














































































































APPENDIX B —Health Insurance

Linn County Deputy Sheriffs Association
Collective Bargaining Agreement 2022 - 2025

36



8% KAISER PERMANENTE.

S u m ma ry Of Med ICaI Benefl tS All plans offered and underwritten by Kaiser Foundation Health Plan

of the Northwest. 500 NE Multnomah St., Suite 100, Portland, OR 97232

Member Services: 1-800-813-2000
Oregon TRAD PLAN LGY A 5/600 7/1/2022 - 6/30/2023
Linn County Group Number: 2493-006

Calendar year is the time period (Year) in which dollar, day, and visit limits, Deductibles and Out-of-Pocket Maximums

accumulate.

Deductible
Self-only Deductible per Year (for a Family of one Member) | None
Individual Family Member Deductible per Year (for each None
Member in a Family of two or more Members)
Family Deductible per Year (for an entire Family) None

Out-of-Pocket Maximum ?
Self-only Out-of-Pocket Maximum per Year (for a Family of | $600
one Member)
Individual Family Member Out-of-Pocket Maximum per Year | $600
(for each Member in a Family of two or more Members)

Family Out-of-Pocket Maximum per Year (for an entire $1,200
Family)
Office Visits You pay
Routine preventive physical exam $0
Telehealth (phone/video) $0
Primary Care $5
Specialty Care $5
Urgent Care $25
Tests (outpatient) You pay
Preventive Tests $0
Laboratory $5 per department visit
X-ray, imaging, and special diagnostic procedures $5 per department visit
CT, MRI, PET scans $5 per department visit
Medications (outpatient) You pay
Prescription drugs (up to a 30 day supply) $10 generic / $20 preferred brand / $40 non-preferred
brand
Mail Order Prescription drugs (up to a 90 day supply) ﬁzo generic / $40 preferred brand / $80 non-preferred
ran
Administered medications, including injections (all outpatient | 20% Coinsurance
settings)
Nurse treatment room visits to receive injections $5
Maternity Care You pay
Scheduled prenatal care visits and postpartum visits $0
Laboratory $5 per department visit
X-ray, imaging, and special diagnostic procedures $5 per department visit

LGnonPOS0122
C22A
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8% KAISER PERMANENTE.

Inpatient Hospital Services

$50 per day up to $250 per admission

Hospital Services
Ambulance Services (per transport)
Emergency services
Inpatient Hospital Services

You pay

$75

$200 (Waived if admitted)

$50 per day up to $250 per admission

Outpatient Services (other) You pay
Outpatient surgery visit $20
Chemotherapy/radiation therapy visit $5
Durable medical equipment 20% Coinsurance
Physical, speech, and occupational therapies (20 visits per | $5
therapy per Year)

Skilled Nursing Facility Services You pay
Inpatient skilled nursing Services (up to 100 days per Year) | $0

Mental Health and Chemical Dependency Services You pay
Outpatient Services $5 per visit
Inpatient hospital & residential Services $50 per day up to $250 per admission

Alternative Care (self-referred) You pay

Acupuncture Services
Chiropractic Services
Massage Therapy

Not Covered
Not Covered
Not Covered

Naturopathic Medicine $5
Vision Services You pay
Routine eye exam (Covered until the end of the month in $0

which Member turns 19 years of age.)

Vision hardware and optical Services (Covered until the end
of the month in which Member turns 19 years of age.)
Routine eye exam (For members 19 years and older.)

Vision hardware and optical Services (For members 19
years and older.)

No charge for one pair standard frames and lenses or
12-month supply contact lenses per year.

$5

Initial allowance of up to $250 for prescription
eyeglasses or conventional or disposable prescription
contact lenses, including Medically Necessary contact
lenses, not more than once every Year.

' Refer to your Evidence of Coverage (EOC) for benefits that may not apply to Out-of-Pocket Maximum.

Plan is subject to exclusions and limitations. A complete list of the exclusions and limitations is included in the Evidence
of Coverage (EOC). Sample EOCs are available upon request or you may go to http://www.kp.org/plandocuments

Questions? Call Member Services (M-F, 8 am-6 pm) or visit kp.org Portland area: 503-813-2000
All other areas: 1-800-813-2000 TTY.711. Language Interpretation Services, all areas 1-800-324-8010

This is not a contract. This condensed summary of benefits does not fully describe your benefit coverage with Kaiser
Foundation Health Plan of the Northwest. For more details on benefit coverage, claims review, and adjudication
procedures, please see your EOC or call Member Services. In the case of a conflict between this summary and the

EOC, the EOC will prevail.

LGnonPOS0122
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W% KAISER PERMANENTE.

S u m ma ry Of Dental Beneﬂts All plans offered and underwritten by Kaiser Foundation Health Plan

of the Northwest. 500 NE Multnomah St., Suite 100, Portland, OR 97232

Membership Services: 1-800-813-2000

Oregon R102 7/1/2022 - 6/30/2023
Linn County Group Number: 2493-009
Benefit Maximum per Calendar Year None
You pay

Dental Office Visit Charge — Per visit $5
Deductible (Per Calendar Year; applies to all services unless otherwise indicated)

For one Member $0

For an entire Family $0
Preventive and Diagnhostic Services (Not subject to or counted toward the Deductible )

Oral exam $0

X-rays $0

Teeth cleaning $0

Fluoride $0
Minor Restoration Services

Routine fillings $0

Plastic and steel crowns $0

Simple extractions $0
Oral Surgery Services

Surgical tooth extractions $0
Periodontics

Treatment of gum disease $0

Scaling and root planing $0
Endodontics

Root canal therapy $0
Major Restoration Services

Gold or porcelain crowns $0

Bridges $0
Removable Prosthetic Services

Full upper and lower dentures $0

Partial dentures $0

Relines $0

Rebases $0
Nitrous oxide (Not subject to or counted toward the Deductible or Benefit Maximum)

Adults and children age 13 years and older $25

Children age 12 years and younger $0
Orthodontics Not covered

ORLGDental0122

343MMC-14/7-14



2022 Medical plan benefit summary

Linn County
Group 10001756

Members need to select a primary care physician (PCP) to coordinate care.

Connexus Managed Care Plan

Calendar year costs

Annual Deductible

Annual Out-of-Pocket Maximum (including deductible)
Preventitive Care

Periodic Health Exams

Routine Women's Exams (including pap test, pelvic exam &
breast exam)

Immunizations

Professional Services

Office and Home Visits

Specialist Visits (including Alternative Care office)
Urgent Care Office Visits

CirrusMD Virtual Visits

Outpatient Mental Health/ Chemical Dependency visit
Acupuncture Care, Spinal Manipulations and
Medically Necessary Massage Therapy2

Maternity Care

Practitioner Services

Hospital Stay

Hospital Inpatient/ Outpatient Services

Inpatient Care

Surgery

Skilled Nursing Facility Care

Outpatient Hospital / Facility

Outpatient Diagnostic X-Ray and Lab

Specified Imaging (MRI, CT, CAT, PET scans)
Emergency Care

Emergency Room Visits !

Other Covered Services

Rehabilitation Services

Therapeutic Injections
Durable Medical Equipment / Prosthetics

Ambulance Service '
Home Health, Hospice, and Respite Care

Prescription Drug Coverage
Generic Medications
Preferred Medications
Nonpreferred Medications

In-network you pay

None
$1,000 Individual / $6,600 Family

No cost sharing
No cost sharing

No cost sharing

$15 or S5 Copay if seen by PCP
$15 Copay
$15 Copay
S0
$15 Copay

$15 Copay

10%
10%

10%
10% or $5 Copay if performed by PCP in PCP's Office
10%
10%
10%
10%

$100 Copay per visit, then 10%

$15 Copay (outpatient) / 10% (inpatient)
10%
20%
10%
10%

S5 Copay retail, mail order and specialty

*Prescription drug copays, and disallowed charges do not apply to the annual medical out-of-pocket maximum.

1 In-network out-of-pocket maximum applies

2 Calendar year maximum of 12 visits for acupuncture and 20 visits for spinal manipulation. $2,500 annual maximum on massage therapy.

This document is provided for informational purposes only, and is intended for licensed and appointed producers of Moda Health. It is not considered a Summary of Benefits and
Coverage (SBC), and should not be distributed to employers or their employees as a replacement for the SBC. Limitations may apply to the benefits above.

This product is underwritten or administered by Moda Health Plan, Inc.

Medical Summary Template.xlsm, Revised 7/30/13 (cc)



2022 Medical plan benefit summary

Linn County
Group 10001756

Connexus PPO Plan

Calendar year costs
Annual Deductible

Annual Out-of-Pocket Maximum (including deductible)

Preventitive Care
Periodic Health Exams

Routine Women's Exams (including pap test, pelvic exam &

breast exam)
Immunizations
Professional Services

Office and Home Visits (including Alternative Care office)

Specialist Visits
Urgent Care Office Visits
CirrusMD Virtual Visits

Outpatient Mental Health/ Chemical Dependency visit
Acupuncture Care, Spinal Manipulations and Medically

Necessary Massage Therapy?
Maternity Care

Practitioner Services

Hospital Stay

Hospital Inpatient/ Outpatient Services
Inpatient Care

Surgery

Skilled Nursing Facility Care
Outpatient Hospital / Facility
Outpatient Diagnostic X-Ray and Lab
Specified Imaging (MRI, CT, CAT, PET scans)
Emergency Care

Emergency Room Visits”

Other Covered Services

Rehabilitation Services

Therapeutic Injections
Durable Medical Equipment / Prosthetics

Ambulance Service”

Home Health, Hospice, and Respite Care
Prescription Drug Coverage

Generic Medications

Nonpreferred Medications

Specialty Medications
*Deductible Waived

1 Copayments apply to annual out-of-pocket maximums.

2 Out-of-network coverage coinsurance is based on the maximum plan allowance for these services.

In-network you pay Out-of-network you pay?

$100 Individual / $300 Family

$500 Individual / $13,200 Family  $1,000 Individual / No family max

No cost sharing Not covered

No cost sharing $15 Copay*

No cost sharing S5 Copay*
10% 20%
10% 20%
10% 20%
SO* Not covered
10% 20%
10% 20%
10% 20%
10% 20%
10% 20%
10% 20%
10% 20%
10% 20%
10% 20%
10% 20%

$100 Copay per visit, then 10%

10% 20%
10% 20%
10% 20%
10% 10%
10% 20%
20% 20%

3 Calendar year maximum of 12 visits for acupuncture and 20 visits for spinal manipulation. $2,500 annual maximum on massage therapy.

4 In-network out-of-pocket maximum applies.

This document is provided for informational purposes only, and is intended for licensed and appointed producers of Moda Health. It is not considered a Summary of Benefits and
Coverage (SBC), and should not be distributed to employers or their employees as a replacement for the SBC. Limitations may apply to the benefits above.

This product is underwritten or administered by Moda Health Plan, Inc.

Medical Summary Template.xlsm, Revised 7/30/13 (cc)



2022 Vision Plan Benefit Summary

Linn County
Group 10001756

Adult Vision Benefit (age 19 and up)

Calendar year benefit maximum $350
Eye examinations (including refraction, 1 exam per year) $10/visit
No cost sharing

Lenses
Frames

Pediatric Vision Benefit (under age 19)
SO

Calendar year benefit maximum

No cost sharing

$10/visit
No cost sharing
No cost sharing

Eye examinations (including refraction, 1 exam per year)
Lenses (Limit 1 pair per calendar year)
Frames (Limit 1 frame per calendar year)

This document is provided for informational purposes only, and is intended for licensed and appointed producers of Moda Health. It is not considered a Summary of Benefits
and Coverage (SBC), and should not be distributed to employers or their employees as a replacement for the SBC. Limitations may apply to the benefits above.

This product is underwritten or administered by Moda Health Plan, Inc. Vision Template.xIsm, Revised 7/30/13 (cc)



2022 Delta Dental Premier Plan Benefit Summary

Linn County
Group ID: 10001756

Calendar year costs

Calendar year maximum, per member $2,500
Calendar year deductible, per member $25
Calendar year maximum deductible, per family S75

Class 1* (Services do not apply to the calendar year max)

Periodic Examinations / X-rays

A _ _ . *1st year - 70%
Prophylaxis (cleanings) / Periodontal Maintenance 2nd year - 80%
3rd year - 90%
4th year - 100%

Sealants

Topical Application of Fluoride

Class 2*
Restorative Fillings

Oral Surgery (extractions & certain minor surgical procedures)

) e *1st year - 70%
Endodontics (treatment of teeth with diseased or damaged nerves) 2nd year - 80%
3rd year - 90%

Space Maintainers
4th year - 100%

Crowns and other cast restorations

Periodontics (treatment of diseases of the gums and supporting structures of the teeth)

Class 3
Implants 50%
Dentures and bridges (construction or repair of fixed bridges, partial, and complete dentures) 50%

*Under this plan, payments increase by 10% each eligibility year provided the individual has visited the dentist at least once during the year. Failure to do so will cause a 10%
reduction in payment the following year, although payment will never fall below 70%.

This is a benefit summary only. For a more detailed description of benefits, refer to your member handbook.
*Deductible is waived for Class 1 and Class 2 services



Delta Dental orthodontia rider

Linn County

Group ID: 10001756
Adult & Child Ortho 2000
Lifetime maximum $2,000

What members pay

Members age 19+ 50%
Members under age 19 50%

How to use this dental plan

When you visit your dental provider, tell him or her you are a Delta Dental member.

Pre-determination

Your dental office can submit a pre-treatment plan to Delta Dental of Oregon on your behalf. We will return it to them indicating the dollar allowance which will be

covered by your plan before you go forward with treatment.
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