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g BENEFIT TRUST 2009
OPEN ENROLLMENT

IMPORTANT OPEN ENROLLMENT INFORMATION
Please Read Carefully

Despite significant increases in medical premiums throughout the State, (see page 8), the RSA Benefit
Trust was able to secure rates with relatively minimal increases. Kaiser Permanente members will
have an increase on average of 9% with no benefit changes. The Anthem Blue Cross and EPO (Blythe
plan) will increase by an average of 12.4%, and the POS (Point of Service) and out-of-state Blue Card
plan will have rate increases on average of 13.71% with no benefit changes.

There will be no rate increases on Delta Care PMI, PacifiCare Dentat or Pacific Union Dental. There
is a 5.3% increase on Delta Dental DPO. We also received no rate increases on the Delta Vision plan
and the PacifiCare Full Service and Eyewear Only plans. There will be no benefit changes on the
Dental and Vision plans.

All RSA Benefit Trust 2009 Anthem Blue Cross, EPO and Kaiser Permanente rates continue to be
lower than the County of Riverside Blue Shield HMO and Kaiser Permanente 2009 rates. See
page 8 of the open enroliment packet for details.

It is very important that you check al! of your medical plans that you have with the RSA Benefit Trust to
determine if you wish to make any changes. For active members, your plans are listed on your pay
stub. If you would like to make changes to your plans, you must contact the Benefits Office at (951)
653-8014 to request applications and/or change forms during the Open Enrofiment period. (See page 2
for more information).

Be sure to stop by the RSA Heaith Fair at the Sheriffs’ Picnic on Saturday, September 27, 2008 (see
back page for details.) You can make your plan changes at the picnic!!

IF YOU DO NOT NEED TO MAKE A CHANGE, YOU DO NOT NEED TO DO ANYTHING.

If you have voung children, please take the opportunity during open enrollment to verify that they are
covered under your dental & vision policies. You will be unable to add your dependents outside of open
enrollment unless they have had a loss in coverage.

It is indeed our pleasure to continue to provide the RSA Membership with the best service and medical
plans available. We will be updating you throughout the year on ways to better utilize your medical
insurances to maximize your health care needs.

Sincerely,
James J. Cunningham Esq.

Benefit Trust Administrator
RSA Benefit Trust
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Riverside Sheriifs’ Association
Benefit Trust Open Enroliment 2009

Open Enrollment Dates

Open enroliment will be held from October 1 -
31 from 8 a,m, — 5 p.m. Monday through
Friday, with the exception of October 13 in
observance of Columbus Day. Please use this
time to change insurance carriers or add dental,
and/or vision. Under most circumstances, you
will be unable to change carriers mid-year.

All changes made during open enrollment must be
submitted with signed carrier change
forms/applications, signed payroll deduction
forms, marriage/birth certificates, divorce decree
or legal separation documentation and social
security numbers as discussed in the required
Proof of Eligibility for Dependents section of this
packet.

The IRS does not allow for mid-year changes
except in the following instances:

B Marriage

= Divorce or Legal Separation (must be
certitied by the court)

= Birth or adoption of a child

» Legal Guardianship or court order

» Death of a spouse or child

Change in spouse’s employment resulting

in loss or gain of coverage for spouse

and/or dependents

» Dependents gaining student and/or IRS
dependent status

= Covered dependent losing student and/or
IRS dependent status

»  Marriage of covered dependent

All changes made mid-year must be submitted to
the RSA Benefits Office with signed carrier
change forms, signed payroll deduction forms,
marriage/birth certificates, and proof of qualifying
event and social security members. Changes must
be submitted to the Benefits Office within 30 days
of the qualifying event.
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Medical Benefits -
As an employee of the County of Riverside you are
part of the IRS Section 125 plan, which enables your
medical, dental, and vision deductions to be taken
before tax deductions.

When Coverage Begins

If you are enrolling for coverage or making changes
to your current benefits elections during the annual
enrollment period, your new coverage will be
effective Jan. 1, 2009, and will continue through Dec.
31, 2009. Your deductions for coverage are taken
beginning with the first paycheck in Dec. 2008 for
the new coverage’s for January 2009.

Required Proof of Eligibility for
Dependents

Spouse

Copy of marriage certificate and spouse’s social
security number must be submitted with change
forms and/or applications.

Children

Natural, step, adopted child(ren), legal dependent
child of a domestic partner, or children for whom you
and your spouse have been appointed legal guardians
by a court of law shall be eligible for dependent
medical coverage up to the age of 19. Grandchildren
who are the dependent(s) of a covered dependent
currently enrolled under the plan are cligible up to
age 19.

Over Age Dependents

Dependent students are eligible up to age 26 on the
dental and vision plans if they are full-time students
carrying a minimum of 12 units. Student schedules
showing units must be submitted every semester to
the RSA Benefits Office.

Dependent students are eligible up to age 26 in
Kaiser Permanente if they are a full-time student and
IRS dependent for at least 50% of economic support.

&



Student verification forms must be submitted to
the Benefits Office before the child’s birthday.

Dependents are eligible up to 26 on Anthem Blue
Cross plans if they are either a full-time student
(what the school deems as full-time} and/or an IRS
dependent for at least 50% of economic support.
Dependent verification forms must be submitted to
the Beneftis Office before the child’s birthday.

Disabled Chiidren

If a dependent is incapable of self-sustaining
employment by reason of physical handicap or
mental retardation, you must attach a letter from
the child’s physician explaining the diagnosis,
extent of disability and prognosis along with the
carrier change form and/or application. You must
also include Medicare information and a copy of
the Medicare identification card if applicable.

Domestic Partnership

A Domestic Partner of an eligible employee shall
satisfy the Trust’s general eligibility so long as
both the members of the partnership meet the
following criteria:

= Provide a copy of a valid Declaration of
Domestic Partnership filed with the
Secretary of State pursuant to Section 297
of the Family Code.

= Submit a signed Affidavit of Partnership
for Insurance Carriers (supplied by the
Benefit Trust)

» Arc at least 18 years of age

» Share a common residence

* Are unmarried and not a member of
another domestic partnership

= Are not related by blood that would
prevent you from being married in the state
of California

» For opposite-sex domestic partnerships,
one or both persons must be over the age
of 62 and meet the criteria under Title II of
the Social Security Act.

Life Insurance

Employer/RSA Sponsored Coverage: RSA Law
Enforcement Unit members have the following
coverage:
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»  $55,000 California Law Enforcement
Association Life, paid for by the County of
Riverside (no cost to member)

*  $5,000 Blue Cross Life, paid by the RSA

»  $5,000 Blue Cross Accidental Death &
Dismemberment, paid for by RSA

= More than $200,000 death benefit provided
by the federal and state government if killed
in the line of duty

Supplemental Life Insurance Available
The premium for supplemental plans is deducted
from your paycheck with your RSA dues. These
plans can be elected throughout the plan year.

If you would like to review your current life
insurance policy, update beneficiaries, or would like
to compare policies, you may contact the
representatives below:

Group Life through Anthem Blue Cross

» Age-rated, premium increase every 5 years

*  Can get up to $50,000 employee coverage and
$25,000 spousal coverage

* Do not have to prove insurability

=  Accidental death and dismemberment
available

» Call the RSA Benefits Office for more details

First Colony Term Life Insurance

= Rate guaranteed for a specified term
= (all Chad or Denis at Brown Insurance
Services for a quote (714) 460-7744

Cancer, Accident, Intensive Care Unit Insurance

= AFLAC — Dorothy Schramm at (949) 770-
8248

» Loyal American — Denis at Brown Insurance
Services at (714) 460-7744

Homeowners, Auto, and Miscellaneous Insurance

* (Chad Cihlar at (714) 460-7744
» Liberty Mutual at (866) 672-3543, ext 208 or
210



2009 HMO COMPARISON
Bi-Weekly Flexible Benefit $338.00

DEPENDENCY:
Cutpalient

KAISER BLUE CROSS BLUE CROSS
CALIFORNIACARE EPQ PLAN (Blythe Only)
'BHWEEKLY RATES 111109 111/08 111103
EMPLOYEE ONL $202.50 $229.00 $220.00
‘EMPL SPQ $355.00 $363.00 $363.00
EMPLOYEE#C $343.00 351.50 $351.50
EMPLOYEE 4 $463.50 469.50 $469.50
“OEDUCTIBLE - None None None
CPHYSICIAN'S
Office Visils $10 per visit $10 per visit $10 per visil
Allergy testing $10 per procedure $10 per visit $10 per visit
Allergy injection visils No charge $10 per visit $10 per visit
Well baby & child care birth through age six $10 per visit 10 per visit 10 per visit
Immunizations $10 per vist 10 per visit $10 per visit
Physical Exam persons age seven and older $10 per visit $10 per visit $10 per visit, $250 cal year maximum
Aduit Preventive Services (FDA approved screenings for cervical | No charge No charge $10 per visit
cancer, mammography festing, breast cancer & prostate cancer)
Vision & Heasing Screening $10 per visit $10 per visit $10 per visit
Diagnaslic lab & x-ray in physician office No charge No charge No charge
Specialist Consgultation $10 per visit $10 per visit $10 per visit
Preauthorized semi-private foom No charge No charge No charge
Intensive/coronary care unit No charge No charge No charge
Operating room and anesthesia No charge No charge No charge
X-ray, laboratory testing-diagnostic studies No charge No charge N charge
MATERNITYCARE: R
Pre/Post-natal maternity visils $10 per visit $10 per visit $10 per visit
Delivery/Newbom care No charge No charge No charge
CEABILY PLANNIG
Vasectomy $10 per visit $100 $100
Tubal ligation $10 per visit 3150 $150
Elective tarmination of pregnancy $10 per visit 3150 $150
infertilily testing 50% charge 50% of costs Not covered
MENTAL HEALTH®
Qutpatient $10; 20 visitsfyr $20 copay, 20 visits cal yr $20 copay, 20 visils cal yr
{combined with substance abuse} (combined with substance abuse}
Inpatient No charge; 30 daysfyr $0 copay; Max 30 days cal yr %0 copay - hospital,
{combined with substance abuse) $20 copay - physician hospital visits:
Max 30 days cal yr (combined with
substance abuse}
'SUBSTANCE.

$10/individual
$5.00/group

$20 copay, 20 visits ¢al yr
{combined with mental health)

$20 copay, 20 visits cal yr
{combined with mental health)

Inpatient, as medically nacessary

No charge - detox only

$0 copay; Max 30 days cal yr
{combined with mental health}

$0 copay; Max 30 days cal yr {combined
with mental health)

$35; waived if admitted

$50: waived if admitted

$50: waived if admitted

No charge, as medically
necessary

No charge, as medicaly necessary

No charge, as medically necessary

Na charge in accordance with
formulary

$5000 calendar year max No charge

$10,000 calendar year max No charge

No Charge 100 visits per cal year
No charge No gharge $0 copay, $1000 cal year
$1500/$3000 $1000/$2000/$3000 Not applicable
“Generic/Brand Name/Non-formulary 357810 %5 1510/ $40 357510/ 540
100 day supply 30 day supply 30 day supply
Mail Order Phammacy 357810 $10/$20 /580 $10/320/ 380
100 day supply 90 day supply 90 day supply

5, 20 visits/yr

$10; 20 visits/year

No charge, 24 visits per cal yr - comb.
physical & occupational therapy

The above is a brief summary of benefits oniy and not an offer of insurance. Please refer lo your Evidance of Coverage for a complete description of benefils and exclusions.

*All health plans will include coverage under AB8S (Mentat Health Parily Law,
of a parson of any age. For children, serious emotional disturbances are atso covered. Coverag
condilions are covered (e.g., same copayments and limils). The nine specific dizgnoses identified as severe mental
major depressive disorders, panic disorder, obsessive-compulsive disorder, pervasive development disorder or autism, anorex

). The law requires coverage for the diagnosis and medically necessary frealment of severe menial illness

e must be proviced for these mental heallh services in the same way that other medical
ilnesses are schizephrenia, schizeaffeclive disorder, bipolar disorder,
a nervosa, and bulimia nervosa.




2009 POINT-OF-SERVICE
Bi-Weekly Flexible Benefit $338.00

Infertility testing

| BIWEEKLY RATES - 111109
“EMPLOYEE ONLY.. §274.50
- EMPLOYEE + SPO. $536.00
$527.00
$700.00
=NETWI HMO PPQ Qut-of-Network
SDEDUCTIBLE 72 b il None $250/$750 aggregate max $250/$750 aggreqate max
“PHYSICIAN SERVIC
Office Visits $10 per visit $20 per visit 40%
Allergy testing & injections $10 per visit $20 per visit 40%
Well baby & child care $10 per visil Not covered Not covered
Immunizations No copay Not covered Not covered
Vision & Hearing Screening $10 copay Not covered Not covered
Diagnostic lab & x-ray No copay 20% 40%
Specialist Consultation $10 per visit $20 per visit 40%
l ' i i .. éi... 'c, | .
Preauthorized semi-private rocom No charge 20% 40%
Intensivelcoronary care unit No charge 20% 40%
Operating room and anesthesia No charge 20% 40%
Na charge 20% 40%
Pre/Post- $10 per visit §$20 per visil 40%
DeliveryfNewborn care No Charge 20% 40%
 FAMILYPLARNING SERVIC
Vassclomy $75 50% 50%
Tubal tigation $150 50% 50%
Eleclive termination of pregnancy $150 20% 40%
50% Not covered Not covered

Qutpatient §20; 20 visilsfyr (comb. with $20; 20 visitsfyr {comb. with 50% {combined with substance
substance abuse} substance abuse) abuse)

Inpatient No charge {combined with substance No charge {combined with 40% {combined with substance
abuse) substance abuse) abuse)

injury (combined with physical
therapy}

Outpalient 320; 20 visitsfyr (comb. with mental $20: 20 visilsfyr {comb. with mental 50% (combined with mental
health) health) health)
[npatient; as medically necessary No charge (combined with mental No charge (combined with menta 40% (combined with mental
health} health) health)
“EME RODM. $25; waived if admitted $25; waived if admitted $25; waived if admitted
i No charge 20% 20%
Na charge 20%; $5,000 max benefitfys 40%; $5,000 max benefitlyr
& No charge 20%; $1,000 max benefitlyr 40%; $1.000 max benefitlyr
$1500 Individuat $3000 Individual
$3000 Family PPQ & Opt-Out Providers Combined
NiA $6,000,000
PPQ & Opt-Out Combined
PRESCRIFTIOND =
Generic/Brand Name/ Non-formulary $518%10/ %40 $5/%$10 /%40 $5/$10/%40
30 day supply 30 day supply 30 day supply
Mail Order Pharmacy $10/$20 /580 $10/$20/ %80 $101/$20/ $80
90 day supply 90 day supply 90 day supply
$10Mvisit, 60 cons days per illness or $5Mvisit, 20 visitslyear 40%

Combined with physical therapy

The above is a brief summary of benefits only and not an offer of insurance. Please refer to your Evidence of Coverage for a complete description of benefils and exclusions.

*All heallh plans will include coverage under ABBE (Mental Health Parity Law).
ilness of a person of any age. For children, serious emolional dislurbances are also covered.

othier medical condilions are covered (g.q., same ¢copayments and limits). The nine specific dia
disorder, bipalar disorder, major depressive disorders, panic disorder, obsessive-compulsive dis

Nenosa

The law requires coverage for the diagnosis and medically necessary {reatment of severe mental

Coverage must be proviged for these mental heallh services in the same way ihat
gnoses identified as severe mental ilinesses are schizophrenia, schizo-affective

order, pervasive development disorder or autism, anorexia nervosa, and bulimia




2009 BLUE CARD (Out-of-State)
Bi-Weekly Flexible Benefit $338.00

- BIWEEKLY RATES 111109
:E ELPYEE.'ON i $301.00
-EMPLOYEE + SPOUSE: $630.00
“EMPLOYEE + CHILDIR $621.00
JEMPLOYEE + FAMIL $801.00
. DEDUCTIBLE $250 / $500/ $750 $250 1 $500 / $750
PHYSICIAN SERVICES 2 PPO Providers Non PPQ Providers
QOffice Visits $10/visit 40%
Allergy testing & injections 20% 40%
Well baby & child care birth to age six $10/exam 40%, limited to $20 per exam
Immunizations birth 10 age six No charge 40% limited to $12 per immunization
Physical Exam perscns age seven and older $10/exam, $250 cal year maximum Not covered
Adult Preventive Care (FDA approved screenings for $10/visit, ded waived Nof covered
cervical cancer, mammography testing, breast cancer &
prostale cancer)
Vision & Hearing Screening Not covered Not covered
Diagnostic lab & x-ray 20% 20%
Specialist Consultation $10/visit 40%
CINPATIENT HOSPATAL SERVICES: 1o
Preauthorized semi-private room 20% 40%
Intensive/coronary care unit 20% - 40%
QOperating room and anesthesia 20% 40%
X-ray, lab testing-diagnosfic studies 20% 40%
"HATERNITY CARE SERVICES
Pre/Post-natal matemity visits $10/visit 40%
Delivery/Newbom care 20% 40%
“FAMILY. PLANNING SERVICE:
Vasectomy 20% 40%
Tubal ligation 20% 40%
Eleclive lermination of pregnancy 20% 40%
Infertility testin Net covered Not covered
TMENTAL REALTH T
Quipatient 20%, max to $25 per visit 4(%, max ta $25 per visit
Inpatient 20%, max o $175 a day, pre-auth required 40%, max to $175 a day, pre-auth required
waived for emergency waived for emergency
Quipatient 20%, max to $25 per visit 40%, max to $25 per visil
50 visit/cal yr 50 visit/cal yr
Inpatient; as medically necessary 20%, max 1o $175 aday {30 days/ cal yr) 40%, max 1o $175 a day {30 days/ cal yr)
pre-auth required, waived for emergency pre-auth required, waived for emergency
20% afier $100 ded, waived if admitted 20% after $100 ded, waived if admitted
20% 20%
20%, limited $5000/cal year 20%, limited $5000/cal year
combined with orthotic benefit combined with orthotic benefit
20%, limited $1000/cal year 40%, limited $1000/cal year
combined with DME benefit combined with DME benefit
$2,000 Annual Maximum
ANNUAL ¢ $2000 per individual ] $6000 per individual
- LIFETIME MAX| $5,000,000
“PRESCRIPTION DRUGS
Generic / Brand Name / Non-formulary $5/$10 /%40, 30 day supply $5/$10/ $40, 30 day supply
$10/%$20 / $80, 80 day supply $10/$20/ $80, 90 day supply
20%, 24 visits/cal yr 4%, max $25/visit
included with physical therapy benefit combined with physical iherapy benefit

The above is a brief summary of benefits only and not an offer of insurance. Piease refer lo your Evidence of Coverage for a complete description of benefils and exclusions.

“All heallh pians will include coverage under ABBS {Mental Health Parity Law). The law requires coverage for the diagnosis and medically necessary trealment of severe mental
iliness of a person of any age. For chidren, serious emotional disturbances are alse covered. Coverage must be provided for these mental heallh services in the same way that
other medical conditions are covered (e ., same copayments and fimits}. The nine specific diagnoses identified as severe mental ilinesses are schizophrenia, schizo-affective
disorder, bipolar disorder, major depressive disorders, panic disorder, obsessive-compulsive disorder, pervasive development disorder or aulism, anorexia nervosa, and bulimia
nervosa.



2009 DENTAL PLANS

PACIFICARE DELTA CARE / PMI PACIFIC UNION DELTA PREFERRED OPTION
HMO Dental 146 HMO Plan CAA22 Imperial 1000 PPO Plan
BI- WEEKLY RATES 11109 111109 11/09 1/1/09
Emplo! [‘y $9.00 $9.00 $11.50 $24.00
Emplovée + One Depeﬂdentﬁ $16.00 $16.00 $19.00 $41.75
> ¢ Two or More De $24.50 $23.00 $28.00 $69.00
Choose Panel Choose Panel Choose Panel In-Network Out-of-Network
Dentist Dentist Dentist - Limited
Network
None None None $1,000/ Cat Yr $1.000/ Cal yr
$2,000 Crtho $2,000 Ortho
Litetime Lifetime
None None Naone None $50, waived for
prevenlive services
Office visit Ne Charge No Charge No Charge No Charge No Charge
Oral Exams No Charge No Charge No Charge No Charge No Charge
Complete x-rays No Charge No Charge No Charge No Charge No Charge
Praphylaxis (cleaning) No Charge No Charge No Charge No Charge No Charge
1 per 6 month peried - DHMO
2 per calendar year—- DPO
Bitewing - single film No Charge No Charge No Charge No Charge No Charge
_Topical fluoride treatments No Charge No Charge No Charge No Charge No Charge
-RESTORATIVE SERVICES
Amalgam - 1 tooth surface No Charge No Charge No Charge 20% 50%
Amalgam - 2 tooth surfaces No Charge No Charge No Charge 20% 50%
Amalgam - 3 tooth surfaces No Charge No Charge No Charge 20% 50%
CROWN, CAST AND PROSTHETICS" -
Crown 3/4 cast metal $110 $90 No Charge 40% 50%
Resin Crown (Not for molars) $90 $90 No Charge 40% 50%
Percelain / Ceramic (Not for molars) $110 $90 Nec Charge 40% 50%
Pontic cast noble metal £110 $a0 No Charge 40% 50%
Pontic porcelain fused to metal $110 $90 No Charge 40% 50%
* Base or noble metal is the benefit. High noble metal (precious), if used, will be charged fo the enraliee at the additional laboratory cost of the high noble metal.
This applies to Crowns, brrdges cast and ores, inlays and cnlays.
- ENDODONTICS: - ol
Root Canal - antericr $45 $45 Ne Charge 20% 50%
Root Canal - bicuspid $685 $90 No Charge 20% 50%
Root Canal - molar $130 $135 No Charge 20% 50%
Pulp Canping No Charge No Charge No Charge 20% 50%
‘DENTURES: -
Repair broken complete base $10 $20 No Charge 40% 50%
Compleie upper or lower $110 $110 No Charge 40% 50%
Partial upper or lower $90 $125 No Charge 40% 50%
Adjust full upper or lower $0 $10 No Charge 40% 50%
Add looth or clasp $10 310 No Charge 40% 50%
Reline full upper or lower $50 $45 No Charge 40% 50%
PERIODONTICS - 0o i i
Gingivecotomy per quadrant $40 $125 No Charge 20% 50%
Gingivectomy per loom $5 $25 No Charge 20% 50%
QRAL SURGERY .~
Simple exiraction - smgle Iooth No Charge 53 No Charge 20% 50%
Removat of impacled tooth (soft lissue} $25 $40 No Charge 20% 50%
Removal of |mpacled tooth (COmpIeleWy bony) $50 $80 No Charge 20% 50%
- ORTHODONTICS - T
Startup Fee 5250 $350 $200 Not applicable Not applicable
Adolescent 31,895 $1,600 $1700 50%, max $2,000 50%, max $2,000
Adult $1,895 $1,800 $1700 50%, max $2,000 50%, max $2,000

The above is a brief summary of benefits only and not an offer of insurance.

Please refer to your Evidence of Coverage for a complete description of benefits and exclusions.







