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UNITED INDEPENDENT ScHOOL DISTRICT

AGENDA ACTION ITEM

TOPIC Discussion and Possible Ac\tiO‘:Aon/ Award of District Health Insurance Plan

SUBMITTED BY: Robert Chapa OF: Risk Management

APPROVED FOR TRANSMITTAL TO SCHOOL BOARD:
DATE ASSIGNED FOR BOARD CONSIDERATION: June 17, 2009

RECOMMENDATION:

The Employee Benefits Committee has concluded negotiations for the district group health insurance plan and
recommends the district award the insurance plan (Option I) to the Robert Laurel Insurance Agency through the
Blue Cross Blue Shield of Texas Insurance Company.

The award is for a (4) one year contracts renewable annually at the discretion of the district.

RATIONALE:

BCBS provided the best value for the price of the vendors interviewed. Employee satisfaction with BCBS
service has been excellent and the EBC sees no compelling reason to change providers, financial or otherwise.

BUDGETARY INFORMATION

Approximately $1.7M has been budgeted in 2009-2010 proposed budget.

BOARD POLICY REFERENCE AND COMPLIANCE




UNITED INDEPENDENT SCHOOL DISTRICT
Group Health Insurance Proposals
Blue Cross Blue Shield Benefit / Rate Options
Effective Date: September 1, 2009

Best & Final: May 23, 2009
A

Current

Biue Cross - Option I

Blue Cross - Cption IT

_Insurance Company

Blue Cross Blue Shield of Texas

Blue Cross Blue Shield Qf_’l‘exas

Blue Cross Blue Shleld of Texas

is Available.

""""" Serwce Office o San Antonio, TX . San Antonio, TX L San Antonio, TX
Representative _: ) Donald Coronado Dopatd Coronado Denald Coronado ”
Agent Name 1 Laurel Insurance Agency Laurel Insurance Agency Laurel Insurance Agency
i Service Office o Laredo, TX Laredo, TX Laredo, TX
Provider Network B .
| Doctor's Hospital Yes Yes _ Yes -
| Laredo Medical Center Yes n Yes Yes i
Benefits . L Current Benefits High Deductible; No Copay
Deductible-Annual i n HSéﬁhgmle Benefits
“““““ X-Ray/CT/MRI/Sonograms In-Network: $0 Deductible In-Network: $0 Deductible Same as All Other Deductible
All Other Deductible-Annual -
B In-Network $400 Indiv/$ 1,200 Family $400 Indiv/$1,200 Family $2,300 Indiv/$2,300 Family
Out-of-Network . $800 Indiv/$2,400 Family $800 Indiv/$2,400 Family $2,300 Indiv/$2,300 Family
‘‘‘‘‘ Physician Copay $25 Then 100% $25 Then 100% Deductible & Then 80%
Emergency Room Copay
- In-Network $500 & Then 80% $500 & Then 80% Deductible & Then 80%
T Outeof-Network $500 & Then 60% $500 & Then 60% Deductible & Then 60%
wwwwwww Affer Tiours Clinics Copay . =l Then 100% 1 M$40 Then 100% Deductible & Then 80%/60%
Dedl.}gtlble-Hospltal wwwwwwwww . ) e
MMMMMMMMMMMMMM InNework | "§0 PerAdmission | $0-PerAdmission [ Deductible & Then80%
BN OutobNetwork | " §500Per Admission | $500Per Admission | Deductible & Then60%
_________ Co-Insurance Percent |~ u
MMMMMMMMMMMMMM In-Network ; . 20% / 80% b 20%BIBO% N _20%/80%
wwwwwwwwww Outof-Network 40%/60% i —40% / 60% 40% 1 60%
________ Out-of-Pocket Maxdmmn "} SN
 Deductiblelnclided | Ne L N Yes 7
o InNetwork | 52,500 Indiv/$7,500 Family | $2,500 Indiv/$7,500 Family | $5,300 Indiv/S7,300 Family |
N Out-of-Network 1 $7,500 Indiv/$22,500 Family | $7,500 Indiv/$22,500 Family $5,300 Indiv/$7,300 Family
wwwwwwww PrescriptionDrugs | R B O —
A Retail-Supply Limit | 30 Days A 30 Days _ 30Days -
WWWWWWWWWWWWWWW Generic .5 & Then 100% . 35&Theni00% | Deductible & Then80% |
Brand-Preferred | $30 & Then 100% $30 & Then 100% Deductible & Then 80% |
mmmmmmmmmmmmmm Brand-Non Preferred $50 & Then 100% oo 3508 Then100% | Deductible & Then 80%
ththththththth Generic Incentive ) o mYesM ; o Yes |~ No T
O Sy T ST T T ST T —
T T Gemeric 1T S10& Then100% | $10 & Then 100%_ Deductible & Then 80%
wwwwwwwwwwwwww Brand-Preferred |77 7§60 & Then 100% $60& Then100% | Deductible & Then80% |
wwwwwww Brand-Non Preferred 3100 & Then 100% 8100 & Then 100% | Deductible & Then 80%
__________ Generic Incentive - o Yes - i Yes o No ]
ceemmnrnrnesmsnnienenf e AOREyY | Mperease ). Monthly ..o Increase ...J.....Montly  ....Jnerease
Premium " Nemberl ' Rate  (Decress) | Rate  Mecresss) |  Rate  (Decrense) |
o TmpOuly 4031 § 32617 - 1§ 34248 § 1631 | § 27532 § (5085 |
R Bmp /Chitdren 918 | s sser T ITSTUSSI60 $ 2627 | S ads0 S| (8192
... Emp./Spouse 3] 8 e84 e § 68084 5 w4 | S 54732 §  (10L10)
I =07 .. A— 2131 5 90764 . o 3302 S 4538 | 866k % (4152)
| Total/Amnual 5295 | $24920328 - | $26,[66399  $ 1,246,071 $21,035,100  $(3,885,228)
e LetCENt Increase/Decrease | § o 5L N (15.6)%
MCWQJPEEEEWwm:;:,::..,.m:w:,. wwwww .| Generic Incennve 1:(%;{ ﬁiﬂf;f}ifgﬂg?mw Generic Incenym\{g 3§MCOSt leference wwwwwwww T

is Available.

Wethe & Associates
UISD0O905001ds.2
BC Options - Best & Final



UNITED INDEPENDENT SCHOOL DISTRICT

Group Health Insurance Proposals
Humana Benefit / Rate Options
Effective Date: September 1, 2009
Best & Final: May 23, 2009

Geperat Humana - OW ____Humana - Option II
Insurance Company Blue Cross Blue Shield of Texas | Humana Humana
Service Office San Antonio, TX San Antonio, TX San Antonio, TX
Representative __Donald Coronado Thomas Silliman Thomas Silliman
Agent Name B . Laurel Insurance Agency Laurel Insurance Agency Laurel Insurance Agency
Service Office ) Laredo, TX Laredo, TX
Provider Netwotk | I }
Doctor's Hosp1ta1 L e Yes Yes |
) Laredo Medical Center ) Yes 1 Yes
'ii’;eneﬁts_m Current Benefits Reduced Benefits
Deducﬁp}_e-Annual HSA Eligible Berlefits

X-Ray/CT/MRI/Sonograms

In-Network: $0 Deductible

In-Network: $6ﬂlq)eductible

Same as All Othegu]_?educgi_lzle

All Other Deductible-Annnal

In-Network $400 Indiv/$1,200 Family 400 Indiv/$1,200 Family $2,000 Indiv. / $4,000 Family
Out-of-Network $800 Indiv/$2,400 Family $800 Indiv/$2,400 Family $4,000 Indiv. / $8,000 Family
Physician Copay $25Then 100% $25 Then 100% Deductible & Then 80%
Emergency Room Copay . T
In-Network $500 & Then 80% $500 & Then 80% Deductible & Then 80%
Out-of-Network $500 & Then 60% $500 & Then 60% Deductible & Then 80%
Afiér Hours Clinics Copay In-Network $40 Then 100% in-Network $40 Then 100% Deductible & Then 80%

Deductible-Hospital

. In-Network

$ 0- Per AdmISSIOn

$-0- Per Admission

Deductible & Then 80%

o Outof- Network - _ $500 Per éﬂdmwsmn B $500 Per Adm1ssmn _Deductible & Then 50%
U Codnsurance Percent | e
““““““““““““““ In-Network TG s0% a0 80% | 0% 0%
wwwwwww Outof-Network | 40%/60% 40%  60% . s0%isow ]
::: Out-of- wlv-:'mt;cl«:f.'t Maximum ) . o e, w,,,.m.m.,WW,WWWWW:MW N
WWWWWWW Deductible Included T N No o Yeswwmw::mm
In-Network $2,500 Indiv/$7,500 Family "$2,500 Indiv/$7,500 Family | $3,000 Indiv/$5,000 Family

" Out-of-Network

7$7,500 Indivi$22, 500 ) Family

$7.500 Indiv/$22,500 Family

PrescriptionDrugs | i N,
T Retail-Supply Limie | 30 Days CTTT30Days
Generic T TTTSS & Then 100% TS5 & Then 100% | Deducrible & Then 80%
Brand Preferred TS50 & Then 100% $30 & Then 100% Deductible & Then 80%
"""""" Brand Non Preferred | 850 & Then 100% | T 630 8 Then 100% | Deductivle & Then 80%
o Gemeriehneentive L Yes L Yes NO
" Mail Order-Supply Limit | 90 Days 90 Days

‘Generic $10 & Then 100% ) $10 & Then 100% ""Deductible & Then 80%
_Brand-Preferred | $60 & Then 100% $60&Then100% |~ Deductible & Then80%
““Brand-Non Preferred | $100 & Then 100% $100 & Then 100% Deductible & Then 80% -

mmmmmmmmm GenericIncentive | Yes Yes o No e

- o . Monthly Monthly " Tncremse |  Monthly Increase

Premum " Number| Rate ~ (Decrease) |  Rate (Decreass) | Rate (Decrease)
Emp, Only 4031 $ 32617 s 33993 513 § 22908 §  (97.09)
“Emp/Children TS 52542 § 54730 § 2197 | $  369.02 _$ (15640 |

mmmmmw]?.}np /Spouse 133 & bag4a2 $ 67578 $ 44540 $ (203, 02) B
Emp/Family 213 8 o0764 ol $m 94594  § 3830 | | $ 63746 § (270.18)

Total /Annual 5295 | $24,920,328 $25969,510  $ 1,049,182 $17,486,388  $ (7,433,940)

Percent Increase[Decrease

Comment:

Between Genenc Brand if Gener:c

is Avaﬂable

Rates Include On-site Representative,

Wethe & Associates
UISD0905001ds.2
Humana Options - Best & Final



Rev 6-2-09

Provider Network
Doctor's Hospital
Laredo Medical Center
Benefits
Deductible-Annual
X-Ray/CT/MRI/Sonograms
All Other Deductible-Annual
In-Network
Out-of-Network
Physician Copay
Emergency Room

In-Network
Qui-of-Networl
After Hours Clinics

Deductible-Hospital
In-Network
Qut-of-Network

Co-Insurance Percent
In-Network
Out-of-Network

Co-Insurance Maximum
In-Netwaork
Qut-of-Network

Prescription Drugs

Retail-Supply Limit
Generic
Brand-Preferred
Brand-Non Preferred

Mail Qrder-Supply Limit
Generic
Brand-Preferred
Brand-Non Praferred

District Coniribution

Employee Contribution
Emp. Only
Emp./Children
Emp./Spouse
Emp./Family

UNITED INDEPENDENT SCHOOL DISTRICT
2008-2009 Health Insurance Program
Review Date: September 1, 2009

Blue Cross Blue Shield

Blue Cross Blue Shield

High Plan State Plan
Yes Yes
Yes Yes

$-0- Deductible

$400 Indiv/$1,200 Family
$800 Indiv/$2,400 Family
$25 Then 100%

$500 & Then 80%
$500-& Then 60%
$40 Then 100%

$-0- Per Admission
$500 Per Admission

20% / 80%
40% / 60%

$2 500 Indiv/$7,500 Family
$7,500 Indiv/$22,500 Family

30 Days
$5 & Then 100%
$30 & Then 100%
$50 & Then 100%

$-0- Deductible

None
$500 tndiv/$1,500 Family
$15 & Then 100%

$50 & Then 90%
$50 & Then 70%
$15 & Then 100%

None
None

10% / 90%
30% / 70%

$500 Indiv/$1,500 Family
$1,500 Indiv/$4,500 Family

30 Days
$5 & Then 100%
$30 & Then 100%
$50 & Then 100%

Plus cost difference between generic & brand if generic equivalent is available.

90 Days
$10 & Then 100%
$60 & Then 100%
$100 & Then 100%

90 Days
$10 & Then 100%
$60 & Then 100%
$100 & Then 100%

Plus cost difference between generic & brand if generic equivalent is available.

$ 310.06 $ 310.05

Emp Cont. COBRA Cost Emp Cont. COBRA Cost
$ 3575 § 345.80 $ 54153 % 851.58
$ 235.00 % 545.05 $ 1,443.31 % 1,753.36
% 358.00 % 668.05 5 183734 § 2,147.39
$ 61722 % 927.27 $ 260864 $ 2,919.89




