David Ash — Chip Schutte — David Weiss - Sharon Keeler — Chuck Bishop

AGENDA
Joint Administrative Services Board
Monday January 22, 2018 1:00 p.m.
Joint Government Center

1. Call to Order.
Determination of Quorum
Selection of Chairperson
Selection of Vice-Chairperson
Establishment of meeting calendar. Please consider the following:
Date Time Location | Topic(s)
- 102/26/18 11:00:00PM  [IGC Technology
03/26/18 [1:00:00PM |IGC Technology
04/23/18 [1:00:00PM |JGC ~ ]Technology
05/21/18 |1:00:00PM |IGC Audit, Technology
06/25/18 |1:00:00PM |JGC If needed
07/23/18 {1:00:00PM |JGC If needed
08/27/18 1:00:00 PM |JGC If needed
09/24/18 }1:00:00PM |IGC Technology
10/22/18 |1:00:00PM [JGC Director Evaluation
11/26/18 |1:00:00PM  [JGC If needed
12/17/18 1:00:00 PM |JGC If needed _
01/28/19 11:00:00PM |JGC Organization, Budget, Technology
2. Approval of Minutes, (November 27 Minutes Attached).
3, ERP Update.
4,  JAS 2019 Budget. Proposal to be developed by Monday.
5. Next Meeting February 27.




DRAFT for Approval January 22, 2018

Joint Administrative Services Board
November 27, 2017 Regular Meeting 1:00 pm

At a regular meeting of the Joint Administrative Services Board held on Monday, November 27, 2017,
at 1:00 pm in the Meeting Room AB, Berryville Clarke County Government Center, 101 Chafmers
Court, 2nd Floor, Berryville, Virginia. ‘
Members Present: David Ash, Chuck Bishop, Sharon Keeler, David Weiss
Members Absent: Chip Schutte
Staff Present: Tom Judge, Gorden Russeli; Brianna f'ay!orh
Others Present: None
1. Call to Order - Detenmination of Quorum
At 1 01t pm, David Weiss called the meeting to order having determined that a quorum was
presen

2. Approval of Agenda

Chuck Bishop, seconded by David Ash, moved to approve the November 27, 2017 agenda
as presented. The motion carried by the following vote:

David Ash - Aye
Chuck Bishop - Aye
Sharon Keeler - Aye
David Weiss - Aye

3. Approval of Minutes

Chuck Bishop, seconded by David Ash, moved to approve the October 23, 2017 minutes as
presented. The motion carried by the following vote:

David Ash - Aye
Chuck Bishop - Aye
Sharon Keeler - Aye
David Weiss - Aye
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DRAFT for Approval January 22, 2018
4. ERP Update: Taxation

Tom Judge reviewed the fé]lowing;
a) Tyler has credited three credit days for fraining:

b} Tyler has added an addition Project Manager {(Hope MclLean). Working on conversion
issues, Tax Relief for the Elderly and Disabled, and following up on issues with Gordon.

¢} Staff request for hard copy documentation specific to Clarke.

Options: Pay fee to get the hard copy failored for our needs from Tyler; or use a copy
that we have of the document..

It was discussed and decided to use the copy of the document that we have. So that
we could tailor and customize the document per departmental needs.

d) Suspending the decision on Go Live.
Not going live in December: looking at March- waiting on suggestions from Tyler.
e) Tyler Forms says custom programming is required to emulate our current bill.

it was discussed and decided that it was necessary to get the cusﬁom programming o
emutate our current bills and supplemental bills.

Sharon Keeler, seconded by David Ash, moved to purchase the custom programming to
emulate our current bills and supplemental bills. The motion carried by the following vote:

David Ash . Aye
Chuck Bishop - Aye
- Sharon Keeler - Aye

David Weiss - Aye
5. Taxation Refund |
Tom Judge stated that legal services are attempﬁng to obfain our refund from the IRS.
8. Health Plan Oplion
Tom Judge stated that FY19 Rates for the State’s health plan for localities have been
distributed and are roughly 18% higher than our current rates. However, the terms of the plan

have not been distribuféd, o its value is unclear. This matter will get discussed further In ihe next
meeting.
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7. Position Advertised

- Tom Judge stated that the job advertisement has been posted for a replécement, for the
outgoing Administrative Assistant at Purchasing for CCSA.

8. NextMeeling _
The next regularly scheduled meeting is set for January 22, 2018.
9. Adjournment

At 1:45 pm, David Ash, seconded by Chuck Bishop, moved to adjoum the meeting.

Minutes Recorded and Transcribad by Brianna Taylor
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¥ The Local Choice Health Benefits Program

To: TLC Group Administrators

From: Walter E. Norman
Program Manager

Date: January 2018

Re: The Local Choice Health Benefits Renewal

Thank you for your continuing support of The Local Choice program. We are pleased to enclose
The Local Choice (TLC) renewal for fiscal year 2019. TLC will again offer five statewide plans fo all
tocal employer groups along with a regional plan in certain geographic areas.

For all Statewide plans, medical, behavioral health, outpatient prescription drugs and routine vision

_is adminisiered by Anthem BCBS. Delta Dental will administer the dental benefits through a
separate agreement with Anthem. The regional plan will continue to be administered by Kaiser
Permanente. Employer plan choices are: .

Statewide plans ‘
o Key Advantage With Expanded Benefits
¢ Key Advantage 250
s Key Advantage 500
e Key Advantage 1000
¢ TLC High Deductible Heaith Plan (HDHP) — HSA compatible

Regional plan
¢ Kaiser Permanente — available in certain service areas

Retiree Plans :
o Key Advantage or Regional Plan coverage (only available {o retirees not eligible for
Medicare)
o Advantage 65
o Advantage 65 with Dental/Vision
¢ Medicare Complementary (Grandfathered for current participant groups, only)

All active employee TLC plans include the CommonHealth wellness program at no additional
cost to your employees. CommonHealth features our Fufure Moms prenatal risk management
program, our highly acclaimed Quit For Life tobacco cessation program, confidential, at work
medical screenings pius other health and weliness programs including nufrition, stress
management and fithess programs.

Your 2018-2019 renewal notebook includes a Comparison of Benefits brochure outlining the
proposed ‘benefits to assist you in determining which plan or plans you want fo offer your
employees.

Yirginla Department of Human Resource Management » 101 North 14th Street » 13th Floor » Richmond, Virginia 23219
{804) 786-8460 » e~mail: e @dhmm.state.va.us




"There are a few beheﬁt changes to the Key Advantage Expanded and Key Advantage 250 plans
this year.

20% no deductible

'« Diagnostic tests and x-rays (OP, IP and ER) 20% after deductible

o ER facility copayment $250 $350
o Hospital, Maternity and Behavioral Health $300 _ $400
copayment per stay . _
o Shots (allergy and therapeutic injections) 20% no deductible - | 20% after deductible
e Therapy services 20% after deductible | 20% after deductible

There are no benefit change‘s in the Key Advantage 500, 1000 and HDHP plans.

Rates for all available plan options are listed in Section 2 (Renewal Rate Sheets and Information).
Together, the statewide Key Advantage plans, High Deductible Health Plan and the Kaiser
Permanente HMO fully-insured regional plan {available in certain service areas) offer you a variety
of choices with competitive administrative costs and quality coverage.,

We encouragé you to attend a TLC Regional Meeting in March of 2018. |, along with
representatives from our program’s vendors, will present plan highlights, improvements and
changes in more detail. The RoadShow meeting schedule for 2018 will be distributed in January
2018.

Our goals are twofold — first, to help you offer a high quality, affordable health benefits package;
and second, to assist you in atfracting and retaining the highest quality employees. We value your
participation, and we look forward to continuing our partnership in fo the future.

Thank you for selecting The Local Choice program.

Sincerely,
W&m@‘ﬂm pr—

Walter E. Norman
Program Manager
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The Local Choice 2018 Comparison of Statewide Plans

Key Advantage Expanded Key Advantage 250
Plan Year Deduictible o S iniatwork: In-Netwark:
(Key Advantags*ﬁppinas to Ee;ta n Memcai Samces ~ One Person Two Pagpie Famity One Psrson Tw Prople Family
as, !ndscated on cimm S £180 See Family 200 $250 See Famity §500
'_(HBEP Appt?es Eﬁ Meﬂica! Behavierai Health - But-af-Network: Out-of-Network:
-and Prescription Drug Services) - %200 - See Family 400 $500 Ses famfly $1,000
.P_iart Ygaf_.ﬂu_téqf-pm_:ka_t Expens_e_ﬁmit o f: o In-Hetwork: in-Nabwork:
CENERIRY LS T e e L e Parsen Two People Famity One Person Two Peopla Family
- $2,008 See Family $4,000 $3.000 See Family $6,008
4 Qut-of-Network: : © Out-of-Network:
Torn $3,000 See Family $6,000 $5.000 See family $10,800

7 Yes, Once you meet the oubafnetwork deductitie,
£ you pay 30% cainstrance for medical and behavieral
" heaith services. Gopayments de ot apply fo medical
* and behavioral ealth services. Copayments and
. coinsurance for rautine vision, outpatient presription

- drugs and dental services wifl sl apply.

Yes, Once you mest the eut-of-network deductible,
yau pay 30% coinsurance for medical and behavioral
haalth services. Copayments do not apply to medieat
and behavioral health services, Copayments and
coigstrance for routine vision, outpatient prascription
firigs and dental services will stiff apply.

*Medical Care When Travellng (BlusCerd) -~ & Incuded Includedt
Ufetine Moximun S e Unlmited
In-Network You Pay fn-Network You Pay

Loverad Services

. 20% colnsurance after deductible

20% colnsurance after deductible

: Copayment/colnsurance determined by

Copeymenticoinsurance determined by

service received service recelved
- $300 copayment per stay $400 copayment per stay
50 $
' §15 copayment $28 copayment
$
0
__;effar frfgher premwﬂi} One Person Two Peaple Famity One Porson Twe Pogple Fanilly
- Déntal Plan Year nmmct}bie ' v $50 375 $25 $50 $75
;'P!an Year Mammvm (Except Bﬂhedontics) © §1.500 $1,500
- Preventive Dental Gare - v §0 $0

- 20% coinsurance after dental deductible
» _' - 50% coinstrance after dental deductible
-+ 50% coinsurance, o dental deductible,

© with $1,500 ifetime maximurn .

;‘;_- Major Dental Care = ‘
: __* ﬂrthadontte Semces ﬁncludes AETU!E E}rthu)

2035 coinserance after dental deductible
50%% coinstirance after dental deductible
50% coinstrance, no dental deductible,
with 31,500 lifetime maximum

1L Note: Yeltow highiights denote benefit change for 2018,




Key Advantage 500 -Key Advantage 1000 High Deductible Health Plan
Ii-Network: In-Network: '

Dne Person Two People Family One Person Two People Family One Persan Two Penple Family
$500 See Family $1,080 $1,008 Seg Family $2,000 $2,800 - See Family $5,600
Out-of-Network: - Out-of-Netwerk: ~ Deductible is combined for In-Netwark and
31,000 See Family $2,000 $2,000 Se Family 44,000 Qut-of-Netwaork services. )

In-Network: in-Netwark: In-Network:

One Person - Two People Family One Parson Tvip People Family dne Parson Twa People Family
$4,000 See Family $8.000 $5,000 See Family $10,000 $5,000 See Family $10,000
Out-of-Network: - Out-of-Network: Out-of-Network:

$7.000 See Family $14,000 $9,000 See Family $18,000 $10,000 . See Family $20,000

Yes. Once you meet the out-of-network deductibla,
yau pay 30% colnsurance for medical and behavioral
health sarvices. Capayments do not apply to medical
and behavioral health services. Copayments and
coinsurance for ragtine vision, outpatient prascription
drugs and dentat services will still apply.

Yes. Once yau meet the out-ofnatwark dedustible,
yau pay 30% coinsurance for medicat and behavioral
health services. Gopayments do not apply o medical
and behavioral health services. Copayments and
coinsurance far routine vision, autpatient preseription
drugs and dental services will still apply.

Yes, Once you meet the combined deductible

you pay 40% coinsurance for medical, behaviorat
kealth and prescription drag services from
Out-of-Network praviders.

Included trcluded included
Unlimited Unlimited Unlimitéti
... In-Network You Pay In-Netwark You Pay In-Network You Pay

20% eninsurance after deductible

20% coinsurance after deductible

20% colnsurance after deductible

Copayment/coinsurance delermined by
service recelved

Copaymentfeoinsurance determined by
service received ‘

20% coinsurance after deductible

20% goinsurance after deductible

20% coinsurance after deductible

20% coinsurance after dedustible

20% coinsurance aiter dental deductible
5% coinsurance after dental deductible
50% coinsurance, no dental deductible,
with $1,500 lifetime maximum

20% coinsurance after dental dedustiale
50% coinsurance after dental deductible
50% colnsurancs, ne dental deductible,
with $1,500 fifetime maximum

$0 $0 20% cainsurance after deductible
$25 copayment $25 copayment 20% cainsurance after deductible
$0 $0 §a
$o $0 40
One Parson Two People Family {ne Parson Two People Family One Person Tivn People Faniily
$25 450 §75 §25 $a0 §75 $25 £50 §75
$1,500 81,508 $1,500

0 $6 $6

20% coinsurance after dental deductible
50% coinsurance after denta) deductible
50% coinsurance, no dentat deductible,
with $1,500 [ifetime maximum




The Local Choice 2018 Comparison of Statewide Plans continuea)

Key Advantage EXpanded Key Advantage 250
Covered Services In-Network You Pay In-Network You Pay
“Diabetle Education BRI RN R $0 -
.Diahetic Buﬂpmeﬁt LT 908 coisrante after deductible 20% coinstirange after deductivle

.n}abstin Suppties -See uutpatlent Pmsmﬁztian Drugs

Dlagnnsﬁc Tests ami X~rays SRS 0% coinsurance, no deductible
_ {for specific conditions or diseases at a doetm’s umce,

f_emergency £90m oF nutpatsent Imspltai departmenf}

20% coinsurance after deductible

_"_Bestﬁ_ \ lsats “orian Butpaﬂent Basts - |
- Priniary-Gare Pliysicians - - $15 copayment

o $25 copayment

$20 copaymant
$35 copayment

5 'Spec:a{ly Care: medefs

© Gopaymentfeoinsurance defermined by

Copayment/coinstrance determined by

: 120% coinsuraace, na deductibte

- service moeived service raceived

- $250 copayment per visit $350 copayment per visit
{walved if admitted to hospital) {viaived if apmitted fo hospital)

o $15 copayment $20 copayment

. $25 topayment $35 copayment

20% cainsurance after deductible.

8

" 70% coinstrance after deductible

20% coinsurance after deductible

) $0
_ ~ $300 copayment per stay $400 copayment per stay
s Professional Provider Services
—"_I«?nmaryCamPhystcians e 50 $0
e : %0 $0
“» Eaclilty Serviees o §100 copayment $150 copayment
. Professional Pravlder Semces - -
- Primary Care Physicians: - % $18 copayment $20 copayment
4 Specialty Care Providers - . §25 copayment $35 copayment

Biagnostie Teslsandm';ys _‘ 5 . 20% eoinsurance, no deductible

‘208 ceinsurance after dedictible

ZLTY Hote: Yeltow hightights denote benefit change for 2018,
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Key Advantage 500
in-Netwark You Pay

Key Advantage 1000

In-Network You Pay

High Deductible Health Plan

In-Network You Pay

40

$0

20% coinsurance after deductible

2085 coinsurance after deductinle

20% coinsurance after deductible

28% eainsuranga after dadustible

20% colasuranse aftér deductible

20% coinsurance after deduetible

20% coinsurance after dedustible

$25 copayment
$40 copayment

$25 copayment
$40 capayment

20% coinsurance after deductible
20% coinsurance after deductinle

Copayment/coinstrance datermined by

service received

Copayment/cainsurance determinad by

service recefved

20% coinsurance after deductinle

28% coinsurance after deductible

425 copayment
$40 copayiment
28% coinsurance after deductinle

20% tainsurance after deductikle

4$25 copayment
$40 eapayment
20% coinsurance after deductible

20% coinsurance after deductible

20% cainsuranee after deductible
20% coinsurance after deductible
20% coinsuranee after deductible

$0

50

20% eainsurance after deductible

20% cainsrance after deductibfe

2084 coinsurance after deductible

20% colnsurance after deductible

i0

$0

20% colnsurance after deductible

20% colnsurance after deductible

S8
$0

20% coinsurance after deduetibie

$25 copayment
$40 copayment
204 coinsurance after deductible

20% eoinsurance after deductile

$0
0

20% coinsurance after deductinle

$25 copayment
$40 copayment
20% coinsurance afiar deductible

20% eoinstrance after deductible

20% coinserance after deductible
20% colnsurance after deductible

20% coinsuranee after deductible

20% coinsurance afier deductinle
20% coinsurance after dedictible
20% coinsurance after deductible

1




“The Loeal Choice 2018 Comparison of Statewide Plans (continued)

Key Advantage Expanded Key Advantage 250
Covered Sennces ‘ in-Network You Pay In-Network You Pay
. Matem[ty 4 "
" Professional meder Semces (Prenatai &
‘Postnatal Carg) - AL :
= Primary Care Physnclans Sl $15 copayment $20 copayment
$33 copayment

-Specialiy carePrevzders CroovEit el §26 copayment

: '.':-:Z: $0
' 33_8_0___£0payment per stay*

.'f— anaw Cafa Physleians
“~Speclalty Dare Provicers

 Hospital Services.for nefive:y lﬂehveiy Roprm,
_ Anesb‘resia Ra}ufme Hursfng Care for Ne wbum}

- j 20% cainsurance, ne deductible

I your doctor subimits one bill for delivery, prenatal and postnatal care services, Ehefe 500
"o copayment required for physiclan care. If your doctor bifls for these services separataly, your
1 payment responsibiity will be determined by the services received,

fo
$0

‘$400 copayment per stay*

5065 coinsurance after deductible

_ 20% coinstrance after deductible

20% coinstirance after deductible

. Tier 1 - $18 copayment
& ‘Y:m may ;mrchase tip to 3 90-day supply ata. Her 2- $30 copaymeni
~retall pnarmacy tiy paying multipie capaymsms .7 Ter 3 - $45 copayment

: ur ti;a ca;nsurance after_ the dedusiible Tier 4 - §55 copayment

fier 1- $20 copayment
Tier 2 - $60 copayment
Tier 3 - $90 copayment
Tier 4 - $118 copaymant

Tier 1 - $10 copayment
Tier 2 - $30 copayment
Tier 3 - $45 copayment
Tier 4 - §55 eopayment

Ter 1~ $20 copayment
Tier 2 - $68 copayment
Tiar & - $90 copayment
Tier 4 - $110 capayment

769 colnsurance, no deductible

2085 coinsurance, no deductibie

_ $25 copayment

Fyoglass Lenses - $20 copayment
. Eyeglass Frames - Up to $100 ratail allowance™
- bontact Eenses m; Ueu ef Eyeglass lenses)
; Hp fo £100 retail aflowance
Up to $250 retail allowance

" Upgrade Eveglass Lenses (A vaiable fer Additional Gost)
-« U¥ Coating, Tints, Standard Scratch Res;staﬂ - §15

“-» Standard Palycarbonate. $40

<o Standard Propressive . $65

“'» Standard Anti-Refiect $45

i therAdd»Uns 209 off retail

$35 copayment
$20 vopayment
Up to $190 retalt atlowance ™

Up to $100 retall atlowance
Up o $250 rotall allowance

£15
$40
$85
$45
20% off retail

Shats ﬂiiergy & Therapedtic injections “30% eolnsurance, o deductible
i (At ﬁncturs Qifice; Emergensy Ranin

::_:?ﬁutpatlant Hnspital Deparﬁmeat} B

fii_lf%f coinsurance after deductible

 Sklle Nursing Facilty Stays
* (180-Day: Perstay Limit Ber M ek

N

)

’-;?'r&ﬁess;éréamav:der.seiyf;i;g's.ﬁ;‘_. T %

$0
$0

*This plan wilt waive the hospital copayment if the member envolis in the materaily management preﬂata! program within the first tAmestar of pregnancy,

fias a denial cleaning during pregnancy and satisfactorily complates the program,

**You may select a frame greater (han the covered affowance and receive a Zﬂ% discount for any addftwnal cost over the allaveance.

52 Nofe: Yellow hightights denale Benefit change for 2018,
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Key Advantage 1000

Key Advantage 500 High Deductible Health Plan
In-Network You Pay in-Network You Pay In-Network You Pay

$25 copayment $25 copayment 20% coinsurance after deductible

$40 copayment $40 copayment 20% cainsurance after deductibie

if your doctor submits one bill for delivery, prenatal and pestnatal care services, there isno
copayment required for physieian care. If your doctor bills for thase services separately, your
payment responsibility wiif be determined by the services received.

$0
0

20% colnsurance after daductinle

20% ceinsurance after deductibie

30
$0

20% coinsurance after deductihla

20% coirsuranse after deductible

20% ceinsurance after deduetible
20% coinsurance after dadustible

20% coinstrance after dedustible

20% coinsurance after dedustible

20% coinsurance after deductible

20% coinsurance after deductible

20% coinstrance afier dedustible

Tier 1 - $10 copaymant
Tier 2 - $30 copaymeant
Tier 3 - $45 copayment
Tier 4 - 855 copayment

Tier § - $20 copayment
Tier 2 - $60 copayment
Tier 3 - $30 copayment
Tier 4 - $110 copaymant

Tler 1 - $10 copayment
Tier 2 - $30 copayment
Tier 3 - $45 copayment
Fier 4 - §55 copayment

Tier 1 - $20 copayment
Tler 2 - $60 copayment
Tier 3 - $90 copayment
Tier 4 - $110 copaymant

20% colnsurance after deductible

20% cainsurance after deductible

20% coinsuranee, na deductible

20% coinsurance, no dedustible

20% eoinsurance after deduetible

$40 capayment
$20 copayment
Up to $100 retail allowance**

tp to $100 retall allawance
tp to $250 retall allawance

$15
$40
$65
$45
20% off retail

$40 copayment
$20 copayment
Up to $104 retail allowance™*

Up to $100 retail alowance
Up to $250 retall allowance

$15
$40
$68
$45
20% off retail

$15 copayment
$26 copayment
Up to $100 retall allawance™*

Up to $100 retall allowance
Up to $250 retail allowance
$15
$40
385

$45
20% off retail

20% coinsurance after daductibie

20% coinsurance after deductible

20% eoinsurance after dedustible

40
%0

40
40

20% cainsurance after deductible

20% colnsurancs after deductible

13




The Local Choice 2018 Comparison of Statewide Plans contineq)

Key Advantage Expanded

Covered Services in-Network You Pay

Key Advantage 250

. In-Network You Pay

.'18]3!::31 Mampnlations and Diher S
,Maﬂuat Medical Interventions. = -
(30 Visils Per Plan Year Limit Per Member)
Primary Care Physiglans .
Speciaily Care Providers

~ $15 copayment
$25 copaymant

$20 copayment
$35 copayment

'Surgery Sea }{Dspitai Semices e

'»T‘nerapy Semce‘ e T
 Infusion Services, Gardfac Rehsbmfaﬁaf: Therapy, 2
~Chemoiherapy, Radiahan_ m.em ¥ E
= Respiratory Ther :
- Physleal therapy,
Facility Serviges 5
f'?mfessmnal mecier St

an;_f.Speech'Therapy L
- 28% coinsurance after geductible

. ‘205 cuinsurance after deductitle
20% colnstrance after deductible

20 coinsurance after deductible

:20% colnsurance after deductible

20% cainsurance after deductible

; fio ceﬁayment. coinstirance, or deductitle

-+ Ho copayment, colnsurance, of deductible

Speclasty Care Providers.
Imi nEzanuns, iaiJ and X- Ray Semces

. Nocopayment, colnsurance, or deductibie

Ko copayment, colnsurancs, of deductible

. gtk
L. Prestate Spac fic Antigan T Test
;' cmurectal ﬁancer Sereenmgs

Ro sopayment, colnsuraica, o7 deductible

Ne copayment, coinsurance, or deductible

%o copayment, coinsurance, or deductible

Ho copayment, cainsuranee, or deductible

* Note: Yellow hightights denote benefit change for 2018,
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Key Advantage 500

High Deductible Health Plan

Key Advantage 1000
In-Netwark You Pay In-Netwark You Pay In-Network You Pay
$25 copayment $25 capayment 20% coinsurance after deductible
$40 copayment $40 copayment 20% colnstirance after deductible

20% colnsuransa after deductibla

205 coinsurance after deductible
20% coinsurance after deductible

20% ecinsurance after deductible

20% coinsurance after deductible
20% cainsurance after deductible

28% colnsurance after &eductible

20% coinsurance after deductible
20% coinsurance aftar deductible

No copayment, coisurance, or deductitle

. No copayment, ceinsurange, or deduetible

Ho copayment, eainsurance, ar daductible

No copayment, cainsurancs, or deductible

Ho copayment, ceinsurance, or deductivle

No copayment, eoinsurance, or deductible

No copayment, eoinsurance, or deductible

No copayment, colnsurance, or deductible

No copayment, goinsurance, or deductible

Mo copayment, colnsurance, or deductible

No copayment, coinsurance, or deductible

No copayment, coinsurance, or deductible
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THE LOCAL CHOICE HEALTH CARE PROGRAM
' Anthem Blue Cross and Blue Shicld

Renewal Analysis:
{Excludes Advantage 65 premiums and claims)

For
Clarke County And Schools
Group #47284
for July 1, 2018 through June 39, 2019
I. Income at Current Rates (1) 7 $3,407,520
1I. Projected Medical Claims Related Charges (2) '
A.  Claims Cost {12/61/2016 through 11/30/2017) $4,628,348
B.  100% Facility Network Savings ($1,036,762)
C.  100% Professional Network Savings ) ' ($1,293,379)
D.  Claims in excess of the $125,000 pooling limit ($127,582)
E.  Sublotal : $2,170,626
F.  Change in Incurred But Not Reported Claims $21,706
G.  Benefit Adjustment _ ' $0
H.  Enroliment Adjustment ($21,923)
I Trend : . $2477,733
J.  Total Medical Projected Incurred claims $2,418,142
MI. Projected Reinsurance Charges . $335,396
IV. Projected Medical Administrative Charges, Network Access Fees, and Affordable Care Act(3) $150,005
V. Projected Dental Capitation $157,957
VL Projected Drug Capitation . $882,382
VII. TLC Contingency Reserve or Risk Fee(4) ($60,154)
VII. Total Income Requirements (ILJ. + HL +1V.+ V. + VL + VL) | $3,883,728
. Percentage Adjustment : . 14.0%

! Iustrative income is based on current enroliment as follows:
KA250 KA 500 HDHP TOTAL

Single 61 124 14 199
Dual 17 21 2 40
Family i9 40 8 67
TOTAL: 97 185 24 306

? There are 3 claims in excess of the $125,000 pooling limit,

Facility and Professional network savings represent 50.3% of medical claims cost
Medical trends used in the renewal development were 7% annual,

For a 19 month projection, this equates to 11.3%

? Administrative charge as a percent of income requirements is 3.9%
4 Includes DHRM Program Administration and CommonFHealth

Assumé; all have Comprehensive Denftal,
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FY 19 Monthly Health Benefit Rates

Source: Jolnt Administrative Services
A. Plan Rates

KA 250 Plan Option
Regular Full Time
Single

Duatl

Family

Transportalion, Food Service & Other
Single

Dual

Family

KA 500 Plan Option

Reguiar Full Time
Single

Dual

Family

Transportalion, Food Service & Other
Single

el

Family

TLC High Deductible

Regular Full Time
Single

Duat

Family

Transportalion, Food Senice & Other
Single

Dual

Family

B. Account Contributions

Reguiar Fulf Time ,

TLC Health Savings Account Centribution {sing'e}
TLC Health Savings Accourtt Contribution {dual)
TLC Health Savings Account Contribution {family}

Transporlation, Food Service & Other

TLC Health Savings Account Coatribution {single}
TLC Health Savings Account Coatribution {dual)
TLC Health Savings Account Contribution (famify}

C. Total Emplioyer Cost Per Group Health Member
Reguiar Full Time

Single Health

Dug! Heallh

Family Health

TLC High Deductible Single Health & "HSA”
TLC High Deductible Dual Health & "HSA”
TLC High Deductible Family Heaith & "HSA™.

Transporiation & Food Service
Single Health

Dual Health

Family Health

TLC Single Health & "HSA”
TLC Dual Health & “HSA®
TLC Family Health & "HSA"

Cost

769.00
1,423.00
2,076.00

769.00
1,423.00

- 2,076.00

706.00
1,308,00
1,906.00

708.00
1,306.00
1,906.00

557.60
1,030.60
1,504.60

557.00
1,030.60
1,504.60

Empfoyer

648.68
707.75
1,033.02

547.34
597.18
871.84

648,68
797,75
1,033.02

547.34
597.18
871.64

§557.00
633.04
923.05

469,99
534.14
778.85

91.68
74.71
168.97

77.35
63.04
92.79

648.68
707.75
1,033.02

648.68
707.75
1,033.02

547.34
697.18
871.64

647.34
597.18
871.64

Nole: Where bwo employees are mamied, and they logether opt for efther & duat or famiy opbon,

the employer will pay two tmes the sing'e emplayer contribution for the plan eption selected.

METHOD:

Force TLC High Deductible employee single contribution to zero.
Force 500 rates to percentage cenlributions from prior year.
Force 250 employer contrivution io same as 508 contribution.
Force "HSA” contribution so tolat employer equal across plans.

Effective 5/16/2018

120,32
715.25
1,042,98

221.65
B25.82
1,204,356

57.32
588.25
872.68

158,68
706.82
1,034.38

00
396.96
580.95

87.01
495.86
726.15

Employer
Employee FY 19 Share* FY 18 Share®
Rounding difference shifls year to year in KA250

B4%
50%
50%

1%
42%
42%

82%
54%
54%

78%
46%
46%

100%
61%
61%

84%
52%
T 2%

Employer

B5%
50%

50%

7%
42%
42%

92%
54%
54%

78%
48%
46%

100%
61%
81%

84%
52%
52%

Overall Change

14.00%

FY 19
Employer
Annval

7,784
8,493
12,388

6,568
7,168
10,460

7,784
8,493
12,398

6,568
1,466
19,460

6,664
7596
11,677

5,840
6,410
9,346

1,500
897
1,320

628
756
1,114
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