City of Carson City
Agenda Report

Date Submitted: 6-10-14 Agenda Date Requested: 6-19-14
Time Requested: 10 minutes
To: Board of Supervisors

From: Melanie Bruketta, HR Director

Subject Title: (For Possible Action) Action to approve the employee health and
dental insurance plan with St. Mary’s and the employee life insurance plan with
Standard Insurance Company. (Melanie Bruketta)

Staff Summary: This action is to approve the benefit plans for health and dental
insurance for active city employees and retirees. The health plan has the
following rate increases: HMO- 4% (excluding ACA fees of 3.3%), POS 4%
(excluding ACA fees of approximately 3.3%) and PPO-4% (excluding ACA fees
of approximately 3.3%). Only minor changes are being made to the plan design.
The changes are being made due to requirements under the Affordable Care Act.
The dental plan does not have a rate increase.

The life insurance plan does not have a rate increase.

Type of Action Requested: (check one)
Type of Action Requested: (check one)

(__) Resolution (__) Ordinance

(X)Formal Action/Motion (__) Other (specify)
Does this Action Require a Business Impact Statement: (_ )Yes (X) No
Recommended Board Action: | move to approve the employee health and
dental insurance plan with St. Mary’s and the employee life insurance plan with
Standard Insurance Company. (Melanie Bruketta)
Explanation for Recommended Board Action:
In 2011, the City entered into a six year contract with St. Mary’s. The July 1,

2014 rate adjustment is based upon the City’s combined medical and
prescription loss ratio. The City's loss ratio for the period November 1, 2012



through October 31, 2013 was 91%. The contract provides a 12% rate increase
if the loss ratio is between 90%-94.99% between December 1, 2012-November
30, 2013. After negotiating with the company, St. Mary’s agreed to a 4%
increase. The additional 3.3% increase is Affordable Care Act fees that must be
collected by St. Mary’s and sent directly to the federal government. There have
been a few modifications to the insurance plans due to ACA mandates. The
plans were reviewed by the City’s insurance committee.

Applicable Statue, Code, Policy, Rule or Regulation: N/A

Fiscal Impact: $5,665,021

Explanation of Impact: Estimate for total premiums July 1, 2013-June 30,
2014: $6,818,960 health insurance, $519,635 dental insurance and $96,788 life
insurance. Life insurance and dental insurance premiums will not increase for

Fiscal Year 2015. Health insurance premiums will increase 7.3% for Fiscal Year
2015.

Funding Source: Group Medical Insurance Fund
Alternatives: Continue negotiations with St. Mary’s
Supporting Material: St. Mary’'s HealthFirst contract, the Medical Plan

Comparison Exhibits and the Standard letter guaranteeing the rates through
June 30, 2016.
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82 _Saint Mary's

"0 Health Plans
SAINT MARY’S HEALTH PLANS
(Saint Mary’s HealthFirst and Affiliated Company Saint

Mary’s Preferred Health Insurance Company, Inc.)
GROUP CONTRACT

This Group Contract is executed by and between Saint Mary's Health Plans,
representing Saint Mary’s HealthFirst and its affiliated company Saint Mary’'s Preferred
Health Insurance Company, (hereinafter referred to as “Health Plans” or “Saint Mary’s
Health Plans”), and Company (hereinafter referred to as “Group”).

WHEREAS, Health Plans is organized and operating pursuant to the Nevada Revised
Statutes, and:;

WHEREAS, Group wishes to provide eligible employees with the opportunity to enroll in
and receive health care services;

NOW THEREFORE, the parties hereto have set their hand and mutually agree as
follows:

. Definitions

A. Anniversary Date means the date, every twelve (12) months upon which the
coverage under Evidence of Coverage or Certificate of Coverage (hereinafter
referred to as “Plan Document”) renews for another twelve (12) month period.

B. Health Benefit Plan means the Health Plan’s Plan Document and any and all
Attachments and Riders selected by the Group, which is offered to eligible
employees.

C. Grace Period means the time after the date that the premium is due during

which the premium can be paid without penalty to keep the policy in force.

D. Group means an employer or other party who has executed a Group Contract
with Health Plans, through which health benefits are made available to eligible
employees and the employer has agreed to collect and pay premiums.

E. Group Contract (hereinafter also referred to as “Contract”) means this document
between the Group and Health Plans and any attachments hereto, through which
the health benefit plan for eligible employees and dependents is elected.
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F. Initial Group Open Enrollment Period means the enroliment period established
by the Group and Health Plans prior to the effective date during which eligible
persons may enroll in the health plan. The initial enrollment period will be a
period of no less than thirty (30) days in which all eligible persons must enroll or
waive their right to coverage. Subsequent Open Enroliment Periods will be held
every twelve (12) months from the initial effective date of the Group’s coverage.

G. Premium means the periodic payment, usually monthly, made to Health Plans
by the Group on behalf of eligible enrolled employees, which entitles those
employees and dependents to the health benefit plan products detailed in
Section Il of this contract.

H. Renewal Date: 12:00 AM on the first day of a renewed group contract.
Il. Introduction

This Group Contract, any amendments, attachments, including the Plan Document any
applicable Riders, the application of the employer, the enroliment forms of individual
employees and amendments to any of them incorporated by reference herein, shall
constitute the entire agreement between Saint Mary’s Health Plans and the Group.

The Employer or any individual Member is not authorized to make any promises or
representations or warranties concerning Health Plan’s services, facilities or supplies
provided under the Contract. Any statements by an Employer or the Employer’s
representative concerning the services provided by Health Plans or under the Plan
Document shall not be binding on Health Plans. As such, no such statement shall be
used in support of a benefit claim under this Contract unless it is approved in writing by
Health Plans. Pursuant to this Contract, Health Plans shall provide covered services
and supplies to Members in accord with the Plan Documents.

No agent or employee of Health Plans is authorized to change the form or content of
this Contract. Any changes to this Contract can be made only through an endorsement
authorized and signed by an officer of Health Plans.

Ill. Products

Please see the Schedule of Insurance Rates (Medical and/or Dental Addendum) for a
list of Products from the Plan and the appropriate Plan Document.

IV. Term of Contract

This Contract becomes effective on the Effective Date, found in the Schedule of
Insurance Addendum, at 12:00 a.m. Pacific Time and will remain in effect until the
Termination Date unless terminated sooner in accordance with the Termination of
Contract set forth in Section V below. Except as expressly provided in the Plan
Document incorporated in this Contract, all rights to benefits under this Contract end at
11:59 p.m. on the Termination Date.
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V. Termination of Contract

The employer may terminate this Contract by providing Health Plans with a written
notice of its intent to terminate this contract at least thirty (30) days in advance of the
agreed upon termination date. Health Plans may terminate or not renew this Contract
for good cause as set forth below.

Health Plans will provide the Group with an acknowledgment in the Form of a Written
Notice of Contract Termination (“Notice”). Promptly upon receipt of the Notice, Group
will mail via First Class U.S. Mail to each Member a legible copy of the notice. Group
agrees to provide Health Plans with written proof of that mailing and of the date thereof.
If the terms of this Contract are altered by consent of both parties, no resulting reduction
in coverage will adversely affect a member who is confined to a hospital at the time of
such change.

Termination on Written Advance Notice
Group may terminate this Contract:

1. for any reason, effective on the Termination Date by giving at least thirty (30)
days prior written notice to Health Plans;

2. upon written notice within thirty (30) days of notice of an increase in the Total
Monthly Premium; and

remitting all amounts payable relating to this Contract, including Premiums, for the
period prior to the termination effective date.

Good Cause for termination or not renewing the Group Contract by Health Plans shall
include:

1. Non Payment of Premiums

Failure of Group to pay the premium for this Contract when due or within the
thirty (30) day grace period. If a Premium is not paid by the end of the grace
period, Health Plans may terminate the Group Contract retroactively to the end of
the day preceding the grace period. Cancellation will not be effective until at
least ten (10) days after Health Plans has delivered or mailed written notice of
Group Contract Termination to the group.

2. Material Breach of the Terms of the Health Benefit Plan Document or the
Group Contract

For any material breach of the terms detailed in the Health Benefit Plan
Document or the Group Contract, upon thirty (30) days prior written notice to

Group.
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3. Fraud, Noncompliance or intentionally furnishing incorrect or incomplete
information

Health Plans may terminate this Contract retroactively to the date coverage
began if:

A. Group commits fraud or an intentional misrepresentation of material fact in
obtaining or maintaining Health Benefit Plan coverage; and

B. Health Plan provides Group with thirty (30) days prior notice that coverage
is being rescinded.

4. Knowing Failure to Enforce Health Benefit Plan Rules

Health Plans may terminate this Contract upon thirty (30) days prior written
notice to Group if there is:

A. Knowing failure by the Group to abide by the terms of the Group Health
Contract, Health Benefit Plan or to properly enforce the conditions of
enroliment of Members as set forth in the “Eligibility and Enroliment”
provisions of the Health Benefit Plan Document and the Employer
Application.

5. Failure to meet Participation and Contribution requirements

Failure of the employer to maintain minimum subscription charge contribution

requirements or minimum participatory requirements or as stated in the group
requirements set forth in the Master Application (see Section VII, item L of this
contract).

Group will allow Health Plans to review and audit payroll and other pertinent
records for the verification of eligibility of employees as stated in contributions or
group requirements. Health Plans will make written and verbal request to Group
and conduct all such reviews during regular business hours.

Group agrees to contribute the same amount toward each class of Eligible
Employees under the Group Contract. In no event will the Group make a
contribution for any class of Eligible Employee less than fifty percent of the Single
(employee only) premiums under the Health Benefit Plan.

6. Discontinuance of a product or all products within a market

Health Plans reserves the right to terminate a particular product or all products
offered in a small or large group market, if it discontinues offering insurance in
the geographic area of the state where the employer is located. Health Plans
also reserves the right to discontinue the issuance and renewal of coverage to a
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small employer if the Nevada Insurance Commissioner (“Commissioner”) finds
that the continuation of coverage would not be in the best interest of the
policyholders or certificate holders or would impair the ability of the carrier to
meet its contractual obligations. If the Commissioner makes such a finding, the
Commissioner shall assist the affected small employers in finding replacement
coverage. Health Plans may also discontinue products offered to small
employers if the Nevada Insurance Commissioner finds that the form of the
product offered by Health Plans is obsolete and is being replaced with
comparable coverage. Health Plans will notify the Commissioner and the Chief
Regulatory Officer for insurance in each state in which it is licensed of its
decision to discontinue the issuance or renewal of a product at least sixty (60)
days before Health Plans notifies the affected small employers. Health Plans will
notify affected employers at least one hundred eighty (180) days before the date
on which it will discontinue offering the product and it will offer each affected
small employer the option to purchase any other health benefit plan currently
offered by it to small employers in Nevada. In exercising its option to discontinue
the product and in offering the option to purchase other coverage, Health Plans
will act uniformly without regard to the claims experience of the affected small
employers or any health status-related factor relating to any participant or
beneficiary covered by the discontinued product or any new beneficiary who may
become eligible for such coverage. Health Plans will comply with the
requirements of NRS 689C.310-.320 and NRS 689B.560 if it decides to
discontinue providing insurance in a geographic area or discontinue products to
the small employer market.

7. A Material change in the nature of the Employer’s Business, i.e.,
- Dropping under 2 employees
- Sale of business
- Change in contribution level

- Other significant changes in the composition or status of the employer’s
business.

VI. Amendment of Contract

This Contract may be amended by mutual agreement of the Group and Health Plans.
All amendments shall be in writing and shall be attached to and become a part of the
entire Contract.

Upon sixty (60) days prior written notice to Group, Health Plans may amend this
Contract effective as of the next Anniversary Date. If Health Plans has not received all
necessary government approval of its Premium rates by the date it gives notice under
this section, Health Plans will notify Group of the Premium rates for which it has sought
government approval. Health Plans may then amend this Contract with respect to
Premium rates by giving notice to the Group after receiving all necessary government
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approval, in which case the Premium rates go into effect as of the next Anniversary
Date.

In addition to amendments effective as of the Anniversary Date, Health Plans may,
subject to government approval, amend this Contract at any time by giving notice to
Group, in order to (a) comply with applicable law, or (b) expand Health Plan’s service
area.

All amendments are deemed accepted by the Group unless the Group gives Health
Plans written notice of non-acceptance at least fifteen (15) days before the effective
date of the amendment and remits all amounts payable related to this Contract,
including Premiums, for the period prior to the amendment effective date. If the Group
rejects the amendment, this Contract will automatically terminate as of the day before
the effective date of the amendment.

VIl. Eligibility and Enroliment of Members
A Eligible Employees include:

1. a bona fide employee of the Group eligible to participate under the terms
of the Health Benefit Plan arranged by the Group;

2. those who satisfy any probationary or Waiting Period requirements
established by the Group or the Health Benefit Plan and who enroll within
31 days of their eligibility date.

B. Special Enroliments

Employees who decline coverage for themselves, or if eligible, their Spouse or
their dependents, for any reason, and later decide that they want coverage will
not be eligible until the next open enroliment period unless, the employee has (1)
creditable health coverage within the meaning of 26 USC § 9801 and (2) has lost
coverage as a result of:

1. termination of employment or eligibility;
2. involuntary termination of the creditable coverage;
3. death of a spouse, or divorce.

Employees who request special enrollment must do so no later than thirty (30)
days after the loss of the other creditable coverage. Special enroliment is
effective on the first day of the calendar month beginning after the date the
completed enrolliment request is received by Health Plans.
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C. Dependents include:

1. employee’s lawful spouse or certified domestic partner (if elected by group
and this contract is amended);

2. For Qualified Plans, be a Member's child who is not yet 26; or

For Grandfathered Plans, be a Member's child who is not yet 26 and who
is not otherwise covered by other employer provided health plan
coverage;

3. Unmarried children over the age of 25, who are chiefly dependent upon
the employee for support due to mental iliness, developmental disability,
mental retardation or physical handicap; with supporting documentation
either from the Judicial system or medical professional.

4. The term child includes natural children, step-children, and children for
whom You have been appointed by the court as permanent legal
guardian, or children who have been legally adopted or are awaiting
finalization of adoption by You.

D. For all HMO and POS products sold to the Group, all eligible employees must
permanently reside or perform more than 50% of their employment duties within
the State of Nevada.

E. All eligible employees must satisfy any probationary or Waiting Period
requirements established by the Group. Once the eligible employee has satisfied
the probationary or Waiting Period requirements, then that employee will be
eligible to enroli for Health Benefit Plan coverage.

F. Group agrees to contribute the same dollar amount toward each class of Eligible
Employees as that under the Group Contract. In no event will the Group make a
premium contribution for any class of Eligible Employees that is less than 50% of
the Single (employee only) premium under the Health Benefit Plan.

(If Group elects on the master application to make a premium contribution of
100% of Single (employee only) premium under the Health Benefit Plan, then all
employees must be enrolled OR present a valid waiver showing coverage
through another Health Benefit Plan./” ©)

G. Any employee or dependent, if eligible, who becomes eligible after the Initial
Enrollment Period, or between Group Enrollment Periods, must enroll within
thirty-one (31) days of a qualifying event, or may not enroll until the next Group
Enroliment Period is held.

H. Group will be credited with Premium payments, made for a non-eligible enrollee,
only after Health Plans is notified in writing and only if the enrollee has not
received covered services during the period in question. In no event will Health
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Plans credit premium overpayment for a non-eligible enroliee for a period of more
than sixty (60) days. In the event that Group overpays Premiums on behalf of a
non-eligible enrollee for a period of more than sixty (60) days, overpayments
beyond the first sixty (60) days will be forfeited to Health Plans and will not be
otherwise reimbursed or credited to the Group.

[. Group agrees to promptly distribute Health Plan’s Health Benefit Plan
documents, such as the Summary of Benefits of Coverage, as well as other
pertinent information to Eligible Employees. Group agrees to notify each Eligible
Employee that Health Plans’ staff is available to answer any questions about the
Health Benefit Plan and will promptly provide additional information about the
Health Benefit Plan during the Initial Enroliment as well as all subsequent Group
Enrollment Periods.

J. Group will allow Health Plans to review and audit payroll and other pertinent
records for the verification of employees’ eligibility. Health Plans agrees to notify
Group in writing at least seven (7) calendar days before conducting an audit.

K. Age Banded Premium Rates are rates Health Plans has determined by the age
of the Eligible Employee or eligible dependents, if eligible. Members move to the
rate corresponding to the appropriate age rate upon renewal.

L. For a group with 4 or more eligible employees, seventy-five percent (75%) of
all

eligible employees must enroll in the group health plan or demonstrate other
creditable coverage. Those eligible employees waiving with creditable coverage
will not be a factor in determining the group participation. For groups with 3 or
fewer eligible employees, one hundred percent (100%) of eligible employees
must enroll or show creditable coverage.

VIIl. Termination of Group Health Benefit Plan Coverage
Termination due to Nonpayment

Only a Member, and his or her enrolled dependents, if eligible, for which Health Plans
has received timely payment of the Group’s agreed upon Premiums are entitled to
Health Benefit Plan coverage under this Contract. If Group fails to promptly remit any
past-due payment for a Member within the thirty (30) day grace period, then Health
Plans may terminate the Member in accord with the “Termination of Coverage” section
of the Health Benefit Plan Document. In addition, the Group remains liable for all
unpaid Premiums for the Member through the termination date.

The Group may be required to continue coverage for an employee or dependent, if
eligible, who has lost eligibility within the Group. The specific option for continuation will
be determined based on the individual employee or dependent, if eligible, at the time of
the qualifying event as detailed in the Health Benefit Plan Document. The Eligible
Employee and his or her dependents, if eligible, will be terminated from coverage under
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the Group Contract according to the Employee Termination Date Rule (as set forth in
Addendum I).

Consolidated Omnibus Budget Reconciliation Act (COBRA) Continuation
Coverage

Health Plans recognizes that most employers must comply with the continuation of
group coverage requirements of federal laws and regulations, which collectively are
commonly referred to as Consolidated Omnibus Budget Reconciliation Act (COBRA)
(hereinafter referred to as “COBRA”). Health Plans acknowledges that employers who
are so affected cannot discharge their legal obligations without Health Plan’s informed
and willing participation in providing the continuation coverage.

Health Plans is therefore committed to the following:

A. Maintaining awareness of continuation coverage requirements of the Internal
Revenue Code, the Employee Retirement Income Security Act of 1974 (ERISA),
the Public Health Service Act, and regulations, which are issued by the
Secretaries of those agencies.

B. Providing continuation coverage to Members upon the request of an employer
when such requests are consistent with the employer’s obligations under the law.

C. Sharing knowledge regarding COBRA with employers as they experience
problems but Health Plans will not give legal advice on these matters.

Members who are hospitalized on the date coverage under this Contract ends, may be
eligible for continuation of coverage. See “Continuation of Coverage” in the Plan
Document.

Termination of this Contract, other than for Nonpayment of Premiums (see “Termination
due to Nonpayment”) or Fraud, shall become effective upon sixty (60) days written
notice to the employer.

If this Contract terminates under its own terms, or is otherwise terminated by either
Health Plans or Group, then the Group shall promptly mail or hand deliver to each
Member covered hereunder, a notice of cancellation of this Contract. The employer
shall, upon request by Health Plans, provide Health Plans a copy of notification sent to
each Eligible Employee, a written statement that the notice of canceliation was sent by
certified mail or hand delivered to each Member, and the date of said mailing or hand
delivery.

IX. Premium Payment

A. Group agrees to remit to Health Plans the Total Monthly Premium on behalf of
each Eligible Employee who has enrolled in the Health Benefit Plan, in
accordance with the Class of Contract and Total Monthly Premium which is
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attached hereto as Schedule of Insurance Rates (Addendum 1). Where
applicable, any contribution required by an Eligible Employee will be collected by
the Group. Only Members for which the Health Plans has received timely
premium payments are entitled to services and supplies.

Total Monthly Premium rates are effective from the Effective Date to Termination
Date.

B. The Total Monthly Premium is billed to Group prior to the first day of the month
for which coverage is provided. Premium payments are due on the first day of
the month for the month in which coverage is provided. Health Plans shall
calculate the charges from current records as to the number of Members
enrolled. Premiums are payable for new Members for the entire month
regardless of the effective date of enroliment or termination.

C. Premium adjustments required as a result of terminations or new hires will be
applied by Health Plans to the Premium Billing subsequent to its receipt of the
necessary forms. Retroactive payment adjustments will be made in subsequent
billing statements for any additions or terminatiocns of Members not reflected in
Health Plan’s records at the time of calculation of Premium charges.

In order for a credit of Premium charges to be applied for terminated members,
Health Plans must receive notification as soon as possible following the date of
the Member’s ineligibility, but in no event later than sixty (60) days following such
date. Health Plans will credit a maximum of sixty (60) days of Premium charges
to the employer for ineligible Members.

It is the sole responsibility of the Group to review the Total Monithly Premium
each month, ensure it accurately reflects any and all Member terminations, and
bring any discrepancies to the attention of Health Plans within sixty (60) days of
the Member’s ineligibility.

Only Members for whom payment is received by Health Plans shall be eligible for
services and benefits hereunder and only for the period covered by such
payment. If any Member covered hereunder is terminated by Health Plans,
prepaid Premiums received on account of the terminated Member or Members
applicable to periods after the effective date of the termination will be credited
back to the employer on the next following billing statement. The Group agrees
that neither Health Plans nor any physician group has any liability or
responsibility under this Contract to any such terminated Member.

In the foregoing instances where a Member is being retroactively terminated by
the group, the effective date of retroactive termination cannot be prior to any date
on which services or supplies were provided to the Member under this Contract.
In such instances the date of termination will be the first day of the calendar
month following the month in which services or supplies were provided, and any
applicable credit of premium charges will be calculated from that date.
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If the employer seeks to retroactively add Members, enroliment forms must be
received by Health Plans as soon as possible following the Member’s eligibility
date, but in no event later than thirty one (31) days following such date. Health
Plans will charge the employer retroactive premiums according to the Member’s
effective date, which will be calculated using rules established by Health Plans
for determining effective dates of retroactive adjustments, but in no event will the
effective date be more than thirty one (31) days prior to when Health Plans
receives the enroliment forms.

D. Group shall submit to Health Plans all enroliment, termination and/or change of
status forms within thirty one (31) days of each event, but in no case shall credits
to remittances be for a premium period (month) of more than sixty (60) days from
the date of the event.

E. In situations that include, but are not limited to those found in Section V, item 6,
Health Plans reserves the right to change the Total Monthly Premium for the
health benefits plan and/or Riders upon sixty (60) days written notice, provided
such changes are in accordance with the provisions set forth in the Evidence of
Coverage.

X. General Provisions
A Acceptance of Contract

Group acknowledges acceptance of this Contract by signing the signature page
and Addendum 1 of this Contract and returning it to Health Plans. If Group does
not return the signature page to Health Plans, Group will be deemed as having
accepted this Contract if Group pays any amount pursuant to the “Premiums”
section.

B. Charter not part of Contract

None of the terms or provisions of Health Plan’s charter, constitution or bylaws
shall form a part of this Contract or be used in the defense of any suit hereunder,
unless the same is set forth in full in this Contract.

C. Interpretation of Contract

The laws of the State of Nevada shall be applied to interpretation of this Contract.
Where applicable, the interpretation of this Contract shall be guided by the direct-
service, group practice nature of Health Plan’s operations as opposed to a fee-
for-service indemnity basis.

D. Renewals of this Contract

Group acknowledges this Contract can be renewed for additional one year terms
after the expiration of the Initial Term, by the execution of a revised Schedule of
Insurance Rates. All of the terms and conditions of this Group Contract, not
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otherwise changed in the revised Schedule of Insurance Rates, shall remain in
full force and effect for one calendar year after the date the revised Schedule of
Insurance Rates is executed.

E. Adoption of Policies

Health Plans may adopt reasonable policies, procedures, rules and
interpretations to promote the orderly and efficient administration of this Group
Contract and the Health Benefit Plan.

F. Group Agent or Broker

Health Plans recognizes that Group may work with an Agent/Broker of Record
who arranges a variety of insurance programs for the Group. Health Plans will
work cooperatively with the Group’s Agent/Broker of Record. The Agent/Broker
of Record must hold the appropriate State of Nevada health insurance license,
and cooperate with Health Plans. The Group agrees to notify Health Plans in
writing of any changes in its Broker of Record.

G. Contract Providers

Health Plans will give Group written notice within a reasonable time of any
termination or breach of contract by, or inability to perform, of any health care
provider that contracts with Health Plans if Group may be materially and
adversely affected thereby.

H. Delegation of Claims review authority

Health Plans is a named fiduciary to review claims under this Contract. Group
delegates to Health Plans the discretion to construe and interpret the terms of the
Plan Document and other disclosure statements as well to determine whether a
Member is eligible for benefits. In making these determinations, Health Plans
has authority to review claims in accordance with the procedures contained in the
Plan Document and herein, and to construe this Contract to determine whether
the Member is entitled to benefits.

l. Member Information

Group will inform enrollees of eligibility requirements for Members and when
coverage becomes effective and terminates.

If Health Plans gives Group any information that is material to Members, Group
will disseminate that information to Members by the next regular communication
to them, but in no event later than thirty (30) days after Group receives the
information. For purposes of this paragraph, “material” means information that a
reasonable person would consider important in determining action to be taken.

J. No Waiver
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Health Plan’s failure to enforce any provision of this Contract will not constitute a
waiver of that or any other provision, or impair Health Plan’s right thereafter to
require Group’s strict performance of any provision.

K. Notices

Notices from Health Plans to Group or from Group to Health Plans must be
mailed to the address indicated on the signature page of this Contract except that
Health Plans and Group may change its notice address by giving written notice to
the other. Notices are deemed given when deposited in a U.S. Postal Service
receptacle for the collection of U.S. mail.

L. Right to Examine Records

Upon reasonable notice, Health Plans may examine Group’s records with
respect to eligibility and payments under this Contract.

M. Successors and Assignees

Benefits and obligations of this Contract are binding on the successors and
permitted assignees of Health Plans and Group.

N. Non-discrimination

Health Plans and the employer hereby agree that no person who is otherwise
eligible for coverage under this Contract shall be refused enrollment nor shall
their coverage be cancelled solely because of race, color, national origin,
ancestry, religion, sex, marital status, age, health status, or physical or mental
handicap.

0. Notice of Certain Events

Health Plans will give the employer written notice, within a reasonable time, of
any termination or breach of Contract, or inability to perform services, by a
Physician Group or contracting provider, if the employer may be materially and
adversely affected thereby.

P. Record Keeping

The employer is responsible for keeping records relating to this Contract. Health
Plans has the right to inspect and audit these records.

Q. Relationship of Parties

Neither Health Plans nor any of its employees are employees or agents of
Hospitals or the Physician Groups.

XIl. Mediation/Arbitration Agreement
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A

Dispute Resolution

1.

Mediation. The parties shall submit any and all disputes relating to this
Agreement to mediation prior to the appointment of any arbitrator. The
mediation will be administered by the American Arbitration Association
(*AAA”) under its Commercial Mediation Procedures. The parties further
agree to cooperate with one another in selecting a mediator and in
promptly scheduling the mediation proceedings. The parties covenant
that they will participate in the mediation in good faith, and that they will
share equally in its costs. All offers, promises, conduct and statements,
whether oral or written, made in the course of the mediation by any of the
parties, their agents, employees, experts and attorneys, and by the
mediator, are confidential, privileged and inadmissible for any purpose,
including impeachment, in any arbitration or other proceeding involving the
parties. This rule of confidentiality and inadmissibility does not apply to
evidence that is otherwise admissible or discoverable. Such evidence
shall not be rendered inadmissible or non-discoverable because it was
used in the mediation. If the dispute is not resolved within 45 days from
the date of the initial submission of the dispute to mediation (or such later
date as the parties may mutually agree in writing), the dispute shall be
submitted to arbitration. The mediation may continue, if the parties so
agree, after the appointment of the arbitrators. Unless otherwise agreed
by the parties, the mediator shall be disqualified from serving as arbitrator
in the case. The pendency of mediation shall not preclude a party from
seeking provisional remedies in aid of the arbitration from a court of
appropriate jurisdiction, and the parties agree not to defend against any
application for provisional relief on the ground that mediation is pending.

Arbitration. The parties agree that any and all disputes, claims or
controversies arising out of or relating to this Agreement shall be
submitted to mediation, and if the matter is not resolved through
mediation, then it shall be submitted to final and binding arbitration. The
arbitration will be administered by the AAA under its Commercial
Arbitration Rules (the “AAA Rules”), and judgment on the award rendered
by the arbitrator(s) may be entered in any court having jurisdiction thereof.
Either party may initiate arbitration with respect to the matters submitted to
mediation by filing a written demand for arbitration at any time following
the initial mediation session or 45 days after the date of filing of the initial
written request for mediation, whichever occurs first. The provisions of
this Clause may be enforced by any court of competent jurisdiction, and
the party seeking enforcement shall be entitled to an award of all costs,
fees and expenses, including attorney’s fees, to be paid by the party
against whom enforcement is ordered.
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Signature Page

When notice is required under this Contract, it shall be sent prepaid, first class US mail
to:

Health Plans: Group:

Sales and Marketing Department Robert L. Crowell

Saint Mary’s Health Plans City of Carson City

1510 Meadow Wood Lane 201 North Carson Street, No. 4
Reno, Nevada 89502 Carson City, Nevada 89701

Specific Authorization Agreeing to Mandatory Mediation and Arbitration Provision

Most customer concerns can be resolved quickly and to the customer’s satisfaction by
calling our Customer Service Department at 1-800-863-7515. In the unlikely event that
Health Plan’s Customer Service Department is unable to resolve a complaint you may
have to your satisfaction (or if Health Plans has not been able to resolve a dispute it has
with you after attempting to do so informally), both you and Health Plans agree to
resolve those disputes through mediation, and if the mediation is not successful,
through binding arbitration or Small Claims Court instead of in courts of general
jurisdiction.

Arbitration is more informal than a lawsuit in Court. Arbitration uses a neutral arbitrator
instead of a judge or jury, allows for more limited discovery than in court, and is subject
to very limited review by courts. Arbitrators can award the same damages and relief
that a court can award. Any arbitration under this Agreement will take place on an
individual basis; Class Arbitrations and Class Actions are not permitted.

Health Plans and you agree to arbitrate all disputes and claims between us. This
Agreement to Arbitrate is intended to be broadly interpreted. It includes, but is not
limited to:

. Claims arising out of or relating to any aspect of the relationship between us,
whether based in contract, tort, statute, fraud, misrepresentation, or any other
legal theory;

. Claims that arose before this or any prior Agreement;

. Claims that are currently the subject of purported class action litigation in

which you are not a member of a certified class; and
. Claims that may arise after the termination of this Agreement.

References to Health Plans includes our respective affiliates, agents, parents,
subsidiaries, employees, predecessors-in-interest, successors and assigns under this
Agreement or prior Agreements between us. Notwithstanding the foregoing, either
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party may bring an individual action in small claims court. This Arbitration Agreement
does not preclude you from bringing issues to the attention of federal, state, or local
agencies, including, for example, the Nevada Division of Insurance. Such agencies, if
the law allows, may seek relief against us on your behalf. You agree that, by entering
into this Agreement, you and Health Plans are each waiving the right to a trial by
jury or to participate in a class action. This Agreement evidences a transaction in
interstate commerce, and thus the Federal Arbitration Act governs the interpretation and
enforcement of this arbitration provision. This arbitration agreement shall survive
termination of this Agreement.

Notice of A Dispute

A party who intends to seek mediation or arbitration must first send to the other, by
certified mail, a written notice of dispute (“Notice”). The Notice to Health Plans should
be addressed as indicated above. The Notice must (a) describe the nature and basis of
the claim or dispute; and (b) set forth the specific relief sought (‘Demand”). If Health
Plans and you do not reach an agreement to resolve the claim within 30 days after the
Notice is received, you or Health Plans may immediately commence a mediation
proceeding. The mediation will be administered by the American Arbitration Association
(*AAA”) under its Commercial Mediation Procedures. If the mediation is not successful,
either party may initiate arbitration with respect to the matter submitted to mediation by
filing a written demand for arbitration at any time following the initial mediation session
or 45 days after the date of filing of the initial written request for mediation, whichever
occurs first. The arbitration will be administered by the AAA under its Commercial
Arbitration Rules (the “AAA Rules”), and judgment on the award rendered by the
arbitrator(s) may be entered in any court having jurisdiction thereof.

Arbitration Procedure and Rules

The arbitrator is bound by the terms of this Agreement. All issues are for the arbitrator
to decide, except that issues relating to the scope and enforceability of the arbitration
provision are for a federal court to decide. Unless Health Plans and you agree
otherwise, any arbitration hearings will take place in Reno, Nevada. |f your claim is for
$10,000 or less, we agree that you may choose whether the arbitration will be
conducted solely on the basis of documents submitted to the arbitrator, through a
telephonic hearing, or by an in-person hearing as established by the AAA Rules. If your
claim exceeds $10,000, the right to a hearing will be determined by the AAA Rules.
Regardiess of the manner in which the arbitration is conducted, the arbitrator shall issue
a reasoned written decision sufficient to explain the essential findings and conclusions
on which the award is based. Except as otherwise provided for herein, Health Plans will
pay all AAA filing, administration, and arbitrator fees for any arbitration if your claim is
less than $10,000 and initiated in accordance with the Notice requirements above. |If,
however, the arbitrator finds that either the substance of your claim or the relief sought
in the Demand is frivolous or brought for an improper purpose (as measured by the
standards set forth in Federal Rule of Civil Procedure 11(b)), then the payment of all
such fees will be governed by the AAA Rules. In such case, you agree to reimburse
Health Plans for all monies previously disbursed by it that are otherwise your obligation
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to pay under the AAA Rules. If you initiate an arbitration in which you seek more than
$10,000 in damages, the payment of these fees will be governed by the AAA Rules.

The right to attorneys’ fees and expenses discussed above supplements any right to
attorneys’ fees and expenses you may have under applicable law. Thus, if you would
be entitled to a larger amount under applicable law, this provision does not preclude the
arbitrator from awarding you that amount. However, you may not recover duplicative
awards of attorneys’ fees or costs. Although under some laws, Health Plans may have
a right to an award of attorneys’ fees and expenses if it prevails in arbitration, Health
Plans agrees that it will not seek such an award.

The arbitrator may award declaratory or injunctive relief only in favor of the individual
party seeking relief and only to the extent necessary to provide relief warranted by that
party’s individual claim.

YOU AND HEALTH PLANS AGREE THAT EACH MAY BRING CLAIMS AGAINST
THE OTHER ONLY IN YOUR ORITS INDIVIDUAL CAPACITY, AND NOT AS A
PLAINTIFF OR CLASS MEMBER IN ANY PURPORTED CLASS OR
REPRESENTATIVE PROCEEDING. FURTHER, UNLESS BOTH YOU AND HEALTH
PLANS AGREE OTHERWISE, THE ARBITRATOR MAY NOT CONSOLIDATE MORE
THAN ONE PERSON’S CLAIMS, AND MAY NOT OTHERWISE PRESIDE OVER ANY
FORM OF A REPRESENTATIVE OR CLASS PROCEEDING. IF THIS SPECIFIC
PROVISION IS FOUND TO BE UNENFORCEABLE, THEN THE ENTIRETY OF THIS
ARBITRATION PROVISION SHALL BE NULL AND VOID.

Notwithstanding any provision in this Agreement to the contrary, we agree that if Health
Plans makes any future changes to this arbitration provision (other than a change to the
Notice Address) during the term of this Agreement, you may reject any such change by
sending us written notice within 30 days of the change to the Notice Address provided
above. By rejecting any future change, you are agreeing that you will arbitrate any
dispute between us in accordance with the language of this provision.

For Saint Mary’s Health Plans: For Group: City of Carson City
D
Name. vave unais Name: Robert L. Crowell
Title: Vice President and CFO Title: Mayor

Date
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Medical Plan - Addendum 1

Saint Mary’s Health Plans
Schedule of Insurance Rates

City of Carson City

This Schedule of Insurance Rates Addendum dated July 1, 2014 to the Group Contract is
hereby entered into by and between Saint Mary’s Health Plans and City of Carson City.
All of the terms of the Group Contract, not otherwise changed in this Schedule of
Insurance Rates, shall remain in full force and effect for the period of one calendar year
upon execution of this Addendum.

1. Products:
a. 1500 HMO 1540 1500 POS 1030/2040 HC033
b. Rx $15/40/60D
C. Vision: None
d. Domestic Partnership:  Yes
2. Term of the Contract:
a. Effective Date: July 1, 2014
b. Termination date:  June 30, 2015
3. Termination of the Contract:

a. Anniversary Date: July 1, 2015
4. Waiting Period:
a. The Probationary or Waiting Period Requirements:
First of month following Ninety (90) days of employment

Rehires: no waiting period for any employee laid off and rehired within a
year.

5. Employee Termination Date Rule:

a. An employee and their dependents will be terminated off the group plan on
the last day of the month folliowing termination of employment.

6. Premium Payment:
a. Total Monthly Premium:
1500 HMO 1540 Medical Total Monthly
Tier & Rx Vision Premium
Employee $497.16 $0.00 $497.16
Employee & Spouse $1,019.30 $0.00 $1,019.30
Employee & Child(ren) $953.93 $0.00 $953.93
Employee & Family $1,557.92 $0.00 $1,557.92
Medical Total Monthly
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Tier: Retiree
Single without Medicare
Single with Medicare
Retiree & Spouse w/o Medicare
Retiree & Spouse both w/ Medicare
Retiree & Spouse one w/ Medicare
Retiree & Child(ren) w/o Medicare
Retiree & Child(ren) w/ Medicare
Retiree & Family w/o Medicare
Retiree & Family two with Medicare

Retiree & Family one with Medicare

1500 POS 1030/2040
Tier

Employee

Employee & Spouse

Employee & Child(ren)

Employee & Family

Tier: Retiree
Single without Medicare
Single with Medicare
Retiree & Spouse w/o Medicare
Retiree & Spouse both w/ Medicare
Retiree & Spouse one w/ Medicare
Retiree & Child(ren) w/o Medicare
Retiree & Child(ren) w/ Medicare
Retiree & Family w/o Medicare
Retiree & Family two with Medicare

Retiree & Family one with Medicare

HC033

Tier: Retiree
Single without Medicare
Single with Medicare
Retiree & Spouse w/o Medicare
Retiree & Spouse both w/ Medicare
Retiree & Spouse one w/ Medicare
Retiree & Child(ren) w/o Medicare
Retiree & Child(ren) w/ Medicare
Retiree & Family w/o Medicare
Retiree & Family two with Medicare
Retiree & Family one with Medicare

&Rx
$497.16
$365.53

$1,019.30
$775.70
$916.34
$953.42
$945.69

$1,561.43
$946.13
$1,099.34

Medical
& Rx
$557.08
$1,142.09
$1,068.90
$1,745.65

Medical
& Rx

$557.08
$405.35
$1,142.10
$861.26
$1,023.47
$1,068.38
$1,058.94
$1,749.17
$1,040.38
$1,217.35

Medical
& Rx
$700.99
$501.05
$1,437.15
$1,066.83
$1,280.85
$1,344.57
$1,331.09
$2,200.22
$1,266.84
$1,500.89

Vision
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00

Vision
$0.00
$0.00
$0.00
$0.00

Vision
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00

Vision
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00

Premium
$497.16
$365.53

$1,019.30
$775.70
$916.34
$953.42
$945.69

$1,561.43
$946.13
$1,099.34

Total Monthly
Premium
$557.08
$1,142.09
$1,068.90
$1,745.65

Total Monthly
Premium
$557.08
$405.35
$1,142.10
$861.26
$1,023.47
$1,068.38
$1,058.94
$1,749.17
$1,040.38
$1,217.35

Total Monthly
Premium
$700.99
$501.05
$1,437.15
$1,066.83
$1,280.85
$1,344.57
$1,331.09
$2,200.22
$1,266.84
$1,500.89

are only applicable when dependents are made eligible by the group.
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a. Effective Month:
b. Effective Day:
c Effective Year:
d

Termination date:

7. General Provisions:

a. Broker of Record:

For Saint Mary’s Health Plans:

Dtz

Name: wave unais
Title: Vice President and CFO
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July

1

2014

June 30, 2015

None

For Group: City of Carson City

Name: Robert L. Crowell
Title: Mayor

Date
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Dental Plan - Addendum 2

Saint Mary’s Health Plans
Schedule of Dental Insurance Rates

City of Carson City

This Schedule of Dental Insurance Rates Addendum dated July 1, 2014 to the Group
Contract is hereby entered into by and between Saint Mary’s Health Plans and City of
Carson City. All of the terms of the Group Contract, not otherwise changed in this
Schedule of Dental Insurance Rates, shall remain in full force and effect for the period
of one calendar year upon execution of this Addendum.

1. Products:

a. Dental:  City of Carson PPO Dental Plan
b. Contributory:

i. Page 7, Section VI, Item L, does not apply to the dental program;
ii. The following participation requirements shall apply to the contributory
dental program:

e 100 percent participation is required for groups with five or less full-
time eligible employees; a 75 percent participation requirement,
with a minimum of five enrolled, is required for groups with six or
more full time eligible employees.

C. Voluntary:

i. Page 7, Section VI, Item L, does not apply to the dental program;
ii. The following participation requirements shall apply to the voluntary
dental program:

¢ Voluntary dental plans require a minimum of three employees
enrolled or 25 percent participation of the eligible full-time
employees, whichever is greater.

d. Domestic Partnership: Yes
2. Term of the Contract:
a. Effective Date: July 1, 2014
b. Termination date:  June 30, 2015
3. Termination of the Contract:

a. Anniversary Date: July 1, 2015
4. Waiting Period:
a. The Probationary or Waiting Period Requirements:
First of month following Ninety (90) days of employment
Rehires: no waiting period for any employee laid off and rehired within a

year.
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5. Employee Termination Date Rule:

a. An employee and their dependents will be terminated off the group plan on

the last day of the month following termination of employment.

6. Total Monthly Dental Premium Payment:

Tier Dental

Employee $51.38

Employee & Spouse $72.26

Employee & Child(ren) $91.38
Employee & Family $112.26
Tier: Retiree Dental

Single without Medicare $51.38
Single with Medicare $51.38
Retiree & Spouse w/o Medicare $72.26
Retiree & Spouse both w/ Medicare $72.26
Retiree & Spouse one w/ Medicare $72.26
Retiree & Child(ren) w/o Medicare $91.38
Retiree & Child(ren) w/ Medicare $91.38
Retiree & Family w/o Medicare $112.26

Retiree & Family two with Medicare $112.26
Retiree & Family one with Medicare ~ $112.26

a. Effective Month: July

b. Effective Day: 1

C. Effective Year: 2014

d. Termination date: June 30, 2015
7. General Provisions:

a. Broker of Record: None

For Saint Mary’s Health Plans:

Name: vave unaiis
Title: Vice President and CFO

ForM#: SMHF-129277341
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For Group: City of Carson City

Name: Robert L. Crowell
Title: Mayor

Date
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Retiree - Addendum 3

Saint Mary’s Health Plans

City of Carson City

This Addendum dated July 1, 2014 to the Group Contract is hereby entered into by and
between Saint Mary’s Health Plans and City of Carson City. All of the terms of the Group
Contract, not otherwise changed in this amendment, shall remain in full force and effect
for the period of one calendar year upon execution of this Addendum.

1. Term of the Contract:

a. Effective Date: July 1, 2014

b. Termination date: June 30, 2015
2. Termination of the Contract:

a. Anniversary Date: July 1, 2015

3. Additional Retiree Language:

Retiree Group Health coverage is provided in accordance with the group Retirement Policy.

a. Effective Month:

b. Effective Day:

C. Effective Year:

d. Termination date:
4, General Provisions:

a. Broker of Record:

For Saint Mary’s Health Plans:

e peil

Name: Dave Challis
Title: Vice President and CFO
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July

1

2014

June 30, 2015

None

For Group: City of Carson City

Name: Robert L. Crowell
Title: Mayor

Date

1 GRP0004227
T



MULTI-YEAR PRICING - ADDENDUM 4

Saint Mary's Preferred Health Insurance Company, Inc. Group Contract
City of Carson City

In accordance with Article VI of the Contract executed by and between Saint Mary's
Preferred Health Insurance Company, Inc. (hereinafter referred to as "SMPHIC") and City of
Carson City ("Group"), on July 11,2011, the parties mutually agree to amend the Contract as
follows:

1. Term of Contract.
Section IV ofthe Group Contract is amended to state:

This Contract becomes effective on July 1, 2011 at 12:00 a.m. Pacific Time and
will remain in effect for a term of (seventy-two) 72 consecutive calendar months,
until June 30, 2017 (the "Termination Date") unless earlier terminated pursuant to
the Termination of Contract section (below). Except as expressly provided
otherwise in any COC document(s) incorporated into this Contract by reference,
all rights to benefits under this Contract expire and will have no further force or
effect as of 11:59 p.m. as of the Termination Date.

2. Termination of Contract
Section V of the Group Contract is hereby amended to state:

The Group and SMPHIC have agreed to a six (6) year contract with annual
pricing adjustments as specified below. SMPHIC and/or Group may only
terminate this Contract for good cause on or before June 30, 2017 at 11:59 p.m.
(the "Termination Date") as set forth below:

In the event the Contract is terminated for Good Cause (described below),
SMPHIC will provide the Group with an acknowledgment in the Form of a
Written Notice of Contract Termination ("Notice"). Promptly upon receipt ofthe
Notice, Group will mail via First Class U.S. Mail to each Member a legible copy
of the notice. Group agrees to provide SMPHIC with written proof of that
mailing and of the date thereof. If the terms of this Contract are altered by
consent of both parties, the parties agree no resulting reduction in coverage or
benefits will adversely affect a member who is confined to a hospital at the time
of such change.

Good Cause for Contract termination by Group shall mean:

1. Significant change in the SMPHIC provider network
Should SMPHIC experience a decrease of thirty percent (30%) or more in
the number of physicians available in the SMPHIC network in the Carson
City, Minden, Gardnerville and Dayton areas combined, the Group may

terminate this Contract upon sixty (60) days prior written notice to
SMPHIC.
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Fraud, Noncompliance or intentionally furnishing incorrect or
incomplete information

Group may terminate this Contract upon fifteen (15) days prior written
notice to SMPHIC if:

A. SMPHIC knowing fails to provide services as specified in the
provisions of the COC, or

B. SMPHIC has performed an act that constitutes fraud or knowingly
furnishes Group with materially false information.

Good Cause for termination by SMPHIC shall include:

1.

Non Payment

Failure of Group to pay the premium for this Contract when due or within
the thirty (30) day grace period. If a Premium is not paid by the end of the
grace period, SMPHIC may terminate the contract of insurance
retroactively to the end of the day preceding the grace period.

Cancellation will not be effective until at least ten (10) days after SMPIDC
has delivered or mailed written notice to the group.

Material Breach of COC requirements

For any material breach of the terms detailed in the COC, upon sixty (60)
days notice to Group.

Fraud, Noncompliance or intentionally furnishing incorrect or
incomplete information

SMPHIC may terminate this Contract upon fifteen (15) days prior written
notice to Group if:

A. Group fails to comply with its material obligations under this
Contract (including but not limited to its obligations under the
"Eligibility and Enrollment" section of this Contract), or

B. Knowing failure by the employer to abide by and enforce the
conditions of enroliment of Members as set forth in the "Eligibility
and Enrollment" provisions of the COC and the Employer
Application, or

C. Has performed an act that constitutes fraud or misrepresents or
intentionally furnishes incorrect or incomplete material
information (including but not limited to the employees covered
under the plan or other information regarding eligibility for
coverage under the plan).
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Failure to meet Participation and Contribution requirements
Failure of the employer to maintain minimum subscription charge
contribution requirements or minimum participatory requirements or as
stated in the group requirements set forth in the Master Application (see
Section VII, item K of this contract).

Group will allow SMPHIC to review and audit payroll and other pertinent
records for the verification of eligibility of employees as stated in
contributions or group requirements. SMPHIC will make written and
verbal request to Group and conduct all such reviews during regular
business hour .

Group agrees to pay SMPHIC a minimum of 50% of the insurance
premium for all Group employees.

Discontinuance of a product or all products within a market

SMPHIC may terminate a particular product or all products offered in a
small or large group market, if it discontinues offering insurance in the
geographic area of the state where the employer is located. SMPHIC may
also discontinue the issuance and renewal of coverage to a small employer
if the Nevada Insurance Commissioner finds that the continuation of
coverage would not be in the best interest of the policyholders or
certificate holders or would impair the ability of the carrier to meet its
contractual obligations. If the Commissioner makes such a finding, the
Commissioner shall assist the affected small employers in finding
replacement coverage. SMPHIC may also discontinue products offered to
small employers if the Nevada Insurance Commissioner finds that the
form of the product offered by SMPHIC is obsolete and is being replaced
with comparable coverage. SMPHIC will notify the Commissioner and
the Chief Regulatory Officer for insurance in each state in which it is
licensed of its decision to discontinue the issuance or renewal of a product
at least sixty (60) days before SMPHIC notifies the affected small
employers. SMPHIC will notify affected employers at least one hundred
eighty (180) days before the date on which it will discontinue offering the
product and it will offer each affected small employer the option to
purchase any other health benefit plan currently offered by it to small
employers in Nevada. In exercising its option to discontinue the product
and in offering the option to purchase other coverage, SMPHIC will act
uniformly without regard to the claims experience of the affected small
employers or any health status-related factor relating to any participant or
beneficiary covered by the discontinued product or any new beneficiary
who may become eligible for such coverage. SMPHIC will comply with
the requirements ofNRS 689C.310-.320 and NRS 689B.560 if it decides
to discontinue providing insurance in a geographic area or discontinue
products to the small employer market.



6.

A Material change in the nature of the Employer's Business Affecting
Underwriting
An annual change of thirty percent (30%) or more in the number of
eligible employees which would materially change underwriting for
the Group.
Other significant changes in the composition or status of the
employer's business.

3. Pricing.

The pricing for the July 1,2011 to June 30, 2012 period will be as specified in the
Group Contract. After the initial year of the contract, the pricing for the five subsequent years
of the contract period will be determined as follows:

Year 1:

Year2:

SFI-582158vl

The July 1, 2012 rate adjustment will be capped according to the table below
based on the 12-month Combined Medical and Rx Loss Ratio as calculated as
a part of Saint Mary's Health Plan's normal underwriting process. The
Combined Medical Loss Ratio will be calculated on an incurred basis in
January 2012 with claims experience from December 1, 2010 through
November 30, 2011. The Combined Medical Loss Ratio will include Saint
Mary's standard completion factors to estimate completed claims for the [2-
month period and the standard capitation charges.

Maximum
Loss Ratio Increase
<74.99% 2.00%
75.00%- 79.99% 4.00%
80.00%- 84.99% 6.00%
85.00%- 89.99% 9.00%
90.00%-94.99% 12.00%
>95.00% (See Note 1)

The July 1, 2013 rate adjustment will be capped according to the table
below based on the [2-month Combined Medical and Rx Loss Ratio as
calculated as a part of Saint Mary's Health Plan's normal underwriting
process. The Combined Medical Loss Ratio will be calculated on an
incurred basis in January 2013 with claims experience from December 1,
2011 through November 30, 2012. The Combined Medical Loss Ratio
will include Saint Mary's standard completion factors to estimate
completed claims for the 12-month period and the standard capitation
charges.



Year3:

Year4:
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Maximum

Loss Ratio Increase

< 74.99% 2.00%
75.00%- 79.99% 4.00%
80.00% - 84.99% 6.00%
85.00%-89.99% 9.00%
90.00%-94.99% 12.00%

>95.00% (See Note 1)

The July 1, 2014 rate adjustment will be capped according to the table
below based on the 12-month Combined Medical and Rx Loss Ratio as
calculated as a part of Saint Mary's Health Plan's normal underwriting
process. The Combined Medical Loss Ratio will be calculated on an
incurred basis in January 2014 with claims experience from December 1,
2012 through November 30, 2013. The Combined Medical Loss Ratio
will include Saint Mary's standard completion factors to estimate
completed claims for the 12-month period and the standard capitation
charges.

Maximum
Loss Ratio Increase
<74 99% 2.00%
75.00%- 79.99% 4.00%
80.00% - 84.99% 6.00%
85.00%- 89.99% 9.00%
90.00%-94.99% 12.00%
> 95.00% (See Note 1)

The July 1, 2015 rate adjustment will be capped according to the table
below based on the 12-month Combined Medical and Rx Loss Ratio as
calculated as a part of Saint Mary's Health Plan's normal underwriting
process. The Combined Medical Loss Ratio will be calculated on an
incurred basis in January 2015 with claims experience from December 1,
2013 through November 30, 2014. The Combined Medical Loss Ratio
will include Saint Mary's standard completion factors to estimate
completed claims for the 12-month period and the standard capitation
charges.



YearS:

Note 1:
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Maximum

Loss Ratio Increase

<74.99% 2.00%
75.00%-79.99% 4.00%
80.00% - 84.99% 6.00%
85.00%- 89.99% 9.00%
90.00% - 94.99% 12.00%

>95.00% (See Note 1)

The July 1, 2016 rate adjustment will be capped according to the table
below based on the 12-month Combined Medical and Rx Loss Ratio as
calculated as a part of Saint Mary's Health Plan's normal underwriting
process. The Combined Medical Loss Ratio will be calculated on an
incurred basis in January 2016 with claims experience from December 1,
2014 through November 30, 2015. The Combined Medical Loss Ratio
will include Saint Mary's standard completion factors to estimate
completed claims for the 12-month period and the standard capitation
charges.

Maximum

Loss Ratio Increase

<74.99% 2.00%
75.00%- 79.99% 4.00%
80.00% - 84.99% 6.00%
85.00%- 89.99% 9.00%
90.00% - 94.99% 12.00%

>95.00% (See Note 1)

For any Loss Ratio greater than 95%, the parties will negotiate in good
faith to determine a mutually agreeable increase. 1f a mutually agreeable
increase cannot be reached, then the parties may terminate the agreement.
If Saint Mary's Health Plan unilaterally agrees to an increase of 12.0% or
less when the Loss Ratio is greater than 95%, then this five year
arrangement remains intact.



4, Confidentiality.

As part of the consideration for SMPHIC to enter into this Agreement, Group
agrees that it shall not use, or divulge to anyone, SMPHIC's trade secrets. A trade secret
means information, including, but not limited to, programs, methods, techniques and
processes, that has independent economic value from not being generally known to either
the public or to other persons who can obtain economic value from its disclosure or use.
Example of SMPHIC's trade secrets include, but are not limited to, actual and potential
membership lists, fee schedules, billing rates, compiled information concerning its
beneficiaries, key provider agreements, and administrative manuals. This paragraph does
not apply to information that is already in the public domain or that has been made
available to the public by SMPHIC.

For Saint Mary's Preferred Health Insurance Company, Inc.:  For Group: City of Carson City

Name: Dave Challis Name: Robert L. Crowell

Title: Vice President and CFO Title: Mayor

Date: 6/28/11
Date: 7/8/11

SF1-582158v]



SELF-BILL - ADDENDUM 5
TO GROUP CONTRACTS

Whereas, Saint Mary’s Preferred Health Insurance Company, Inc. and Saint Mary’s
Health First (“Health Plan”) and City of Carson City (“Group”) have entered into a Group
Contract effective on July 1, 2011.

Whereas, Health Plan and Group desire to make the premium billing and payment

. process more efficient and user friendly by permitting the use of Self-Billing;

.1 Whereas, in accordance with Article VI, and pursuant to a mutual agreement between
ithe undersigned parties to the Group Contract, the Group Contract is hereby amended as follows

to permit Group to make its premium payments:

Article IX titled “Premium Payment” is supplemented with the
following Section IX(F), titled “Self-Billing Reports” which

provides as follows:

1. .. Self-Billing Reports — As of October 1, 2011, Group hereby agrees to submit

premium payments to Health Plan, in accordance with the provisions stated below.

2. Self-Billing Report Format Requirements — The Self-Billing Report Format

shall provide the following information:

(a) Each Member’s identification number assigned by the Health Plan; newly
enrollcd members may be initially posted without their I.D. number until it is assigned.

() Each Member’s last name/first name
(c) Group’s Group identification number (not the Plan number) and

(d)  The dollar amount of premium being remitted for each identified Member.

SF:296814.2 Rev



3. Multiple Group Identification Numbers If there are multiple Group
identification numbers used by Group, Group shall separate the information described in Item 3

by unique Group identification numbers.

4. Changes to Self-Billing Reporting Format — Saint Mary’s may in its sole
. discretion, change the Reporting format requirements, described in Item 3 above, by providing

Group with 60-days’ advance written notice.

5. Attestation Each month Group will submit their Self-Billing Report and it shall
be acknowledged by HealtliPlan and Group as a declaration and attestation by Group that all
employees listed on the Self-Billing Report have been properly enrolled for the month being
reported. Any prospective change in the amount of an Eligible Employee’s premium, due to a

.change in status, requires Group to timely file an appropriate change form with Health Plan.

6. Premium Adjustments Group agrees that any premium adjustments required
. as the result of the termination of employment of employees or the hiring of new employees not
_previously shown on a Self-Billing Report shall be made by Group within the time frame
described in the Group Contract.

7. When Employee Coverage Ends Group agrees that an Eligible Employee’s
coverage shall end as of the last day of the month immediately preceding the Self-Billing Report
which no longer shows the Eligible Employee as an Eligible Employee for coverage, unless a

.Termination Date is indicated during a reporting month on a Self-Billing report submitted by

Group.

8. Employees Not Listed Are Not Covered Group agrees that any Eligible
Employee not listed on the Self-Billing Report certifies to Health Plan that the Employee is no
longer eligible for coverage. No other formal notice terminating an Eligible Employee’s

coverage is required.

SF:296814.2 Rev



9. Due Date For Self-Billing Report Group’s Self-Billing Report shall be due
(that is communicated to Health Plan) on the first day of each calendar month for which
coverage is provided. In no event shall the Self-Billing Report be provided to Health Plan later
.than the 10th day of a.calendar month. Premium Payments are due as of the first day of each

calendar month for which coverage is provided.

10. Timely Payment of Premiums Group agrees to remit to Health Plan on the due
date the total monthly premium owed on behalf of each Eligible Employee who is shown as an

enrolled member of the Group Contract, in accordance with the terms of the Group Contract.

11. Unilateral Right To Terminate This Addendum Group agrees that Health
. Plan has-the unilateral right to terminate this Addendum to the Group Contract upon delivery of

written notice of termination to Group.

12. Supporting Documents Group agrees that upon the request of Health Plan,

supporting documentation shall be provided to buttress its Eligible Employee representations.

13. Record Retention Group agrees to retain written records supporting the
.- information contained in the Self-Billin?; Reports for two calendar years after the date of the

submission of each monthly Self-Billing Report.

.14... Rejection of Self-Billing Reports Group understands that Health Plan may
reject an entire Self-Billing Report at any time for failing to comply with any of the requirements
set forth above. Group agrees that a rejected Sel f-Bi]ling—Repon will be corrected and
resubmitted to Health Plan no later than five (5) business days after it receives notice that a Self-

Billing Report has been rejected.

15. Voluntary Agreement Group agrees that its participation in the Self-Billing
Report program is completely voluntary and that it will continue to comply with all of the other
terms of the Group Contract.

SF:296814.2 Rev



Agreed and Accepted

For Saint Mary’s Preferred Health Insurance
Company, Inc.

._W
Name: Dave Challis

Title: Vice President and CFO

Date: f/ 2;///

SF:296814.2 Rev

For Group: City of Carson City

rt I.. Crowell
Title: Mayor
Date: g -§-1 }
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*Carson City participates in worker’s compensation and PERS. All employees have worker’s
compensation coverage. All full-time employees participate in PERS.

*The Carson Water Subconservancy District and the Carson City Convention and Visitor’'s Bureau may
allow part-time employees to participate in the group health program.



celerred Health Insurance Company
Group Master Application — Preferred PPO
Attachment A to the Group Enroliment Agreement

This information produces your group contract and rates; therefore, it is imperative you complete this information form accurately
and return it in a prompt manner.

Company’s Legal Name Carson City, Nevada

Street Address 201 N. Carson St., Suite 4

Mailing Address (if different than above)

City Carson City State NV Zip Code 89701 Email Address Mbruketta@carson.org

Telephone Number (775 ) 283-7088 Fax Number (775 ) 887-2067

State/Province/Jurisdiction (where Corporate Headquarter is located) Nevada

Are other divisions, subsidiaries, or affiliates covered under this plan? [J No [ Yes
Carsen Water Subconservancy District & Carson City Convention & Visitors Bureau Local Government Agencies

Relationship

If yes, Name

Location  Garson City/Douglas County, NV Nature of Business Government

Contact person for company’s employee benefits Melenie Bruketta Title HR Director

Type of Organization (please check one)

[T Paninership [] Sole Proprietorship[J Corporation (C & S) [J Trust [] Asscciation @ Government segment [] New business (6 weeks)
(71 Non-profit Organization [J LLC []J Other (please specify)
Nature of business (please specify) government Standard Industrial Code(SIC) ___

FEIN ¢ 88-6000188

Does the company participate in @ Worker’'s Comp/PERS Program? [JNo [@ Yes - Attach list of non-covered employees.

Description of eligible employees:
[® Al full-time employees [ Other (please specify) see attached

Total number of full time employees: 5\5 S . COBRA participants enrolling: 3

Employees waiving without other coverage: _f Employees on other compané> onsored plans: Zﬁ
Employees waiving with other coyerage: Total eligible employees: .

Employees in waiting period: Total employees enrolling: § ;r&)

Name of alternate plan sponsored by you: N/A

Are any employees excluded? [ No O Yes If yes, describe

For Smali Groups (2-50) the mandatory minimum hourly requirement for offering health benefits is 30 hours per week.
For Large Groups (51 or greater) piease indicate minimum hourly requirements for full time employment 2 (Ceson Gty employees) hours per week
Nevada Small Employer: Did your firm employ between 2 to 50 employees during at least one half of the preceding year?[ONo [JYes

Waiting Period Present employees: Are all current employees covered as of the effective date? No Yes
If no, do they have the same waiting period as future hires? O No O Yes
Future employees: @ No waiting period OR First of the month following 20 days (s) of employment
[J Other

(specify here if multipie employee classes have different waiting periods)

Terminations: Coverage terminates for employee(s) [ Last day worked [@) Last day of the month

Rehire Policy: @) No Waiting Period OR First of the month following days(s) of employment
[OOther

Leave of Absence Policy: [l No Waiting Period OR First of the month following days(s) of employment
[J Other B -

A
Does company file 6500 Form? If yes, when does plan year end? f\lo

Prior Pian information
Does this plan replace other group coverage? [J No [l Yes’_bQ\\ArC\\
If yes, attach a copy of the prior plan’'s most recent premium billing statement and complete the following:

Fom # GroupApp (0210}

Approval Daiz. 03/30/10

Dsstribuucn Date 03730/10 1510 Meadow Wood Lane, Reno, Nevada 89502-8503 (776) 770-6065
www.saintmaryshealthplans.com



Name Effective Date Termination Date
Medical Carrier:

Dental Carrier 1 ne Standard - -V lo-3O0 R,

Vision Carrier:

Contributions (please check one) Are you paying at least 50% of the lowest plan? [ONo  [@Yes
- - ~ REQUESTED PLAN(S) T
[ Medical RX | Dentalplan N Vision plan

L ISTS PINOISOS. 01 Plan 1 O Yes
|2 <UD PO 1030, A0YO 0 Plan 2 O No

- (3 Plan3 ,
| 3'——-—— A—}j——}k’ SIS [0 None (’)\‘(\j Q*F Qx\x&m PO -D(J\A&C&Z
a0 - | Domestic Partner: 0 No ,Z\/Yes ’P\Q\f\

| 5 | Section 125 (Flex Spending Account): [] No [ Yes

Association {if Applicable): ‘

L

Requested effective date for plan: 7-1-13 Requested anniversary date for plan: July 1st

Representative (broker/agent): N/A
Appointed: (1 No (] Yes

I have conspicuously posted or distributed 10 all employees the “THE NOTICE OF A CHANGE IN GROUP COVERAGE™ at least 15 days prior to
the requested cffective date in such a way to ensure all modifications have been posted or distributed on the group heaith plan.

1. undersigned. understand and agree this application is for the health care coverage offered by Saint Mary's Preferred Health Insurance Conipany,
and will form a part of any contract issued in reliance upon it; and acceptance of the group for coverage and final rates are based upon the above
information and the census of aclual enrollees; and any maleria) misrepresentation therein. whether intentional or unintentional, will permit Saint
Mary's Preferred Health Insurance Company, to terminate such coverage, | acknowledge my Representative has explained the coverage’s,
limitations. and exclusions. and other details of the coverage applied for; and [ have read and understand the Nevada Statutory Disclosures. 1
understand and aprec it is my responsibitity to offer coverage 10 all eligible cmployees and their dependents; and 1 will provide to Saint Mary’s
Preferred Health Insurance Company. an cnrollment form or a waiver of coverage formn signed by each employec within 31 days of his/her eligibility
date; and collect any employee contribution{s) toward premium. 1 undcrstand and agree my group musl maintain a minimum participation and
contribution level for the coverage.

1t 3s also understood any existing coverage presently being provided to employees should not be cancelled until written approval of this application
has been received. A one-month deposit is being submitted, to be held without obligation until this application is approved. If the application is
approved, the deposit will be applied to the first month’s premium under the policy. 1f coverage does not become effective, the deposit will be
refunded.

Mediation before Litigation

Group and Preferred Health Insurance Company, agree to first mediate prior to resor! to the courts, the disputes described below pursuant to the
procedures set forth herein. Group understands that each member/enrollec may decline to participate in Mediation, and that by agreeing to mediate
disputes relating to the Evidence of Coverage, the Health Plan or health care services provided by Preferred Health Insurance Company, the
member/enrollee has not forgone their right to resolve any such dispute in a court of law or equity. Group agrees that any claim Group may assert for
alleged violation of any duty to a Member arising out of this Contract, including any claim for medical or hospital malpractice, for premises liability,
or relating to the coverage for, or defivery of] services or items pursuant to this Contract, irrespective of legal theory, shall be resolved by first
submitting the dispute to mediation which shall be conducted by JAMS/Endispute (916) 921-5300. In the event the dispute is not resolved through
mediation, the dispute shall be resolved in a court of law or equity.

Signed at CC\‘A‘?\QM\ QJ‘\‘_‘Q&L AV on the '&1*3 day of —;I\,\\'\QA. . %\1 (year)
Y

Signature: - ’\’Ubs\@m SO Title: ﬁH FIDwe L ﬁ\ﬁ

(signature of authorized company officer)

Printed Name: __ NAAGIWE | ’_K AAY YA

Form # GroupApp {02/10)

Anproval Dale. 03/20/10

Distnbusion Date: Q30/10 1510 Meadow Wood Lane, Reno, Nevada 89602-8503 (775) 7706065
www.saintmaryshealthplans.com
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*Carson City participates in worker’s compensation and PERS. All employees have worker’s
compensation coverage. All full-time employees participate in PERS.

*The Carson Water Subconservancy District and the Carson City Convention and Visitor's Bureau may
allow part-time employees to participate in the group health program.



CARSON CITY
2014 Renewa!

. OH CARSON / Rx $15/40/60 |\ Combined | PPACA Fees and Taxes Final Combined
Current New Current New Ininiciunl Heatlih Additonal Total Final New
Fow Ter Rate Rate Rate Rate PCORI Reinsurance Insurance Additional State PPACA Fens Rale w/
Enrofment | Members L Fee Fee Tax Commission | Premiym Tax | and Tawes PPACA Fees
Employes 203 ) 163,23 | '§ 15] 76 : iy s 4R1L76 $ 02118 1915 [REAE - 3 0263 1540 ] 4970
Employee pius Spouse 58 116 o972 96771 | 945 12 957 71 aax ] 1064 [ = ] 3 101930
Employee phs Chid(ren) 83 235 SHE R 92447 | $X5 2 Y417 0.0 v o6 18.69 - 5 2 56 95193
Employee plus Famiy 103 426 1451 58 1.509.64 145158 1,509 64 0.66 1626 2053 - 4% 28 | 557y
Total] 447 980 $173. 404 SI8T.300) 401, SIN7.300, S16Y, <4172 378V 0] $12 188 £35S
Annual 5,364 11,760 34,468 851 84,647 605 34,468.85¢ $4.647 605 $2.025 $50.066 393.983 20 8148617 $4,796.222
pmpm $380.00 $3v3.20 S380 00 RRCAR] 017 26 L7 = 31264 40784
Retiree - OH CARSON / Rx $15/40/60 Combined PPACA Fees and Taxes Final Combined
Current New Current New Ingirvidual Heaith Adtdifnal Total Final New
Retiree Rate Rate Rate Hate PCORI Rangurancn insurance Additenal State PPACA Fees Rate w/
Enroliment | Members 1 Fee Fee Tax Commzsion | Premium Tax | and Taves PPACA Fees
Single without Medicare 22 2 $ 46323 [S 81.76 S 46323 | € R1.76 3 02ls 50918 974 [ § - S 026 )% 15.40 3 49716
Single with Medicare i4 14 REVAL] 35275 318 \S2TE 0.2 S.19 116 - 033 16533
Refiree & Spouse without Medicare 12 w72 987.71 949.72 9877) 0.43 10.64 1298 ~ .54 2 1.014 %)
Retiree & Spouse. both with Medcare 4 72016 74897 72016 TR U7 043 10.64 1520 - 0.46 W3 TS
Retiree 8 Spouse. ona with Medicare 4 §52.69 £86.50 RS2 69 146,80 0.43 1nal 17496 - 051 954 915 34
Retiree & Child|ien) without Medicare ) 2 888 33 RARE'Y] B8 35 YITRY 0.40 993 18.68 051 29 54 03342
Retvee & Childien) with Medicare [0} o 8K | 0 New| | SK) 6 dih i 0.0 993 1553 - NSl 2039 91569
Ratres & Family without Mercare ] 7 R 151303 asisal sisos]| o 066 1631 W C 083 ) a0 156147
Retiree & Family. two with Medicare 1 4 Y7501 910.00 8750 G104 1) 66 16.31 1H 54 062 3601 91613
[Retiree & Family, ane with Medicaro [} (1] 1.019.38 [N i TR IR 0 6h 16 30 [ - 067 20.18 109934
Total| 53 75 $31.306 132,55 $11, 306 R32 458 216 S84 L5 ) SIR 31077 L 311618
Annual 636 990 §375,669 $390.696 $375.669 3390.696 3186 $4.608 §7.909 $0 s221 $12.924 3403821
pmpm 474 (SEENY] 5417.41 5434.11 02 612 $879 c 028 $14.36 SLiK 47
r OP CARSON/ Rx $15/40/60 m Combined PPACA Fees and Taxes = 3
Curren New Current New Indvidual Health Addtional Total
Four Tier Rate Rate Rate Rats PCORI | Rainsurance | Insiance State | PPACA Fuss L
Encoliment | Members Fee Fon Tax Premigm Tax | and Taxes PPACA Fees
Employee a3 43 s 51908 | S Sly.47 S ¢ S 840 47 3 021[S S19(s 109 [ 8 e < 3B el | (§ SSTUN
Employee pius Spouse 20 40 1005 43 1.108.03 1,065 43 ).108 03 043 1064 EERY ) - 089, M.od 1,142 09
Employee plus Child(ren) 10 22 [TINE] 1.037.04 997.15 L3704 040 996 95 - 058 3156 1.6 50
Employce plus Famity 22 98 162549 169363 | | L6xRAy L6963 066 1626 ) = oso] wm] T 1.745.65
Total 95 203 S8Y.453 so3031) [ skydsd SO it 236 s 31879 <0 sd9] s2ash| [ $95.4390)
Anrial 1.140 2,436 $1.073.437 $1.116.375 $1.073,437 $1.116,375 $434 210719 322,551 30 3592 $34.297 $1.150672
pmpm SH0.H6 S458 28 S0 6ty 45828 4018 $4.40 926 - S0.24 $14.08 472 %
Retiree - OP CARSON / Rx $15/40/60 Combined _ PPACA Fees and Taxes Final Combined
[ Current New Curent | New Indwiguad | Health Addiianal ]7 Total Foal New
Retiree Rate Hate Rate Rate Reinsurance r=urance Addifinnal State PPACA F Rate w/
Envoliment | Members ¢ Fee Tax Commission | Premum Tax | and Taves PPACA Fees
Tk n 40 un 3 S19.68 [ % B RE SI968 |5 5 3 siefs 109214 - 1= 029 [§ 16.61 | SST.0%
Singl with Medizare 3 3 7071 9178 S i M7 sS4 = 0.3 1357
Retiree & Spouse withoul Medicare [ a LOAS 44 1108 06 106344 1,108 1 10 04 - 0s9 3404 1142 n—l
Reliree & Spouse, both with Medicare 10 800.79 81282 800,79 #3283 10 64 - 049 861 %6
Retiree & Spouse. ane wilh Hadcare o [REEa) ¥9) B0 9336% 991 .80 1116 - 0.54 Lu24
Refiree & Child(ren) without Madicare 4 6T [RIR] 1.036 34 o8 - 0ss [REAE)
Retiree & Chikd(ren) with Medicare D a YR1LTY L2730 9.9% = 1154 1155894
Retiree & Family without Megcare a a L6378 1.697.07 163} - LED] [REEAN
Retiree & Family, twa with Medicare 1] o 963 52 Lier2 37 163 - 065 3801 1040 3%
Retiree & Famiy. ore with Medicar i a 11305y 75 17541 1631 | 2386 | - (1] st 1.217:33
Total 53 65 LATRLL 132427 531 IR0 831,427 8329 Snds) S0 S8 MRIA| s34
Annual 636 780 $374,157 £389,123 $374,157 $389.123 $3.947 37,866 20 §212 $12.184 401,307
pmpm 4T84 SAK SR 47969 S8 88 $5.06 1008 - s027 515.62 $514.50
Retiree - HC033 / Rx §15/40/60 C ined PPACA Fees and Taxes Final Combined |
Current New Current New Indtvidial Health Additicnal Total Final New
Retiree Rate J Rale Rate Rale PCOR1 Reinsurance Insurance Addtionat State PPACA Fees Rate w/
Enrolment | Members ¥ 4 Fee Fee Tax Commissinn_| Premium Tax | and Taxes PPACA Fiess
Single withoul Medicare 5 5 3 65331 )8 681,57 by 6553 | S 681.52 s 0[S iimls i3.74 [ § = S 0.33 ] S 19.47 $ i sy
Single with Medicare L] 1 466,88 45856 466 8 485 56 0.21 599 YRl - 0.27 1549 S01.0%
Retirce & Spouse without Medicare i 2 [IREREL] 139722 | [REER TS 1397 22 043 1164 2817 - 069 ] RN 143715
Retiree & Spouse, both with Medicare a a 9451 103439 49451 L34 29 043 10 64 091 - 056 ] 3254
Retiree & Speuse, ane wilh Medcare a . | 119620 1.244.05 1.186.20 1.244 05 041 1064 250 - oA 16,80
Retires & Chil(ren] wittul Medicare 1 2| 1avs 130723 1.255.95 130723 | 1,40 .95 61 = 0l 314
Reliree & Chiki{ren) with Medicare o o 125424 1.294.01 1.24424 1.294.01 0.40 9035 2 - 0.64 7108
Retiree & Family without Madcare 1 4 2056.8) 2129.08 2056 81 2.139.08 0.66 16.31 4312 - 1.08 61.14
Retiree & Family. two wih Medicare 1] 1] 11732 ) 224 31 117732 066 16.11 24.83 - 0.713 42.51
Retiree & Family, one with Maedicare 1] [ 1.397.79 1.453.70 ! 1 066 163 2941 - 0xl 4719
Total 9 14 SKA01 S8.137 S5, 53 BN <176 0 St 5251
Annual 108 168 $100.808 3104.840 $100.808 $104,840 $33 3816 S2.114 50 $52 33.015 $107.855
pmpm SO 08 2405 L6010 05 S624.08 $0.20 $4.86 NEALE - 3 ATRRS SH4210
Effeclive Renewal Increase Overall Efleclive Increase (with PPACA Fees)
4.0% 7.3% !

Saint Mary's HeahthFirst reserves the right 10 recalculate these rates based on hinal enrafiment.




CARSON CITY

2014 Renewal

COCC PPO Dental Plan

Current New
Four Tier Rate Rate
Enroliment | Members
Employee 246 246 $ 51.38 51.38
Employee plus Spouse 78 156 72.26 72.26
Employee plus Child(ren) 93 257 91.38 91.38
Employee plus Family 125 524 112.26 112.26
Total 542 1,183 $40,807 $40,807
Annual 6,504 14,196 $489,679 $489,679
pmpm $34.49 $34.49
Retiree - COCC PPO Dental Plan

Current New

Retiree Rate Rate

Enroliment | Members 0.0%
Single without Medicare 67 67 $ 51.38 51.38
Single with Medicare 18 18 51.38 51.38
|Retiree & Spouse without Medicare 14 28 72.26 72.26
(Retiree & Spouse, both with Medicare 7 14 72.26 72.26
Retiree & Spouse, one with Medicare 2 4 72.26 72.26
Retiree & Child(ren) without Medicare 3 8 91.38 91.38
Retiree & Child(ren) with Medicare 0 0 91.38 91.38
Retiree & Family without Medicare 3 11 112.26 112.26
Retiree & Family, two with Medicare 1 4 112.26 112.26
Retiree & Family, one with Medicare 0 0 112.26 112.26
Total 115 154 $6,752 $6,752
Annual 1380 1848 $81,030 $81,030
pmpm $43.85 $43.85

Effective Renewal Increase

0.0%

L Saint Mary's
Health Plans

Saint Mary's HealthFirst reserves the right to recalculate these rates based on final enrollment.



City of Carson
12 Month Review

January 22, 2014

Presented By:
Nelson P. Leatherwood

Saint Mary'’s
‘DC’ Health Plans.

A Dignity Health Member



Membership
November 1, 2012-October 31, 2013

t7_ Saint Mary's
V¢ Health Plans.

A Dignity Health Member



City of Carson Premium Membership Report

; U Saint Mary,S Time Period: 11/01/12 - 10/31/13
“D)C Health Plans.

A Dignity Health Member

Avg. Monthly Enrollment

1

1,500 7
1,000 %

500 A

EE “DEP " Total

Nov-12 661 677 1338

Dec-12 663 680 1,343
Jan-13 662 679 1,341
Feb-13 661 682 1,343
Mar-13 661 679 1,340
Apr-13 656 680 1,336
May-13 654 679 1,333
Jun-13 657 668 1,325
Jul-13 657 675 1,332
Aug-13 657 675 1,332
Sep-13 660 671 1,331
Oct-13 655 664 1.319
Total 7,904 8,109 16,013
| Monthly Average 659 676 1,335




Incurred MLR
November 1, 2012- October 31, 2013

Saint Mary’s
cDC' Health Plans.

A Dignity Health Member



Saint Mary's
CDC Health Plans

A Dignity Health Member

(A) ® | ®

Total Total

City of Carson Incurred Loss Ratio Report
Time Period: 11/01/12 - 10/31/13

(D) () CF G (H) 1)
{D+E+F) (C-G) (IO
Total

Suhseribers Members Preminms |

Claims  Premium Tax|,  Admin __Expenses NetIncome | Claims Loss Ratio | Total Loss Ratip,

November-12 661 1,338 $417,474 $336,162 $7,306 $44.016 $387,484 $29,990 81% 93%
December-12 663 1,343 $413.929 $447.059 $7.244 $43.643 $497 946 ($R4.017) R 120
January-13 662 1,341 $408,056 $361,699 $7,141 $43,023 $411,863 (53807 89% 10 %
February-13 661 1,343 $406.407 $236.978 $7.112 $42.849 $286.939 $119.468 58% 71%
March-13 661 1,340 $412,008 $313,348 $7.210 $43,440 $363,998 $48,010 76% §8%
April-13 656 1,336 $408,149 $228,111 $7,143 $43.,033 $278,287 $129,862 56% 68%
May-13 654 1,333 $408.881 $399.938 $7.155 $43.110 $450,203 1%41 322 98% 1%
June-13 657 1,325 $406,179 $434,156 $7,108 $42 825 $484 089 1877910 {17 | 140
July-13 657 1.332 $423218 $307.237 $7.406 $44.622 $359.265 $63.953 73% 85%
August-13 657 1,332 $426,963 $275,839 $7.472 $45,017 $328,328 $98,635 65% 77%
September-13 660 1,331 $428,694 $201,861 $7,502 $45.199 $254,562 $174,132 47% 59%
October-13 655 1.319 $417.171 $306.257 $7.300 $43.984 $357.541 $59.630 73% 86%
Totals 7,904 16,013 ] $4.977,129 $3,848,645 $87,099 524,761 $4.460,505 $516,624 77% 90%
Loss Ratio by Month
140% 1 — 0% = - ——yiEr — S
120% -108% 101% & 0-/110-%- 107%
100% _81 93% l ...89% — 88 __ =t L = -86% —90%._.
o 4 71% 76% 68% - 73% . 77%
80% 58% 56% o 59%
60% +— — — — — ——A47% -
40% . .
20% = == - .
0% + - T - — .
% % % %
N o N N N ”o
¢\ & X R X ~zi \~\’ z,\’ @\’ ﬁ’ &
& & W «© S ¥ & & & ¢
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i Claims Loss Ratio - Total Loss Ratio Target Loss Ratio



City of Carson Incurred Loss Ratio Report

Saint Mary Time Period: 11/01/12 - 10/31/13
CDC Health Plans.

A Dignity Health Member

& T @ ETE e T e e @ @ @
(IHE+F) (C-G) (D/C) (G/C)

Total Total Total

Subscribers Members Premiums Claimy Premium Tax Adniin Expenses Net Income | Claims Loss Ratio | Total Loys Ratio

November-12 1,338 $93.734 $77.842 $1,640 $9,883 $89,365 $4,369

December-12 663 1.343 $92.222 $76,069 $1.614 $9.723 $87.406 $4.816 82% 95%
January-13 662 1,341 $91.224 $91,151 $1,596 $9,618 $102,365 (SHL 141 100% 112%
February-13 661 1.343 $91.447 $69,942 $1.600 $9.642 $81.184 $10.263 76% 89%
March-13 661 1,340 $92,367 $75,955 31616 $9.739 387,310 $5,057 82% 95%
April-13 656 1,336 $91.699 $79.964 $1,605 $9,668 $91,237 $462 87% 99%
May-13 654 1,333 $91.445 $69.280 $1.600 $9.641 $80,521 $10.924 76% 88%
June-13 657 1,325 $90,795 $80.695 $1,589 $9,573 $91,857 (31.062) 89% 1017
July-13 657 1,332 $101.443 $80.945 $1.775 $10.696 $93.416 $8.027 80% 92%
August-13 657 1,332 $102,175 $76,792 $1,788 $10,773 $89,353 $12,822 75% 87%
September-13 660 1,331 $102,385 $78.666 $1,792 $10.795 $91,253 $11,132 77% 89%
October-13 655 1.319 $100.070 $96.232 31751 $10.551 $108.534 {58,464} 96% 108%
Totals 7,904 16,013 $1,141,006 $953,533 $19,966 $120,302 $1,093,801 $47,205 84% 96%

Loss Ratio by Month

112%. 108%

100% sk 99% %1014 96% 96%

) =D = -88% 89%

H,‘ — 87% 88%

: 76% - =
~ N % = N

& N & N Q g
K N & R ¥ »

W Claims Loss Ratio - Total Loss Ratio Target Loss Ratio



City of Carson Incurred Loss Ratio Report

Saint Mary Time Period: 11/01/12 - 10/31/13
(DC Health Plans.

A Dignity Health Member

Total Medical & Rx

@& e Y ™ (B _ (H) m
{C-() (DIC)

Totul Total
Subscribers | Members | Premioms Clrims -~ se8 || NetIncome | Claims Loss Ratio | Total Loss Ratio

November-12 , $511,208 [ $414.004 , $53.899 $476,849 $34.359 93%
December-12 663 1343 $506.151 $523.128 $8.858 $53.366 $585.352 1$79.201) 3% H6%
January-13 662 1341 $499,280 | $452,850 $8.737 $52,641 $514,228 (14,9481 91% 1113%
February-13 661 1,343 $497.854 | $306.920 $8.712 $52.491 $368.123 | $120.731 62% 74%
March-13 661 1,340 $504,375 | $389,303 $8,826 $53,179 $451,308 $53,067 77% 89%
April-13 656 1.336 $499,848 | $308,075 $8,748 $52.701 $369,524 | $130,324 62% 74%
May-13 654 1333 $500326 | $469.218 $8,755 $52.751 $530.724 ($30, 3981 94% 106%
Dune-13 657 1325 $496,974 | $514,851 $8,697 $52,398 $575,946 ($78.972) 4% 6%
July-13 657 1332 $524.661 $388.182 $9.181 $55.318 $452.681 $71.980 74% 86%
August-13 657 1,332 $529,138 | $352,631 $9,260 $55.790 $417,681 $111,457 67% 79%
September-13 660 1331 $531,079 | $280,527 $9.294 $55.994 $345.815 | $185264 53% 65%
October-13 655 1319 §517.241 $402.489 $9,051 $54.535 $466,075 $51.166 78% A -
Totals 7,904 16013 T S6.118,135 [ 54802178 [ 5107065 [ 645063 [ 55554306 | s563820 [,  78% [ 9%
A -

Loss Ratio by Month
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Summary of Paid Claims and Utilization
January 1, 2013-December 31, 2013

Saint Mary’s
(DC’ Health Plans.

A Dignity Health Member



City of Carson Summary of Paid Claims PMPM
Saint Ma

Time Period: 01/01/13 - 12/31/13
CDC Health Plans

A Dignity Health Member

Avg. Dollars PMPM - HMO vs PPO vs Peer Group Total Avg. Dollars PMPM - HMO vs PPO vs Peer
Group
Inpatient Hospital $0 $50  $100  $150  $200  $250  $300
JSSS—— = =i e + —
Inpatient Surgery .
———
Outpatient Surgery — . = —
Office Visits ——
“WHMO
———
Emergency Room X MO
“PPO ’ i
- 4 “PPO
Urgent Care 5 HMO Peer Group Total %
—— o HMO Peer Group
Home Health = PPO Peer Group §227.45 £ PPO Peer Group
lab & X-ray — —_——
——————————_
SNF & Rehab
e ——
Other —
S0 $10 $20 $30 540 $50 $60 $70

L2 L
— - _ s

PMPM 1 Peer Group Ave. FMPM PMPM Peer Group Avg.
Toual Dollars Arge _ A | | G Toral Dollirs Avg.Dollars | Dollars

Inpatlent Hospnal 3 63287 ] % 52778 60.41 -13% $ 66.49 -100%
Inpatient Surgery $ 15959 | % 13.29( $ 16.56 -20% $ 13.21 -100%
Outpatient Surgery $ 462.69 | $ 38.60 [ § 35.70 8% $ 151.67 | $ 1321]§ 51.40 -74%
Office Visits 3 61691 ] $ 5140 [ § 49.05 5% ) 74879 | $ 61291 % 40.15 53%

Emergency Room 3 26432 | 3 2208 % 22.69 -3% h) 850 % 080 % 30.84 97%
Urgent Carc $ 1867 $ 15518 1.27 22% $ 13841 § 1221 $ 1.83 -33%
Home Health $ 5720 $ 478 % 3.04 57% $ 8742 $ 7241 8% 3.18 128%
Lab & X-ray § 38293 % 3204 % 16.27 97% 3 66289 | $ 53711 $ 22.86 135%
SNF & Rehab $ 3881 | $ 3251 % 3.11 5% $ 1.58 -100%
Other 3 18538 [ 8 15471 8% 19.35 -20% $ 10669 | $ 9301 § 28.3% -67%
Total S 2,81937 | § 23523 | 8 227.45 3% S 1,779.80 | § 146.77 | § 259.85 -44%

Peer Group under HMO is specific to HMO plans and Peer Group under PPO is specific to PPO plans.



City of Carson Total Claims

) U Saint M ary’s Paid Utilization Summary - HMO and PPO
:DC) Health plans Time Period: 01/01/13 - 12/31/13

A Dignity Health Member
HMO PPO

Avg. Cost Per Day & Avg. Cost Per Stay Quarterly Avg. Cost Per Day & Avg. Cost Per Stay Quarterly
$20,000 $1
$18,000 $1
$16,000 $1
$14,000 + - - = $1 — —_ —— _
$12,000 | — — = — - — $1 = A —
$10,000 : $1
$8,000 oo S0 b N
$6,000 so
$4,000 | $0 ! 3 =
$2,000 + S0+

30— . 50— — - - _—_——— e ———
1st Quarter 2nd Quarter 3rd Quarter 4th Quarter 1st Quarter 2nd Quarter 3rd Quarter 4th Quarter
“ Avg. Cost Per Day © Avg. Cost Per Stay W Avg. Cost Per Day Avg. Cost Per Stay

Inpatient Facility $ 262253 S 79880 [ $§  32.83% 165,811 836,782 Inpatient Factlity

Inpatient Professional $ 2996718 53,993 1 § 80,435 46,374 210,769 Inpatient Professional

Outpatient Surgery 3 216632 (3 109,547 | § 182,742 103,089 612,010 Outpatient Surgery $ $ 1,776

Lab/X-Ray $ 3335978 86,996 | $ 42,800 44,634 508,027 Lab/X-Ray $ 2781 | $ 1941 ] § 2,514 % 1,303 8,539
Office Visits 151,790 177,352 340,863 144,967 814,972 Office Visits 1,448 3,892 2,591 1,813 9,744
Home Health $ 23,434 1% 803218 39,880 4,369 75,715 Homne Health $ 428 | $ 689 | $ 36 1,153
Emergency Room 3 151,974 | § 84306 | $ 83,731 30,092 350,103 Emergency Room $ 128 128
E.R. Quantity 101 105 95 46 347 E.R. Quantity 1 | 2
'Urgent Care $ 8,450 18 5,148 | § 5,394 5,640 24,632 Urgent Care $ 97 97 194
SNF Rehab $ 46,280 $ 133 5.131 51,544 SNF Rehab J -
Other $ 107.206 | $ 45499 1% 56,181 36.483 245,369 Other 3 28 | % 32118 1.131 1.480
Total 1,331,684 650,858 1,161,092 586,636 3.730.270 "Total 4,257J 7.035 8.799 3,249 23,340

6



Hospital Site Summary
January 1, 2013-December 31, 2013

t2_ Saint Mary’s
D¢ Health Plans

A Dignity Health Member



City of Carson Paid Inpatient Claims

*.\“‘J Saint Mary's Time Period: 01/01/13 - 12/31/13
DG Health Plans

A Dignity Health Member

Inpatient Claims - Total Admits by Facility Percent of Total Dollars
CARSON TAHOE REGIONAL HEALTHCARE | 3% % ., ~0%
ANy
PRIME HEALTHCARE SERVICES RENO LLC DBA ST MARYS REG MED CTR GZA’\ e

6%

CONTINUECARE HOSPITAL OF CARSON TAHOE INC
RENOWN REGIONAL MEDICAL CENTER P
SUNRISE HOSPITAL AND MEDICAL CENTER LLC ]
SIERRA SURGERY AND IMAGING LLC

CRC ED TREATMENT INC DBA CENTER FOR HOPE OF THE SIERRAS

% CARSON TAHOE REGIONAL HEALTHCARE
~ PRIME HEALTHCARE SERVICES RENO LLC DBA ST MARYS REG MED CTR
CONTINUECARE HOSPITAL OF CARSON TAHOE INC
RENOWN SQUTH MEADOWS MEDICAL CENTER « RENOWN REGIONAL MEDICAL CENTER
“ SUNRISE HOSPITAL AND MEDICAL CENTER LLC

SIERRA SURGERY AND IMAGING LLC
CRC €D TREATMENT INC DBA CENTER FOR HOPE DF THE SIERRAS
WASHOE BARTON MEDICAL CLINIC DBA CVMC ROSP AND SENIOR CNTR

SPARKS FAMILY HOSPITAL INC DBA NORTHERN NEVADA MEDICAL CENTE RENOWN SOUTH MEADOWS MEDICAL CENTER
BARTON MEMORIAL HOSPITAL

Hd $S $10 $15 $20 325 $30 $3S $40 SPARKS FAMILY HOSPITAL INC DBA NORTHERN NEVADA MEDICAL CENTE

WASHOE BARTON MEQICAL CLINIC DBA CVMC HOSP AND SENIOR CNTR

BARTON MEMORIAL HOSPITAL

$  242,992.50 5 5 6,749.79

PRIME HEALTHCARE SERVICES RENO LLC DBA ST MARYS REG MED CTR $ 176,395.11 $ . $ 801796
ICONTINUECARE [TOSPITAL OF CARSON TAIIOE INC $ 159,176.10 19% t 1% $  6,122.16 | $159,176.10 26 26.00
RENOWN REGIONAL MEDICAL CENTER $ 83,137.32 10% 2 3% $ 2771244 S 41.568.66 3 1.50
SUNRISE HOSPITAL AND MEDICAL CENTER LLC 3 53.619.30 6% | 1% $ 315408 (S 53.61930 17 17.00
SIERRA SURGERY AND IMAGING LLC $ 49.716.54 6% 3 4% $  7,10236|S 1657218 7 2.33
CRC ED TREATMENT INC DBA CENTER FOR HOPE OF THE SIERRAS $ 25.900.00 3% 2 3% $ 1,850.00|$ 12,950.00 14 7.00
'WASHOE BARTON MEDICAL CLINIC DBA CVMC HOSP AND SENIOR CNTR $ 21.721.47 3% ! 1% $  7,24049 | § 21.721.47 3 3.00
RENOWN SOUTH MEADOWS MEDICAL CENTER $ 12,733.75 2% 1 1% $ 42445818 1273375 3 3.00
BARTON MEMORIAL HOSPITAL 3 9,222.50 1% I 1% $§ 4611255 922250 2 2.00
SPARKS FAMILY HOSPITAL INC DBA NORTHERN NEVADA MEDICAL CENTE $ 1,156.00 0% | 1% $ 578.00 | $ 1,156.00 2 2.00
COVENANT CARE CARSON LLC DBA CARSON NURSING AND REIIAB CTR $ 1.011.50 0% -1 -1% $ (63.22) § _ (1.011.50) -16 16.00
otal S 836.782.09 100% 70 100% S 67.888.55 | § 342.476.21 23§ 3.36




Claims Review
Over $50,000

January 1, 2013-December 31, 2013

t2_ Saint Mary's
G Health Plans.

A Dignity Health Member



_,«;_, Saint Mary's
W{ Health Plans.

A Dignity Health Member

City of Carson Paid Large Claims Over $50,000
Time Period: 01/01/13 - 12/31/13

W Total of 11 claimants

All Other Medical Claims

1 HMO IMMUNITY DEFICIENCY NOS $394,054 $208,118
2 HMO INTESTINAL PERFORATION $361,606 $231,841
3 HMO ABDOMINAL PAIN-SITE NOS $225,125 $93,025
4 HMO CERVICAL SPINAL STENOSIS $224 806 $55,070
) HMO SP STENOSIS-LUMB S CLAUD $215,476 $54.381
6 HMO RADIOTHERAPY ENCOUNTER $197,321 $150,775
7 HMO DISORDER BONE & CART NOS $176,569 $52,341
8 HMO ANTINEO CHEMO ENCOUNTER $152,464 $96,361
9 HMO COMMON VAR IMMUNODEFIC $147,367 $55,767
10 HMO OTH IC INJURY-NEC $87,148 $64,360
11 HMO REGIONAL ENTERITIS NOS $80.860 $50.454
Total of 11 claimants $1,112,493
All Other Medical Claims $2,640,768
Total Claims $3,753,261
Percentage of Total Medical Claims: 29.6%
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LY

Saint Mary'’s
)& Health Plans

A Dignity Health Member

HMO- Avg. Cost Per Day

City of Carson Paid Claims
Utilization Summary - HMO Only
Time Period: 01/01/13 - 12/31/13

HMO - Avg. Cost Per Stay

EE's vs Dep's EE's vs Dep's

$9,000 $35,000

$8,000 $30,000

$7,000

$6,000 B -~ - $25,000

$5,000 - == $20,000

$4,000 $15,000

53,000 $10,000 - '

$2,000 ' s

$1,000 H 5,000 . — — .

w0 : [ S ey —
1st Quarter 2nd Quarter 3rd Quarter 4th Quarter 1st Quarter 2nd Quarter 3rd Quarter 4th Quarter
Employees = Dependents Employees = Dependents
Employees Dependents

= Yaly = At Qunrtes Zod Quarter | 3 T [ R I ) T ] Quarter | In | Quarter r | Totsl
Admits Paid 7 13 13 6 39 Admits Paid 9 2 10 31
Days Paid 45 30 48 23 146 Days Paid 17 6 30 36 89
f‘\\/g Length of Stay Paid 643 231 3.69 3.83 3.74 Avg. Length of Stay Paid 1.89 3.00 3.00 3.601 2.87
Avg. Cost Per Day S 475340 |8 400483 1S 57933 |8 407165 (S 410651 Ave Cost Per Day § a8z s 2258178 7915s (S 329000S  S503372
Avg. Cost Per Siay $ 30537578 9241928 1321600 |8 1561567 (% 15.373.08 IAve Ulost Per Stay £ BTOLTR| S GRGLSH| S 23TUAGH | S 11484900 [ 8 14451.65
[npatient Facility $ 204,376 | $ 74278 | $ 130,881 | § 31,505 491,040 Inpatient Facility $ 57,87718 5602 18 197,958 1 % 84,305 345,742
[npatient Professional 3 9.527 | § 45867 1 $ 40,927 |1 $ 12,189 108,510 Inpatient Professional 3 20,439 1§ 8,127 | § 39508 | $ 34,185 102,259
bu(pa\iem Surgery $ 129,024 | $ 72,456 | $ 153,567 | $ 71,218 426,265 Outpatient Surgery $ 87,607 | $ 37,091 | % 29174 [ § 31,871 185,743
Lab/X-Ray 5 90853 | 64,923 | $ 27,643 | $ 29,984 213,403 Lab/X-Ray $§ 24274318 22,0711 § 15157 1% 14,648 294,619
Office Visits 86,688 101,695 129,853 81,693 399,929 Office Visits 65,103 75,656 211,008 63,274 415,041
Home Health $ 7968 | $§ 3,199 ( § 1454 1% 2,995 17,616 Home Health M 154651 S 4833 1% 36427 | $ 1,375 58,100

mergency Room § 36,168 | $ 22,649 | § 41,159 | $ 8,741 108,717 Emergency Room $ 115805 [ $ 61,657 [ $ 42572 ( § 21,351 241,385
E.R. Quantiry 35 43 52 19 149 E.R. Quantity 66 62 43 27 198
Urgent Carc $ 4077 1% 3,289 ( § 3611 % 2,846 13,373 Urgent Care $ 437218 1,858 | $ 22351 % 2,795 11,260
SNF Rehab $ 46,280 $ 133 | § 5,131 51,544 SNF Rehab -
Other $ 740701 3% 22,894 1% 3284218 22372 152,178 Other $ 33.136 |8 22,605 | % 2333918 14.112 93.192
[Total 689,066 411,293 563,672 318,693 1,982,724 (Total 5034 239,562 597,421 267,943 1,109.960




2 Saint Mary's
V& Health Plans

A Dignity Health Member

PPO - Avg. Cost Per Day

City of Carson Paid Claims
Utilization Summary - PPO Only
Time Period: 01/01/13 - 12/31/13

PPO - Avg. Cost Per Stay

EE's vs Dep's EE's vs Dep's

$1 $1

$1 $1

$1 $1

$0 S0 =

$0 S0

SO b—  — — — SO e -y

1st Quarter 2nd Quarter 3rd Quarter 4th Quarter 1st Quarter 2nd Quarter 3rd Quarter 4th Quarter
Employees « Dependents Employees Dependents
Employees Dependents
T = - —= == = oo e T T

|IAdmits Paid - Admits Paid -
Days Paid - Days Paid -
IAvg. Length of Stay Paid JAve. Length of Stay Paid
IAve. Cost Per Day [Avg. Cost Per Day
Avg. Cost Per Stay Avg. Cast Per Stay
Inpatient Facthty - Inpatient Facility -
Inpatient Professional - Inpatient Professional -
Outpatient Surgery 324 1,776 2,100 Outpatient Surgery -
Lab/X-Ray 2,732 1,891 2,468 1.216 8,307 Lab/X-Ray 3 491 $ 50(S 47| $ 87 233
Office Visits 1416 3,374 1,863 1.177 7,830 Office Visits 33 519 727 636 1,915
Home Health 428 689 36 1,153 Home Health -
Emergency Room 128 128 Emergency Room -
E.R. Quantity 1 1 2 E.R. Quantity -
Urgent Carc 97 97 194 Urgent Care -
SNF Rehab - SNF Rehab -
Other 28 321 1,131 1.480 Other -

otal 4,176 6,467 8,025 2,526 21,194 (Tatal 82 569 774 723 2,148




Pharmacy Executive
Summary
January 1, 2013-December 31, 2013

t2_ Saint Mary's
)0 Health Plans.

A Dignity Health Member



( Catamaran’
Carson City

Jan -
Mambsr Count 1.383
Utifizing Mambsr Count 533
Parcant Ullizing 39.1%
Nat Claims (Mail Ratail) 1.400
Claims psr Elig Msmbsr par Manth 1.03
Total Claims for Brand 261
Total Claims for Ganeric 1.090
Total Claims for Brand vi G2n Equiv 49
Genaric % of Total Claims 77.9%
Mail Order Claims 34
Mail Drder % of Total Claims 2.4%
Claims Cost Summary
Total Praseription Cost $117.997.77

$115.810.29
$2.169 05

Taotal ingradiant Cost
Total Dispansing Fa22

Total Othsr (3.9 tax) $18.43
Avg Total Cost par Claim $84.28
Avg Total Cast for Brand $326.33
Avg Total Cost far Gansric $27.91
Avg Total Cost for Brand vi Gan $48.96
Total Copay $29.297 .85
Avg Copay par Claim $20.93
Avg Copay for Brand $64.82
Avg Copay for G2nsne $10.09
Avg Copay for Brand vi G211 Equiv §$28.26
Caopay % of Total Prasaription Cost 24 8%
Total Other Plan Paid Cost $0.00
Tolal Plan Cost §88.699 92
Total Speeialty Drug Cost $28.911.27
Incraass % Total Cost avar Last 3 0.0%
Avg Plan Cast par Claim $63.36
Avg Plan Cost for Brand $261.51
Avg Plan Cast far Gonsric $17.83
Ayvg Plan Cost for Brand vi G3n $20.70
Nat PP $65.08
PIPM for Spacialty Only 2121
PMPM viithout Spacialty $43.87
Patisnts 7 or mors Claims Month 30
Patiants vith 3 or mors Cordrols 15
Top 5 Drugs
STELARA
TEMODAR
ORENCIA
OXYCONTIN
NOVOLOG

013 Feb - 2013

1.359
524
38.6%

1.283
0.94
214
1.025
44
79.9%
49
3.8%

$90.014.63
$88.075.78
$1.938.85
$0.00
$70.16
$283.68
$27.29
$30.45

$23.895.29
$18.62
$56.75
$10.34
$26.15
26 %%

$0.00

$66.119.34
$14.314.49

0.0%
$51.53
$226.93
$16.94
$4.31

$48.65
$10.53
$38 12

28
10

ORENCIA
TEMODAR
OXYCONTIN
ADVAIR
ENBREL

-2013 Apr-2013
1.344 1.343
532 508
39.6% 37 7%
1.349 1.355
1.00 1.01
239 240
1.061 1.065
49 50

78 7% 78.6%
64 37

4 7% 27%

$9947289 $102.933.32

$07.446.89 $100.935.37
$2.026.00 $2.017.95
$0.00 $0.00
$73.74 $75.98
$280.28 $296.13
$29.14 $28.43
$3189 $32.02
$2641094  $25585.76
$19.58 $18.87
$57.80 $56.22
$10.64 $10.04
$26.94 §21.71
26.6% 24 8%
$0.00 $0.00
$73.061.95 $7/.387 50
$13.319.52  $19.626.95
0.0% 144 2%
§54.16 $57.11
$222.48 $239.91
$18.50 $18.40
$5.25 $4.31
$54.36 $57.62
$9 91 $14 61
$44.45 $43.01
33 33
14 13
ORENCIA  ORENCIA
ADVAIR ENBREL
OXYCONTIN TEMODAR
ENBREL OXYCONTIN
HUMIRA ADVAIR

Executive Summary

-2012 Jun-2013 Jul - 2013 Aua-2013 Sep -2013 Oct- 2013 Nov - 2013
1.350 1.346 1.334 1343 1.352 1.337 1.335
487 489 547 490 523 S 498
326 1% 36.3% 41 0% 36.5% 38.7% B 7% 37 3%
1.331 1.204 1.342 1.241 1.298 1.274 1.283
0.99 0.89 1.01 0.92 0.96 0.95 0.95
225 218 244 237 222 231 2114
1.058 936 1.0% 954 1.027 994 1.012
48 50 44 50 49 49 40
79.5% 77.7% 78 5% 76.9% 79.1% 78.0% 80.1%
38 47 48 45 40 42 3
2.9% 3.9% 3.6% 3.6% 3 1% 33% 2 9%
$87.903.76 $100 627 0B §$10B.8/869 $101.670.97 $104.985.54 $§117.911.97 $89.927 .65
$85.877.73 $98.814 53 $106.628.06 $99.77722 $102.997.34 $115.980.87  $67.951.69
$2.007.60 $1.812 92 $2.02285 $1.873.75 $1.988.20 $1.922.10 $1.942.05
$18.43 $0.00 $27.78 $20.00 $0.00 $0.00 $33.92
$66.04 $83.58 $81.13 $81.93 §80.88 $92.55 $71.20
$243.43 $320.72 $303.88 $292 14 §297 51 $356 95 $261.76
§29.73 $31.09 $31.39 §$32.13 $3203 $33.01 $31.94
$34 87 $32.26 $22 54 §35 70 $123 41 $53.89 $59.35
$23.017.39 §$22.464.68 $30.518.43 $28.982.43 §28.460.33 $28.101.08 $22.599.23
$17.29 $18.66 $22.74 $23.35 $2193 $20.49 $17.80
$46.27 $50.22 $54 .82 $56.12 $56 B7 $55.08 $44 98
$10.53 $10.69 $15.01 $14.81 $13.87 $11.65 $1164
$30.44 $30.19 $3008 $31.03 $32.48 $36.74 $33.29
26.2% 12 3% 28 0% 28.5% 27.1% 22 1% 25.1%
$0.00 $0.00 $0.00 $0.00 $0.00 §0.0 §0.00
§04.886.37 $78.162.40 $78.350.26 §$72.688 54 $76.525.21 $91.810.89 §67.328.43
$B8.635.87 $20.717.77 $16.005 .46 $14.091.49 $13.53308  $30.594 17 §$13.34049
391% -3.3% 2.2% G.4% 32% 8 9% 2.8%
$48 75 $64 92 $5B.39 $58.57 $58.96 $7207 $53.31
$197 16 $270.50 $249.06 $236.02 $240.64 $301.87 $216.77
$19.20 $20.39 $16.58 §17.32 $18.10 $21.37 $20.30
$4.43 $2.07 $2.57 $4.67 $90.95 $17.16 $26 06
$48.06 $58.07 $58.74 $54.12 $56.60 $68.67 $50.43
$6.40 $15.39 $12.00 $10.49 $10.01 $22.88 $9.99
$41.87 $42 68 $46 74 $43.63 $46.59 $45.79 $40.44
34 26 32 35 24 Fi
17 13 12 18 13 11
OXYCONTIN TEMCDAR TEMODAR TEMCODAR TEMODAR STELARA ADVAIR
ADVAIR ADVAIR ADVAIR OXYCONTIN ANDROGEL ENBREL ANDROGEL
DRENCI1A OXYCONTIN OXYCONTIN ENBREL ADVAIR HUMIRA TEMOZOLO
LIDODERIA  ORENCIA LANTUS HUMIRA JANUMET OXYCONTIN ENBREL
HUMIRA ENBREL ANDROGEL HUMIRA OXYCONTIN LANTUS HUMIRA

Prapristary and Confidanhal

c - 2013 Rolling Total

1.338 1,346

529 514

39 5% 38.3%

1.385 15,726

104 0.97

225 2,767

1115 12,391

45 567

80.5% 78.8%

46 527

3.3% 3.4%

$105.235.02  $1,227,580.00

$103.120.85  $1,203,625.62

$2.094.35 $23,815.30

$20.52 $139.08

$75.96 $78.07

$299.08 $297.45

$31.93 $30.48

$5208 $47.29
$24.147 46 $311,460.87 ~

$17.43 $19.81

$43.9% $53.90

$11.38 $11.70

$34.78 $30.62

22 9% 25.4%

F000 $0.00
$81.088.26 $916,119.13 =

$14.684.41 $207,774.97

5.6%

$58 55 $58.26

$255.13 $243.55

$20 54 $18.78

$17.31 $16.68

$60.60 $56.75

$10.97 $12.87

$49 83 $43.88

32 31

18 14

UXYCONTIN ORENCIA
ADVAIR

HUMIRA OXYCONTIN
ENBREL TEMODAR
HUMIRA ENBREL

ADVAIR DiSKUS

(5
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Generic Percentage of Total Claims {Monthly} Avg Plan Cost/Rx (Monthly)
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Copay Percentage of Total Prescription Cost [Monthly)
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0 00

Propristary and Confidsntial

PMPM Utilization and Cost (Monthly)
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Dental Claims
Paid
July 1, 2013-December 31, 2013

22 Saint Mary'’s
G Health Plans. ;

A Dignity Health Member
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CITY OF CARSON

Carrier Name

July 2014 Medical Plan Comparison Exhibit-HMO Option

Saint Mary's Health Plans

Saint Mary's Health Plans

Medical Plan Name Currrent HMO Plan 2014 ACA HMO Plan 2014 ACA Changes
HMO Out of Network HMO Out of Network
Individual Deductible $1,500 N/A $1,500 N/A
Family Deductible 3x N/A 3x N/A
i YD
Individual OOP Coins. Max with CYD #6,000 N/A »6,000 N/A MO wcludasCiL
per Calendar Year per Calendar Year Colns & all copays, inc, Rx
Family OOP Coinsurance Maximum 2 N/A 2x N/A
per Calendar Year per Calendar Year
Coinsurance 0% N/A 0% N/A
Physician Services
Primary Care Physician $40 per Visit $40 per Visit
N/A N/A
Specialist Physician $60 per Visit $60 per Visit
Alternative Medicine
1500 Max per Calendar Year
> P $40 per Visit N/A $40 per Visit N/A
$60 per Visit N/A $60 per Visit N/A
Ambulance Services
Ground $200 copay per trip $200 copay per trip
Air $200 copay per trip $200 copay per trip
Diabetic Products
10/20/40 15/40/60 Must Mat C
510/20/ N/A $15/40/ N/A ust Match Rx Copay

QgD
i Ioword moof.

~q, afies Tuby W qoes




CITY OF CARSON July 2014 Medical Plan Comparison Exhibit-HMO Option

Carrier Name Saint Mary's Health Plans Saint Mary's Health Plans
Medical Plan Name Currrent HMO Plan 2014 ACA HMO Plan 2014 ACA Changes
Durable Medical Equipment
CYD-$50 a CYD-S50 copa
Rental »50 copay N/A »50 copay N/A
N/A N/A
tems for Purchase CYD-$100 copay CYD-$100 copay $2500 Limit Removed
Emergency Services
150 a 150 er
Emergency Room $150 copay per Visit > C‘_’? yper $150 copay per Visit > cggay P
Visit Visit
Urgent Care $50 copay per Visit N/A $50 copay per Visit N/A
Health & Wellness/Preventive Care
Healthy Mom, Baby, Decisions, Well Baby No Charge No Charge
N/A N/A
N/A N/A
Mammograms, Colonoscopy, Pap & Pelvic
No Charge No Charge
Home Health Care
$40 copay per Visit $40 copay per Visit Inc. from 25 to 30 Visits
N/A N/A
Hosbice Care
$0 copayment N/A S0 copayment N/A
i ' i RS Of Tor RO
Outpatient/Observation CYD-$500 copay/Admit N/A $500 copay/Admit N/A
CYD- 00 i ) I
InPatient/SN/Acute Rehab YD-$1500 copay per Admit N/A After CYD,$6‘Fopay per N/A SN-Inc 30 to 100 Days/AR Inc
aumit 30 to 60 Days

\
@fi e ,\(D Spedtersi remooed )



CITY OF CARSON

Carrier Name
Medical Plan Name

July 2014 Medical Plan Comparison Exhibit-HMO Option

Saint Mary's Health Plans

Currrent HMO Plan

Saint Mary's Health Plans

2014 ACA HMO Plan

2014 ACA Changes

Infusion Therapy

$60 copay/visit Dr. Off or

$60 copay/visit Dr. Off or

Infusion Treat t Only/Facilit N/A N/A
nfusion Treatment Only/Facility non-hospital facility / non-hospital facility /
Hospital Outpatient Facility At Hosptal CYD & $250 copay N/A At Hosptal CYD & $250 copay N/A
Lab/Pathology
No Charge No Charge
Laboratory & N/A 8 N/A \
N/A N/A
Pathology No Charge No Charge
Maternity Care
o i $200 copay/pregnancy $200 copay/pregnancy
Physician: Prenatal and Delivery N/A N/A
N/A N/A
Delivery & Nursery Hosp Care Mom & Baby CYD-$1500 copay/Admit CYD-51500 copay/Admit
Morbid Obesity
Bariatric Restrictive Surgery - CYD-$1500 copay/Admit N/A After CYD N/A S10K Limit Removed
Bariatric Limits Limit-1X per 3 Years
Nutritional Supplements & Therapy
52500 Max replaced with
20 copay/30 day supp! 20 copay/30 day suppl
$ pay/ y supply N/A $ pay/ y supply N/A 120 Day Supply Limit




CITY OF CARSON

Carrier Name
Medical Plan Name

July 2014 Medical Plan Comparison Exhibit-HMO Option

Saint Mary's Health Plans
Currrent HMO Plan

Saint Mary's Health Plans

2014 ACA HMO Plan

2014 ACA Changes

Organ Transplants

CYD-$1500 copay/Admit (

CYD-5$1500 copay/Admit

N/A N/A
Ostomy Supplies
Per 30 day supply $40 copay per Item $40 copay per Item
N/A N/A $250 limit n 1 er
. 50 limit now 1 pair p
S 5 It
Orthotics $50 copay per ltem $50 copay per Item Calendar Year
Prosthetics
CYD N/A CYD N/A S25K Max Removed
$100 copay per Item N/A $100 copay per Item J N/A
Radiation Oncology Therapy
$60 copay per visit $60 copay per visit Il
N/A N/A
N/A N/A
]
Radiology and Diagnostic Services
Routine Xray/CT/MRI/Complex at FSF $50, $100, $200 copay/visit N/A $50, $100, $200 copay/visit N/A
Aft 15 0,55 YD 250
Same as above @ hospital facility er CYD $150,5250,5500 After CYD $150,5250,5500
copay copay
Spinal Manipulation
T
$60 copay per visit Spec N/A $60 copay per visit Spec N/A $750 Limit Removed




CITY OF CARSON

Carrier Name
Medical Plan Name

July 2014 Medical Plan Comparison Exhibit-HMO Option

Saint Mary's Health Plans
Currrent HMO Plan

Saint Mary's Health Plans
2014 ACA HMO Plan

2014 ACA Changes

Temporomandibular Joint Disorder

After CYD $500 copay/admit After CYD $500 copay/admit S5K Limit Removed
Outpatient Surgical > pay/ N/A pay/ N/A
N/A N/A
Non Surgical Outpatient $60 copay per visit $60 copay per visit 51500 Max Removed
Therapies (Phy, Occ,Autism,Sp)
—
60 copay per visit $60 copay per visit Inc 25 to 60 Visits
Physical Therapy 3 pavp N/A payp N/A
|
N/A N/A
Autism Spectrum Disorder $60 copay per visit $60 copay per visit 536K to 200 Visits
Prescription Drug Coverage
$15 Generic | $15 Generic | Rx copays apply to MOOP

30 Day Supply

340 Preferred Brand/$60 Non Preferred Brand

Copays apply to In Network Only

$40 Preferred Brand/$60 Non Preferred Brand

Copays apply to In Network Only

The above spreadsheet is for plan comparison purposes only and is not intended to provide specific plan details as a legal document . For complete plan details,
please refer to the Certificate of Coverage or Evidence of Coverage Documents.




CITY OF CARSON

July 2014 Medical Plan Comparison Exhibit-POS Option

Saint Mary's Health Plans Saint Mary's Health Plans

2014 ACA POS Plan

Carrier Name

Medical Plan Name

Current POS Plan

2014 ACA Changes

HMO In-Network

T"PO In-Network

PPO Out of Network

HMO In-Network

PPO In-Network

PPO Out of Network

Deductible (Calendar Year) $1,500 $3,500 44,500 $1,500 $3,500 $4,500
Family Deductible 3x 3x 3x 3x 3x 3x
. $6,000 $6,500 $9,000 $6,000 56,350 $9,000 MOOP includes CYD
Out of Packet Maximums (Includes Ded) per Calendar Year per Calendar Year per Calendar Year per Calendar Year per Calendar Year per Calendar Year Colns & all copays, inc, i
2x 2x 2x 2% 2x 2x

Qut of Pocket Family Max {Includes Ded)

per Calendar Year

per Calendar Year

per Calendar Year

per Calendar Year

per Calendar Year

per Calendar Year

PPO reduced from 56500

Coinsurance 0% 30% 50% 0% 30% 50%
Physician Services
Primary Care Physician $30 per visit $40 per visit 50% after deductible $30 per visit 340 per visit 50% after deductible
Specialist Physician $50 per visit $60 per visit 50% after deductible $50 per visit $60 per visit 50% after deductible
Alternative Medicine
$1500 Max per Calendar Year $30 copay PCP $40 copay PCP 50% after deductible $30 copay PCP $40 copay PCP 50% after deductible

Ambulance Services

$50 copay Specialist

$60 copay Specialist

50% after deductible

$50 copay Specialist

$60 copay Specialist

50% after deductible

Ground $200 copay/event $200 copay/event $200 copay/event $200 copay/event $200 copay/event $200 copay/event W
Air $200 copay/event $200 copay/event 50% after deductible $200 copay/event $200 copay/event 50% after deductible
Diabetic Products
$10/20/40 $10/20/40 $10/20/40 515/40/60 $15/40/60 30% after deductible Must Match Rx Copay

Note OON Change

v
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CITY OF CARSON

July 2014 Medical Plan Comparison Exhibit-POS Option

Saint Mary's Health Plans

Carrier Name Saint Mary's Health Plans

Medical Plan Name

Current POS Plan

2014 ACA POS Plan

Durable Medical Equipment

2014 ACA Changes

Rental

Items for Purchase
Emergency Services

CYD-$50 copay

CYD-5100 copay

30% after deductible
30% after deductible

50% after deductible
50% after deductible

After CYD $50 copay

After CYD $100 copay

30% after deductible
30% after deductible

50% after deductible
50% after deductible

52500 Limit Removed

Emergency Room

$150 copay per visit

$150 copay per visit

$150 copay per visit

$150 copay per visit

$150 copay per visit

$150 copay per visit

Urgent Care $50 copay per visit $50 copay per visit 50% after deductible $50 copay per visit $50 copay per visit S50 copay per visit
Health & Wellness/Preventive Care
Healthy Mom, Baby, Decisions, Well Baby No Charge 30% after deductible 50% after deductible No Charge 30% after deductible 50% after deductible
Mammograms, Colonoscopy, Pap & Pelvic
No Charge 30% after deductible 50% after deductibie No Charge 30% after deductible 50% after deductible

Home Health Care

$30 copay/visit PCP Covered under HMO only | Covered under HMO only $30 copay/visit PCP Covered under HMO only | Covered under HMO only | Inc from 25 to 30 Visits

$50 copay per visit Spec | Covered under HMO only | Covered under HMO onty $50 copay per visit Spec | Covered under HMO only | Covered under HMO only

Hosnice Care

No Charge No Charge

30% after deductible 50% after deductible 30% after deductible 50% after deductible

Outpatient/Observation

50% after deductible
Covered under HMO only

30% after deductible
Covered under HMO only

50% after deductible
Covered under HMO only

30% after deductible
Covered under HMQO only

5400 copay per Admit
CYD-51000 copay

CYD-$400 copay per Admit
CYD-$1000 copay

SN-nc 30 to 100 Days/AR

Skilled Nursing/Acute Rehab .
Inc 30 to 60 Days

Inpatient CYD-$1000 copay 30% after deductible 50% after deductible CYD-$1000 copay 30% after deductible 50% after deductible




CITY OF CARSON

July 2014 Medical Plan Comparison Exhibit-POS Option

Carrier Name Saint Mary's Health Plans Saint Mary's Health Plans

Medical Plan Name

Current POS Plan

2014 ACA POS Plan

Infusion Therapy

2014 ACA Changes

Infusion Treatment non-hospital Facility

Billed by a Hospital facility

Kidney Dialysis Services

CYD-$50 copay per Visit

30% after deductible

50% after deductible

CYD-$50 copay per Visit

30% after deductible

50% after deductible

CYD-$400 copay per Visit

30% after deductible

50% after deductible

CYD-$400 copay per Visit

30% after deductible

50% after deductible

50 copay per Visit Covered under HMO 50 copay/visit Covered under HMO 60K R ed-covered t
> pavp ov un Covered under HMO > pay/visi vered under Covered under HMO 200 BeriouE S Ravatadia
only only extent not covered
| only only by Medicare
Lab/Pathology
No Charge . No Charge . )
Laboratory 30% after deductible 50% after deductible 30% after deductible 50% after deductible
30% after deductible 50% after deductible 30% after deductible 50% after deductible
Pathology No Charge No Charge
Maternity Care
[ T
$200 copay \ $200 copay

Physician: Prenatal and Delivery

Delivery & Nursery Hosp Care Mom & Baby
Morbid Obesity

$300 copay

50% after deductible

After CYD $1,000 copay

30% after deductible

50% after deductible

$300 copay

50% after deductible

After CYD $1,000 copay

30% after deductible

50% after deductible

Bariatric Surgery

Nutritional Supplements & Therapy

After CYD

$1000 copay per admit

30% after deductible

50% after deductible

After CYD

$1000 copay per admit

30% after deductible

50% after deductible

S10K Limit Removed

Limit-1X per 3 Years

430 per 30 day supply

$30 per 30 day supply

$30 per 30 day supply

$30 per 30 day supply

—

$30 per 30 day supply

$30 per 30 day supply

52500 Max replaced with |
120 Day Supply Limit




CITY OF CARSON

Carrier Name
Medical Plan Name

Saint Mary's Health Plans

Current POS Plan

Saint Mary's Health Plans

2014 ACA POS Plan

Organ Transplants

July 2014 Medical Plan Comparison Exhibit-POS Option

2014 ACA Changes

Ostomy Supplies

After CYD

$1,000 copay/admit

Covered under HMO only

Covered under HMO only

After CYD

$1,000 copay/admit

Covered under HMO only

Covered under HMO only

Per 30 day supply

Orthotics

Prosthetics

$30 copay/item

30% after deductible

50% after deductible

$30 copay/item

30% after deductible

50% after deductible

$50 copay/item

30% after deductible

50% after deductible

$50 copay/item

30% after deductible

50% after deductible

5250 liomt now 1 pair per
Calendar Year

Radiation Oncology Therapy

After CYD
$500 copay per item

30% after deductible

50% after deductible

After CYD
$500 copay per item

30% after deductible

50% after deductible

525K Max Removed

Radiology and Diagnostic Services

$50 copay per visit

30% after deductible

50% after deductible

$50 copay per visit

30% after deductible

50% after deductible

Routine Xray/CT/MRI/Complex at FSF

Same as above @ hospital facility
Spinal Manipulation

$50, $100, $200
copay/visit

$250/500/1000

30% after deductible

50% after deductible

$50, $100, $200
copay/visit

$250/500/1000

30% after deductible

50% after deductible

$50 copay per visit Spec

$60 copay per visit Spec

50% after deductible

$50 copay per visit Spec

$60 copay per visit Spec

50% after deductible

5750 Max Removed




CITY OF CARSON

Carrier Name
Medical Plan Name

July 2014 Medical Plan Comparison Exhibit-POS Option

Saint Mary’s Health Plans
Current POS Plan

Saint Mary's Health Plans
2014 ACA POS Plan

Temporomandibular Joint Disorder

2014 ACA Changes

Outpatient Surgical

Non Surgical Outpatient
Therapies (Phy, Occ,Autism,Sp)

After CYD $400 copay per

admit 30% after deductible

After CYD $50 copay/visit 30% after deductible

50% after deductible

50% after deductible

After CYD $400 copay per

admit 30% after deductible
30% after deductible
After CYD $50 copay/visit

50% after deductible

50% after deductible

55K Limit Removed

1500 Max Removed

Physical Therapy

Autism Spectrum Disorder
Prescription Drug Coverage

50 copay per visit
350 copay per visi 30% after deductible

30% after deductible

$50 copay per visit

50% after deductible

50% after deductible

50¢ er visit
> opaypervisi 30% after deductible

30% after deductible

$50 copay per visit

50% after deductible

50% after deductible

Inc 25 to 60 Visits

S36K to 200 Visits

30 Day Supply

$15 Generic
540 Preferred Brand/$60 Non Preferred Brand

Copays apply to HMO & PPO In Network
OON subject to CYD & 30% Coinsurance

$15 Generic |
$40 Preferred Brand/$60 Non Preferred Brand

Copays apply to HMO & PPO In Network
OON subject to CYD & 30% Coinsurance

The above spreadsheet is for plan comparison purposes only and is not intended to provide specific plan details as a legal document . For complete plan details , please

refer to the Certificate of Coverage or Evidence of Coverage Documents.

Rx copays apply to MOOP




CITY OF CARSON

Carrier Name
Medical Plan Name

July 2014 Medical Plan Comparison Exhibit-PPO Option

Saint Mary's Health Plans
Current PPO Plan

Saint Mary's Health Plans
2014 ACA PPO Plan

|2014 ACA Changes

PPO In-Network

PPO Out of Network

PPO In-Network

PPO Out of Network

Deductible {Calendar Year) $500 $1,000 $500 $1,000
Family Deductible 2x 2x 2x 2x
) $3,500 $9,000 $3,500 $9,000 MOOP includes CYD
Out of Packet Maximums (Includes Ded) per Calendar Year per Calendar Year per Calendar Year per Calendar Year Colns & all copays, inc. Rx
. 2x 2x 2% 2x
Out of Pocket Family Max {Includes Ded) per Calendar Year per Calendar Year per Calendar Year per Calendar Year
Coinsurance 20% 50% 20% 50%
Physician Services
Primary Care Physician $20 per visit CYD/Coinsurance $20 per visit CYD/Coinsurance
Specialist Physician $40 per visit CYD/Coinsurance $40 per visit CYD/Coinsurance

Alternative Medicine

$1500 Max per Calendar Year

Ambulance Services

$20 copay PCP
$40 copay Specialist

CYD/Coinsurance

CYD/Coinsurance

$20 copay PCP
$40 copay Specialist

CYD/Coinsurance

CYD/Coinsurance

Ground
Air

Diabetic Products

CYD/Coinsurance

CYD/Coinsurance

CYD/Coinsurance

CYD/Coinsurance

CYD/Coinsurance

CYD/Coinsurance

CYD/Coinsurance

CYD/Coinsurance

$10/20/40

$10/20/40

$15/40/60

$15/40/60

Must Match Rx Copay




CITY OF CARSON

Carrier Name
Medical Plan Name

July 2014 Medical Plan Comparison Exhibit-PPO Option

Saint Mary's Health Plans
Current PPO Plan

Saint Mary's Health Plans
2014 ACA PPO Plan

|2014 ACA Changes

Durable Medical Equipment

Rental

{tems for Purchase
Emergency Services

CYD/Coinsurance

CYD/Coinsurance

CYD/Coinsurance

CYD/Coinsurance

CYD/Coinsurance

CYD/Coinsurance

CYD/Coinsurance

CYD/Coinsurance

S2500 Limit Rernoved

Emergency Room

Urgent Care

Health & Wellness/Preventive Care

CYD/Coinsurance

L CYD/Coinsurance

CYD/Coinsurance

CYD/Coinsurance

$50 copay per visit

.

$50 copay per visit

$50 copay per visit

$50 copay per visit

Healthy Mom, Baby, Decisions, Well Baby

Mammograms, Colonoscopy, Pap & Pelvic

Home Health Care

No Charge

CYD/Coinsurance

No Charge

CYD/Coinsurance

No Charge

CYD/Coinsurance

No Charge

CYD/Coinsurance

Hosnice Care

CYD/Coinsurance

CYD/Coinsurance

CYD/Coinsurance

CYD/Coinsurance

Inc. from 25 to 30 Visits

CYD/Coinsurance

CYD/Coinsurance

bin

CYD/Coinsurance

CYD/Coinsurance

Outpatient/ObservationI

Skilled Nursing/Acute Rehab

Inpatient

CYD/Coinsurance

.

CYD/Coinsurance

CYD/Coinsurance

CYD/Coinsurance

CYD/Coinsurance

CYD/Coinsurance

CYD/Coinsurance

CYD/Coinsurance

CYD/Coinsurance

CYD/Coinsurance

CYD/Coinsurance

CYD/Coinsurance

SN-inc 30 1o 100 Days/AR
Inc 30 to 60 Days |

CYD/Coinsurance

CYD/Coinsurance

CYD/Coinsurance

CYD/Coinsurance




CITY OF CARSON

Carrier Name
Medical Plan Name

July 2014 Medical Plan Comparison Exhibit-PPO Option

Saint Mary's Health Plans
Current PPO Plan

Saint Mary's Health Plans
2014 ACA PPO Plan

Infusion Therapy

|

2014 ACA Changes

Infusion Treatment non-hospital Facility

Billed by a Hospital facility

Kidney Dialysis Services

$40 copay Specialist

CYD/Coinsurance

$40 copay Specialist

CYD/Coinsurance

CYD/Coinsurance

CYD/Coinsurance

—_—

CYD/Coinsurance

CYD/Coinsurance

Lab/Pathology

CYD/Coinsurance

CYD/Coinsurance

CYD/Coinsurance

CYD/Coinsurance

|

S60K Removed-covered to
extent not cavered
by Medicare

Laboratory

Pathology
Maternity Care

No Charge

CYD/Coinsurance

No Charge

CYD/Coinsurance

CYD/Coinsurance

CYD/Coinsurance

CYD/Coinsurance

CYD/Coinsurance

Physician: Prenatal and Delivery

Delivery & Nursery Hosp Care Mom & Baby
Morbid Obesity

$20 copay PCP

$40 copay Specialist

CYD/Coinsurance

$20 copay PCP

CYD/Coinsurance

$40 copay Specialist

CYD/Coinsurance

CYD/Coinsurance

CYD/Coinsurance

CYD/Coinsurance

Bariatric Surgery

Nutritional Supplements & Therapy

CYD/Coinsurance

CYD/Coinsurance

CYD/Coinsurance

CYD/Coinsurance

510K Limit Removed

Limit-1X per 3 Years

CYD/Coinsurance

CYD/Coinsurance

CYD/Coinsurance

CYD/Coinsurance

52500 Max replaced with
120 Day Supply Limit




CITY OF CARSON

Carrier Name
Medical Plan Name

July 2014 Medical Plan Comparison Exhibit-PPO Option

Saint Mary's Health Plans
Current PPO Plan

Saint Mary's Health Plans
2014 ACA PPO Plan

|2014 ACA Changes

Organ Transplants

Ostomy Supplies

CYD/Coinsurance

CYD/Coinsurance

CYD/Coinsurance (

|

CYD/Coinsurance

Per 30 day supply

Orthotics

Prosthetics

CYD/Coinsurance

CYD/Coinsurance \

CYD/Coinsurance

CYD/Coinsurance

CYD/Consurance

CYD/Coinsurance \

CYD/Coinsurance

CYD/Coinsurance

5250 limit now 1 pair per
Calendar Year

Radiation Oncology Therapy

CYD/Coinsurance

CYD/Coinsurance

CYD/Coinsurance

CYD/Coinsurance

§7500 Max Removed

Radiology and Diagnostic Services

CYD/Coinsurance

CYD/Coinsurance

CYD/Coinsurance

CYD/Coinsurance

Radiology and Diagnostic Services at FSF

Same as above @ hospital facility
Spinal Manipulation

CYD/Coinsurance

CYD/Coinsurance

CYD/Coinsurance

CYD/Coinsurance

CYD/Coinsurance

CYD/Coinsurance

CYD/Coinsurance

CYD/Coinsurance

$40 copay Specialits

CYD/Coinsurance

$40 copay Specialits

CYD/Coinsurance

5750 Max Removed




CITY OF CARSON

Carrier Name
Medical Plan Name

July 2014 Medical Plan Comparison Exhibit-PPO Option

Saint Mary's Health Plans
Current PPO Plan

Saint Mary's Health Plans
2014 ACA PPO Plan

[2014 ACA Changes

Temporomandibular Joint Disorder

Outpatient Surgical

Non Surgical Outpatient
Therapies (Phy, Occ,Autism,Sp)

CYD/Coinsurance CYD/Coinsurance

CYD/Coinsurance CYD/Coinsurance

S5K Limit Removed

CYD/Coinsurance
CYD/Coinsurance /

CYD/Coinsurance
CYD/Coinsurance /

51500 Max Removed

Physical Therapy

Autism Spectrum Disorder
Prescription Drug Coverage

i

CYD/Coinsurance CYD/Coinsurance

CYD/Coinsurance CYD/Coinsurance

Inc 25 to 60 Visits

n

CYD/Coinsurance

CYD/Coinsurance

L)

CYD/Coinsurance

CYD/Coinsurance

J S36K to 200 Visits

30 Day Supply

The above spreadsheet is for plan comparison purposes only and is not intended to provide specific plan details as a legal

$15 Generic
$40 Preferred Brand/$60 Non Preferred Brand

Copays apply to PPO In Network
OON subject to CYD & 30% Coinsurance

$15 Generic
$40 Preferred Brand/$60 Non Preferred Brand

Copays apply to PPO In Network
OON subject to CYD & 30% Coinsurance

Rx copays apply to MOOP

document . For complete plan details , please refer to the Certificate of Coverage or Evidence of Coverage Documents.



March 20, 2014

Ms. Barbara Peach
City of Carson City
201 N Carson St Ste 3
Carson City NV 89701

Group Number 602813

Thank you for allowing Standard Insurance Company to provide quality products to support your
employees’ insurance needs. We are pleased to renew your policy with continued coverage and services.

We have carefully reviewed the current composition of your organization, evaluating age, occupation,
gender and salary of your insured employees. Based upon this review and application of rate factors
appropriate for your industry classification, we are renewing your policy at existing premium rates as
indicated in the chart below. These rates are guaranteed until July 1, 2016.

Product & Services Through 06/30/14 Effective 07/01/14

Basic Life $0.41 Per $1000 of Benefit $0.41 Per $1000 of Benefit
Basic AD&D $0.04 Per $1000 of Benefit $0.04 Per $1000 of Benefit
Dependent Life $0.30 Per Member, Elective $0.30 Per Member, Elective

If you have any questions about your rates or our review process, the Los Angeles Employee Benefits
Sales and Service Office at (818) 386-6220 is available to serve your needs. We value your business and
welcome the opportunity to provide continued assistance to you.

Sincerely yours,

Jon Franz

Western Risk Team 1
Employee Benefits Division
Standard Insurance Company

cc: Lockton Companies, LLC
Los Angeles Employee Benefits Sales and Service Office
Contract file
Premium file



