs up to R&C

Skiled nusing cate 80% after deductible 60% after deductible Limited Ito one-hundred  (100) days per calendar year. The maximum calendar year benefit is for In-Network and Qut-of-Netwo

up to R&C s combined.
0% after deductible Pre-authorization is required for charges in excess of $1,500 per durable medical equipment prior to purchase, in excess of

Durable medical equipment 80% after deductible ' 0 to RAC 5500 for lease or rental, and inexcess of $1,000 for prosthetics, non-standard orthotics, and ocular prosthetic lens; limited to the

P R&C charges of standard models as determined by Medical Management.
: : : : 60%after deductible  [Bereavement Counseling is covered under this benefit with no maximum,
Hospice senices 100% deductble wved up to R&C Respite Care is not covered under this benefit,

Rehabilitation/Habilitation  services

80% deductible waived

60% after deductible
up to R&C

» Outpatient Physical Therapy, Occupational Therapy, and Aquatic Therapy sewvices are limited to thiry-six (36) visits per
calendar year combined.

» Speech Therapy senvices limited to twenty-four (24) visits per calendar year.

* Applied Behavior Analysis Therapy (ABAT) for eligible dependent children with an Autism Spectum Disorder diagnosis. This
benefit is limited to $36,000 per calendar year. Refer to the Pre-Authorization section in your Medical Book for Pre-Authori zation
fequirements .

Chiropractic Care

80% after deductible

60% after deductible

If your child needs dental or
eye care (attained age of
nineteen (19))

Eye exam

ision Acuity Screenings and Refractions-paid as Preventive under Medical Plan-100% allowed Reasonable and Customary
(R&C). Vision screening sewvices [for the detection of eye disease and refractive disorders and well-child visits that include
isual acuity testing stereoacuity, cover-uncover tests, Hirschberg light reflect test, Hirschberg light reflex test, autorefraction and
hotoscreening may be done starting age three (3) to attained age of nineteen (19) years] as required by law.

Glasses

Inligible under Medical Plan

Dental check-up

Dental Screenings-paid as Preventive under Medical Plan-100% allowed Reasonable and Customary (R&C).
Pediatric oral [application of fluoride vamish to the primary teeth of all infants starting at the age of primary tooth eruption;

iecommended at six (6), nine (9), twelve (12), eighteen (18), twenty-four (24), thirty (30) months, three (3) and six (6) years].

Excluded Services and Other Covered Services (This is not a complete list. Check your policy or plan document for other excluded services.)

Unproven Medical Procedures/Treatment.

ExperimentallInvestigationallUnproven Services: medical, surgical, diagnostic, mental health, substance use disorder, or ofher healih care services, technologies, supplies, treatments,

procedures, drug therapies, medications or devices that, at the time TML Health makes a detemination regarding coverage in a particular case, are detemined to be any of the following:  Any drug not approved by the U.S. Food and Drug Administration (FDA)
for marketing; any dug that is classified as IND (nvestigational New Drug) by the FDA; o Determined not to be effective for treatment of the medical condition andior not to have a beneficial effecton health outcomes due to insufficient and inadequate clinical
evidence from well-conducted randomized controlled trials;  Not consistent with the standards of good medical practice inthe United States as evidenced by endorsement by national quidelines; e Exceeds (in scope, duration, or intensity) that level of care
which is needed o Given primarily for the personal comfort or convenience of the patient, family member(s) or the provider, e Subject to review and approval by any institutional review board for the proposed use. (Devices which are FDA approved under the
Humanitarian  Use Device exemption are not considered Experimental or Investigational.), or e The subject of an ongoing clinical trial that meets the definition of a Phase 1 or 2 clinical tial, or is the experimental am of a Phase 3 or 4 clinical tial as set forth in
the FDA regulations, regardliess of whether the trial is actually subject to FDA oversight.

Medically Justified. A senvice that falls under the Plan definition of UNPROVEN MEDICAL PROCEDURES/THERAPY, but that can be justified foran individual patient due to: o A rarefophan disease (a rarelomhan disease is one that affects fewer than 200,000
people, according to the U.S. Rare Disease Act of 2002). o Aunique co-morbidity, or complication that precludes treatment with a proven medical procedure or therapy. > No other treatment available due to co-morbidities > Co-morbid Disease State Risk e
Continuation andlor repeat of a previously approved successful treatment plan. e Concem for Complications due to treaiment area.  Repeat of prior successful treatment intervention and disease state; disease state put in remission. e Treatment dose should
be in compliance for best outcome. o Severity of illness defined as ongoing intensity and complication of disease state with lab value concems,

Questions: Call (800) 282-5385 or visit the TML Health website at tmlhealthben efits.org. Page 4 | Eff 10/01/20



IN]IS%nefits Pool Benefit Coverage Period: 10/1/2020 through 9/30/2021

A S Plan Type: PPO Plan | Plan Description: PPO PLAN

The City of Del Rio

Evidence-Based Medicine (EBM). Aims to apply the best available evidence gained from the scientific method to medical decision making. It seeks to assess the quality of evidence of the risks and henefits of treatments (including lack of treatment). EBM
fecognizes that many aspects of medical care depend on individual factors such as quality and value of life judgments, which are only partially subject to scientific methods. EBM, however, seeks to clarfy those parts of medical practice that are in principle subject

o scientific methods and to apply these methods to ensure the best prediction of outcomes in medical treatment, even as debate continues about which outcomes are desirable.
General Exclusions or Limitations:

No Benefits shall be payable under any part of this Plan with respect to any charges:

11. incured in connection with remedying a condition by means of cosmetic surgery unless othenwise specifically covered

1. forwhich acovered individual is not financially responsible or are submitted only because medical coverage exists or for under this-plan;
discounts forwhich the covered individual is not responsible, including but not limited to independent and prefered 12. for vocational evaluation, rehabilitation or retiaining;
prowder. d|scoumsl;. o ‘ N . 13. for custodial care or maintenance care;
2. forsewices not eligible for diagnosis or treatment of an illness or injury unless covered as part of the Preventive Care 14 for oivate duty nussing charges. excent when covered for exended care
Benefit or listed as an Eligible Expense; | el . y .g ¥, . .p . e ’ .
3. fortieatment of any injury or illness forwhich the covered individual is not under the reqular care of a Physician or does not 9. forany sewics funished by any instufion puviding pimariy. convalescent or custdial care;

follow the attending Physician's treatment plan;

4. forexpenses applied under this Plan toward satisfaction of any deductibles, copayments, coinsurance or access charge;
5. inexcess of reasonable and customary for services and supplies;
6. fortreatment of any injury, illness or disability, resulting from or sustained as a result of being engaged in afelonious act as

defined by Texas law regardless of whether arested, indicted or convicted;

for treatment of any injury, illness or disability resulting from or sustained as a result of war or act of war, declared or
undeclared;

8. fortreatment of injuries resulting from covered individual's participation ina riot or insurection;
9. fortreatment of any illness, injury or disability reimbursement, which could have been available if pursued under benefits

10.

for Workers" Compensation  whether or not the employer is a subscriber or non-subscriber in a Workers' Compensation
Program and whether or not the injured person could have been lawfully covered by workers' compensation as a
volunteer. In applying this exclusion, work on the covered individual's family fam or ranch is not considered an
employment arangement;

for eye glasses or contact lenses, orthoptics or vision therapy. The plan does however provide benefits for Refractive
Surgery;

16. for repair and maintenance or replacement of lost, missing or stolen (without documentation of a police repor) Durable
Medical Equipment, when previously purchased by the Plan, except when necessitated by physiological changes or
accidental destruction, subject to approval by the Group Benefits Administrator,

17. forhome health care expenses that are for.
a. custodial care;
b. tansportation services; or
¢ any period during which the covered individual is not under the continuing care of Physician;

18. for sex therapy, outpatient group family therapy, mamiage counseling or any other social semvices unless othemvise
specified;

19. connected with the treatment of infertility and assisted reproductive technology including but not limited to artificial, in-
vitro, embryo transfer and insemination or any surgical procedure for the inducement of pregnancy;

20. for elective abortions for covered individuals except in the case of incest, rape or situations which are life threatening to
the mother,

This is not a complete list. Refer to the Medical Plan Book for a complete list of Exclusions and Limitations: Login:
imihealthbenefits.org eSelect: My Tools Select: MyBenefits on Demand @ Select: Benefits #Select: Medical
Medical Plan Book

Other Covered Services. This is not a complete list. Check your plan document for other covered services and your costs for these services.

The Plan Document covers eligible medical expenses that include: Ambulatory Surgical Center (ASC), Anesthesia; Artificial Limbs or Prosthetic Appliances; Autism Screenings; Blood Storage; Breast Oncology; Breast Reduction; Cardiac Rehabilitation; Cataract

Surgery.

Felerd and State laws may povde potections thet alow you fo cotnue Pesh coverage after twodd otfewise end For more iomation abod you rghts and cbigations e the pan and wer Federal lw, you houd review the Medcal Pln bookdet or contart TML Heath,
PO Boc 149190, Austin, Tetes 787149190 or by tekohong (§00) 2825365 You may bave olher opions avaiable 1o you when you kse goup Peskh coverage. For example, you may be elfble toby an idvidual pln thowh the Heath Insiance Mareiplace. For more omation

aat the Maketplace, vt v heathcare gov or cal (800 31825%.
Your Crieince _and Appeds Rights

Ifyor bave & compaint or are dssaiisfied wih adenal of coverage for cams wder yo pen, you may be bk to goedl o fie & gievance. For moe momation dbot you rihts, kok &t the expanation of benefis you wil receve for thet medcal cm. Yow Medcd Pln booklet
a0 poides compete momation tosumi a cam ayeal o agiance for &y reson For asstance, coact TML Heath, PO Box 19190, Autin Texss 787149190 or by tekphone () 285385 You may dko coact the Degatment of Heath and Human Sewvces, Center

for Cosumer Ifornation and Inswance Oversight, & (677) 2672323 XGI565 o vww.cclo.cm s, gov.
Dogs this plan provide Minimum Essential Coverape? Ves. The Affockble Cae Act requres most people tobave beath coverage thet qualfies as ‘mimm essential coerage’. This plan oes pode minmum essertial coverage

Questions: Call (800) 282-5385 orvisitthe TML Health website at tmlhealthbenefits.org.
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Dogs this plan Megt Minimum Vaue Stndard? The Afodable Care Act estaishes aminmun-value stadard of benefits of abeath pen The minmun vale stacard & 60% (actuanal veie). Ths heath comrage does meet the minmum-value Stadard for the benefts
provides,

About these Coverage Examples. These examples show how this plan might cover medical care in a few situations and show how deductibles, copayments, and coinsurance can add up. Use these examples to see, in general, how much financial protection a
sample patient might get from coverage under this plan compared to other plans by comparing the "Covered Individual Pays" section for the same example under each plan's Summary of Benefits and Coverage. This is not a cost estimator. Do not use these
examples to estimate your actual costs under this plan. Treatments show are just examples and your actual costs will be different depending on the actual care you receive, the prices your providers charge, and many other factors. Also, costs do not include
premiums you pay to buy coverage under a plan.

| Having a Baby (normal delivery)

The City of Del Rio

Managing Type 2 Diabetes (routine maintenance of awell-controlled condition) | Simple Fracture (with emergency room visit)

shmount owed to Providers: $13,170.65  ePlan pays: $10,635.65 sAmount owed to Providers: $6,942.43 o Plan pays: $5,770.80 sAmount owed to Providers: $2,053.50 ~ # Plan pays: $1,146.81
o Covered Individual/Patient pays: $2,535.00 o Covered Individual/Patient pays: $1,171.63 o Covered Individual/Patient pays: $906.69
Sample Care Costs Sample Care Costs Sample Care Costs

Hospital charges (mother) $6,252.00 Prescriptions $5,693.70 Emergency Semices 151,459.00

Routing ohstetric care $2,619.52 Medical Equipment and Supplies $208.32 Medical Equipment and Supplies $122.00

Hospital charges (baby) $1,464.09 Office Visits and Procedures $642.53 Otfice Visits and Procedures $350.05

Anesthesia $1,706.72 Education $200.89 Physical Therapy 502.40

Laboratory tests $184.03 Laboratory tests $58.42 Laboratory  tests 150.00

Prescriptions $464.80 Vaccines, other preventive $138.57 Prescriptions $30.05

Radiology $479.49 Total $6,942.43 Total 52,053.50

Total $13,170.65 Covered Individual/Patient Pays Covered IndividuallPatient Pays

Covered IndividuallP atient Pays Deductible $467.63 Deductible $500.00

Deductible $500.00 Copayments: MedicallRx $210.00/$494.00 Copayments: MedicallRx 5175.00180.00

Copayments: MedicallRx $35.00/80.00 Plan/Max Plan OOP $0.0018467.63 Plan/Max Plan OOP 5231.69/$731.69

Plan/Max Plan OOP $2,000.00/$2,500.00 Federal Maximum OOP $1,171.63 Federal Maximum OOP 15906.69

Federal Maximum OOP $2,535.00 Limits or Exclusions $0.00 Limits or Exclusions 50.00

Limits or Exclusions $0.00 Total $L,171.63 Total 15906.69

Total $2535.00

Guidance document appears af 77Fed Reg. 8668 and 8706 respectively (2-14-12). Culturally Linguistic documents are available by calling (800) 262-6365 or emailing Customer Care,

For general definitions of common- temns, such s allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other hypedinked tems, see the Glossary. You can view the Glossary at www.heal thcare.gov/she-glossary or call (800)
282-5385 1o request a copy.

Non-Discrimination

THL Heath complies wih aylicable Federal cid rifis laws and coes ot dsciminate on the bess of race, cob, naonal ongn ae dsabity, or sex. TML Heath does ot ecide people or reat them ciferently because of race, cobr, neional orgn, ae, didliy, or sex,

THL Heat
o Provdes free ads and senices to peole wih dsebilties to commuicate effectvely wih 15, Sch as.

v Qufied sin luage mepreters

v Witen ifomation i other fomas (age i, audo, acessible eecironc fomats, ad otfer fomat)
v Proides free laguage senices topeople whose pimay lnguage st Engish, sih &;

v Quelfied itepreters

Questions: Call (800) 282-5385 or visit the TML Health website at tmlhealthben efits.org. Page 6 | Eff 10/01/20


https://www.healthcare.gov/sbc-glossary/#minimum-value-standard
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#health-insurance
https://tmlhealthbenefits.org/Forms/TML/ContactUs.aspx
https://www.healthcare.gov/sbc-glossary/#allowed-amount
https://www.healthcare.gov/sbc-glossary/#balance-billing
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#provider
https://www.healthcare.gov/sbc-glossary/

,}N]Ig%neﬁts Pool The City of Del Rio Benefit Coverage Period: 10/1/2020 through 9/30/2021

A S Plan Type: PPO Plan | Plan Description: PPO PLAN

v Imomation witen b other lnuages
Ifyou reed these seves, cotact o Ch Rigts Coodnator. Ifyou beleve thet TML Heath fes faled topodde these senices or dsciminated n ather way on the bess of race, cor, rational oign, agg, dsebity, or sex, you can fie a grevance wih: Chl Rigits Coocdnat or,
THL Heath, PO Box 149190, Austin TX 76%54-9190, (800) 2825385 TTY 7oL Fax (512) 716539 CRCoudingtor@mino.org. You can fie a ievance n person or by mal, fax, oremal Ifyou need ep fing a grevance, o Cvl Rigis Coocinator s avalable to bep you You
o dso fle a ol ripts complant with the US. Degartment of Heath and Human Senvces, Offce for Chl Rights ekctronicaly though the Offce for C Rigts Complaint Porta) avalable &t nios:/locrpartal. s, govl oot p otallobby. iof, or by mal or phone &: US. Depatment  of
Heath and Human Senices, 20 Independence Aveue  SW Room S09F, HHH Buding, Washington, D.C. 2201 (0) 381019, (&) 57-7697 (TDD). Campaint foms e avalable a ww.isgovocr/oficelfle/index.biml,  TTY: 74

Language Assistance:
ATTENTION: Ifyou do ot spesk Engish, lnuage assstance seies, fiee of charge, e avalable to you Cal (800) 285385,

SPRIIS ATENCION: § bedla espeiol, tine asu dsposcion saviios gates de asstencia ngiistica. Leme df (80) 2825385

[ J— CHU Y: N ban i Tiéng Viet, o6 céc cih v b0 tio ndn it mién pi céh cho ban Goi <6600 2825385

Chinese ------ TR AREERER TS T IR B IESRE S RIS - 55EE (800) 282-5385.
Kogan e 29 82 (12 AEOIAIE 22, AU TR HUIAS REE (1801 4 ASLICH (00) 225385 HOZ Mateh FANC.

1 Ar) (B0) 5385 gl U Sttt SIAD G cls sehad 4ad i d b Jal dy - pad Sy

[ TJESS—————————— (R Y A ol S S S G el . () 25385 o f

TAROY PAUNAWA: Ky ragsasalia ka ng Tegelog, mesari kang qumamt g mga sebSyo ng tung Sa wika reng wang feyad Tumawag sa (B00) 2825385,
FIREN s ATTENTION: S5 VOUS ez frgals, (kS Senices daide nguistique vous ot proosés grautement, Awelez e (80 285385

Mt e R € 0% 1 ) 0 50 10 0 T 0 0 AT 10 900 217 () 05%85 W0

Persan (FAS) oo i Sl ) ouft S 0 08 0 g K1) ol L) R385 AR ik b u

L L — ACHTUNG: Wem  Se Deusch sprechen, stehen Iven Kestenlos sprchliche Hifsdentleistungen zw Vedigung Rufummer: (800) 2825365,

T [—— Yl 1 ¥ o] it 1, ol Celc oy et Al duiR w12 Guguet 8. 4ld &2 ) 225365

S —— BHUMAHVE:  Ecw eyl roeoniTe ka pycokom s, 70 BaM Qocrynkel Gecmarhele yenyru nepesoe. deowme (80) 2825385,

RS e TEEE AREREINASE, BROZEIRRACHRVLEHET, (0 BS305E T, BERL TR (LD,

L300 s {0V 100 UM 2%, UGS TILG0BCTRO Y, Jo0TYEN, i, s () 2825385
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mailto:CRCoordinator@tmlhb.org
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
http://www.hhs.gov/ocr/office/file/index.html

