] AGENDA — Monday, October 2, 2017
CITY OF 6:30 p.m. City Council Workshop

7:00 p.m. City Council Meeting
ONG EAEH Long Beach City Hall

115 Bolstad Avenue West

6:30 p.m. COUNCIL WORKSHOP
e WS 17-18- Insurance Policy Changes — TAB A |

7:00 p.m. CALL TO ORDER; PLEDGE OF ALLEGIANCE; AND ROLL CALL

Call to order Mayor Phillips, Council Member Linhart, Council Member McGuire,
And roll call Council Member Murry, Council Member Hanson & Council Member Kemmer.
PUBLIC COMMENT

At this time, the Mayor will call for any comments from the public on any subject whether or not it is on the
agenda for any item(s) the public may wish to bring forward and discuss. Preference will be given to those who
must travel. Please limit your comments to three minutes. The City Council does not take any action or
make any decisions during public comment. To request Council action during the Business portion of a Council
meeting, contact the City Administrator at least one week in advance of a meeting.

CONSENT AGENDA —-TAB B

All matters, which are listed within the consent section of the agenda, have been distribute145d to each member of the Long Beach City
Council for reading and study. Items listed are considered routine by the Council and will be enacted with one motion unless a Council
Member specifically requests it to be removed from the Consent Agenda to be considered separately. Staff recommends approval of
the following items:

° Minutes, September 18, 2017 City Council Meeting
° Payment Approval List for Warrant Registers 57339-57357 & 82310-82390 for $145,291.52

BUSINESS
o None
DEPARTMENT HEAD ORAL REPORTS
CORRESPONDENCE AND WRITTEN REPORTS — TAB C
° Water Department Report for August
o Port of Peninsula Letter Regarding the new Long Beach sign
o Budget Workshop Schedule for November and December
° Sales Tax Collections

° Lodging Tax Collections

FUTURE CITY COUNCIL MEETING SCHEDULE

The Regular City Council meetings are held the 1% and 3™ Monday of each month at 7:00 PM and may be preceded by a workshop.
October 16, 2017, November 6, 2017 & November 20, 2017

ADJOURNMENT

American with Disabilities Act Notice: The City Council Meeting room is accessible to persons with disabilities. If you
need assistance, contact the City Clerk at (360) 642-4421 or advise City Administrator at the meeting.







CITY OF

ONGBEACTH

Meeting Date:

CITY COUNCIL

WORKSHOP BILL
WS 17-18
October 2, 2017

AGENDA ITEM INFORMATION

SUBJECT: Insurance
Policy Changes

Originator:
Mayor
City Council
City Administrator DG

City Attorney

City Clerk

City Engineer

Community Development Director

Events Coordinator

Finance Director

Police Chief

Streets/Parks/Drainage Supervisor

COST: Unknown

Water/Wastewater Supervisor

SUMMARY STATEMENT: The City provides Health insurance through a pool with the
Association of Washington Cities. AWC is dropping the health plan the city has used
for the last few years. This means the city must choose an alternate health plan. The
rates are just coming out this Friday, and that should have an impact on which plan the
council chooses. This is also the only open item that we need to decide in relation to
our sole employees’ union. AWC needs to know what plan we intend to choose prior to
November 1, 2017 or they will place us in the next best plan. | have attached some
information and the letter from the Union on their preferred option.




David Glasson

From: JOHN <johnfbmsilva2@comcast.net>
Sent: Friday, September 22, 2017 1:01 PM
To: David Glasson

Cc: Jeff Cutting

Subject: RE: AWC Proposal

Dave,

Due to the fact that AWC is no longer offering the current medical plan after December 31, 2017, the
City and the Union agreed to open the Labor Agreement to address this issue during the last contract
negotiations with the goal of meeting during the months of August or September to discuss and
bargain the effect.

This email is to confirm the Union's proposal as discussed during our meeting on September 21,
2017. The Union proposes to switch plans to the Health First 250 plan and to have the City contribute
$100 per month for each employee into a HRA account on behalf of those employees effective
January 1, 2018.

Thank you for your time spent on this issue, if you have any questions please feel free to contact me.

John Silva
Teamster Local 58



2017 Wellcity Rate

Examples
AWC AWC AWC

HealthFirst Healthfirst 250 Healthfirst 500
Employee S 738 S 671 S 631
Spouse S 743 S 677 S 637
Monthly S 1,481 S 1,348 S 1,267
Annual S 17,770 $ 16,173 S 15,207
S 1,597 S 966
Employee S 738 S 671 S 631
Spouse S 743 S 677 S 637
Dependent 1 S 357 S 333 S 313
Monthly S 1,838 S 1,681 S 1,580
Annual S 22,054 S 20,173 S 18,962
S 1,881 S 1,211
Employee S 738 S 671 S 631
Spouse S 743 S 677 S 637
Dependent 1 S 357 S 333 § 313
Dependent 2 S 296 S 276 S 260
Monthly S 2,134 S 1,957 S 1,840
Annual S 25605 S 23,480 S 22,082
5 2,125 $ 1,398
Employee only 75 5,592 S 3,360
ES Only 12 S 19,164 S 11,592
ES2 11 S 23,373 S 15,381
Elc 1S 1,881 S 286

estimated savings moving to 250 S 50,010 $ 30,618



Association of Washington Cities

HealthFirst® 500 Medical Plan Coverage Period: 01/01/2017 — 12/31/2017
m:BBmJ\ oﬁ mm:m_..;m m:a no<m_.wmm <<_Jmﬁ this U_mz Oo<ma m, <<_,_mﬁ _ﬁ Ooﬂm Coverage for: Individual & Eligible Family | Plan Type: PPO

._..—.:mmm03_<mmc33N—.<.Hm%océmoﬁaomm&03&mvocn%ocnng\ngmnmbmnommmv v\ocnmbmn:rmnoaﬁnnmﬂnnamwnﬁrnwomnonm_mD
h’ document at regence.com or by calling 1 (866) 240-9580.

Important Questions |Answers | Why this Matters:

|
W You must pay all the costs up to the deductible amount before this plan begins |
' to pay for covered services you use. Check your policy or plan document to see |

_ - $500 claimant / $1,500 family per calendar year.

| e i e ] ' when the deductible starts over (usually, but not always, gmbﬁm@ 1st). See the |
overall deductible? Copayments or amounts in excess of the allowed ,
 chart starting on page 2 for how much you pay for covered services after you
amount do not count toward the deductible. W .
. meet the deductible.
PR, S = > _— ,ﬁ = — . — e
e thete ; ' You don’t have to meet deductibles for mwon_mn services, but see the chart ”
other deductibles for No. W
mBEDm on page 2 for other costs for services this plan covers.
_specific services? mgpdn., < bE , B
' Is there an o:?ow. ' Yes. $3,500 claimant / $7,000 family per | | The out-of-pocket limit is the most you could pay during a coverage petiod _
- pocket limit on my ' calendar year. ?mcwz% one year) for your share of the cost of covered services. This limit helps |
expenses? - | you plan for health care expenses. - -
What is not included in = Premiums, balance-billed charges, and health care | Even Eocmw you pay these mxwgmom they don’t count toward the out-of-
the out-of-pocket limit? | this plan doesn’t cover. | pocket limi
If you use an in-network doctor or other health care provider, this plan will pay

W . Yes. See regence.com/PreferredWashington or | some or all of the costs of covered services. Be aware, your in-network doctor
Does this plan use i

, twork of providers? call 1 (866) 240-9580 for lists of preferred or or hospital may use an out-of-network provider for some services. Plans use the
| @ DELWOrk oip " | participating providers. term in-network, preferred, or participating for providets in their network. See |

| the chart starting on page 2 for how this plan pays different kinds of providers.

Do I need a referral to

No. You don’t need a referral to see a mnomm_ﬂm , %os can see the specialist you choose without permission from this plan.

| see aspecialist? = Ealfon e TR i

' Are there services this Yes Some of the setvices this plan doesn’t cover are listed on mummm 5. See your @o:nv\

”, E‘mb doesn’t cover? | "7 - | or plan document for additional information about excluded services.
Questions: Call 1 (866) 240-9580 or visit us at regence.com. 10f8
If you aren’t clear about any of the underlined terms used in this form, see the Glossary. Claims Administrator: Regence BlueShield

You can view the Glossary at www.cciio.cms.gov or call 1 (866) 240-9580 to request a copy. 100000032SBC3



® Copayments are fixed dollar amounts (for example, $15) you pay for covered health care, usually when you reccive the setvice.

Coinsurance is your share of the costs of a covered service, calculated as a percent of the allowed amount for the service. For example, if the

plan’s allowed amount for an overnight hospital stay is $1,000, your coinsurance payment of 20% would be $200. This may change if you haven’t

met your deductible.

® The amount the plan pays for covered services is based on the allowed amount. If an out-of-network provider charges more than the allowed
amount, you may have to pay the difference. For example, if an out-of-network hospital charges $1,500 for an overnight stay and the allowed
amount is $1,000, you may have to pay the $500 difference. (This is called balance billing.)

® This plan may encourage you to use preferred and participating providers by charging you lower deductibles, copayments and coinsurance

amounts.

Common Medical
Event

If you visit a health
care provider’s office or
clinic

|
|
|
|

, If you have a test

| treat an injury or

- Specialist visit

Your Cost If

You Use a
Preferred
Provider

Services You
May Need

Primary care visit to
| 20% coinsurance
illness

| 20% coinsurance

' 20% coinsurance
- for acupuncture
- and spinal

Other practitioner
office visit

' manipulations
Preventive care/ |
screening/immuniza | No charge
' tion
wwmmvﬂwmwwngﬁ\mmnﬁwwx- 20% coinsurance
Imaging (CT/PET |

' 20% coinsurance
scans, MRIs) 7

|
|

Your Cost If
You Use a
Participating
Provider

50% coinsurance

| 50% coinsurance

50% coinsurance
for acupuncture

- and spinal

manipulations
No charge

50% coinsurance

50% coinsurance

|
|

Your Cost If
You Use a Non-
Participating
Provider

50% coinsurance
50% coinsurance
50% coinsurance
for acupuncture

and spinal
manipulations

50% coinsurance

50% coinsurance

50% coinsurance

Limitations & Exceptions

W Deductible waived for the first 4 office
' visits for preferred and participating

- providers. All other services are covered at
. the coinsurance specified, after deductible.

|

. Coverage is limited to 12 acupunctute visits
/ yeatr.

Coverage is limited to 15 spinal

' manipulations / year.

No charge for childhood immunizations
from non—participating providers.

none.
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Claims Administrator: Regence BlueShield
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Your Cost If Your Cost If Your Cost If
Common Medical Services You You Use a You Use a You Use a Non-

Event May Need Preferred Participating Participating sl s s Zeapian

Provider Provider Provider
| - e e e
' If you need drugs to - Generic drugs $20 copay / mail order prescription ﬂ o |
No charge for self-administrable cancer chemotherapy drugs Coverage is limited to a 30-day supply retail

S e S . . or 90-day supply mail ordet.
 condition Preferred brand 320 copiy / Tetall preseriptian No charge for FDA-approved women's

$40 copay / mail order presctiption . )
\mnﬁmm m - No charge for self-administrable cancer chemotherapy drugs contraceptives presctibed by a health

~— care provider.

No charge for tobacco use cessation drug

treat your illness or B

' More information
- about prescription drug
' coverage is available at

50% coinsurance / retail prescription
50% coinsurance / mail order prescription

Non-preferred

", h . . ..
 regence.com/formulary _uwm‘:‘m n‘?:m‘w ‘ | No charge for self-administrable cancer chemotherapy drugs Mwwnnwwmﬂnmé mMM%vMMMH& MM MWM% rescription
' /2017/3tiesPML. ; Refer to generic, preferred brand and non-preferred brand P ptng P Y ,
- Specialty drugs ’ M
m ‘ drugs above. ‘ - - |
' Facility fee (e.g.,
. - ambulatory surgery | 20% coinsurance 50% coinsurance 50% coinsurance none _
- If you have outpatient | — M
sutgery \ _ — _— - s
_ MMMm_QmD\mﬁmnos 20% coinsurance 50% coinsurance 50% coinsurance none
Emergency room 20% coinsurance 20% coinsurance 20% coinsurance Lopay i AETS 2D wrmm o the mmnEQ charge
| services after §75 copay after $75 copay after $75 copa fot cadl 7isit (walved ff adtitied), whethet
oS kil A S il TTPY ornot the deductible has been met.
If you need immediate = Emergency medical G 6a b
: ; ; 20% coinsurance 20% coinsurance 20% coinsurance none
medical attention transportation | M SR N ] -
Covered the same as the If you visit a health care providet’s
- Urgent care office or clinic or If you have a test Common Medical none
) Events.
.y u i i ) w\m i h o o
3 Hu»nE.Q fee (g, 20% coinsurance | 50% coinsurance | 50% coinsurance none
If you have a hospital | hospital room) | N W R R i
stay M@aﬁmn\mﬁmaon 20% coinsurance _ 50% coinsurance _ 50% coinsurance none
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Your Cost If Your Cost If Your Cost If

Common Medical Services You You Use a You Use a You Use a Non-

Limitations & Exceptions

Event May Need Preferred Participating Participating
Provider Provider Provider
| - Mental/Behavioral ,,
W ' health outpatient | 20% coinsurance | 20% coinsurance 50% coinsurance |
| | . |
W | services , u _,
| | . |
” ' Mental/Behavioral u ﬂ
' If you have mental - health inpatient ' 20% coinsurance 20% coinsurance 50% coinsurance | ,
' health, behavioral ' services , | | Hone
' health, or substance ' Substance use | ,v ) ”
| . . . ‘ | " |
' abuse needs - disorder outpatient | 20% coinsurance | 20% coinsurance | 50% coinsurance m
| services , . |
” ' Substance use , | W
- disorder inpatient ' 20% coinsurance | 20% coinsurance | 50% coinsurance | ,W
A, - services W ,
| ' Prenatal and W . W . m . .
w ,, | 20% coinsurance | 50% coinsurance | 50% coinsurance | . . ;
BrE oulareysrepnant  postnatal care _ . w - . Maternity services for children are not
W ' Delivery and all w . , . _, . ' covered.
| | . . Ty . ' 20% coinsurance | 50% coinsurance | 50% coinsurance | |
m - inpatient services W ,_ u, ,, |
W ' Home health care | 20% coinsurance 20% coinsurance 20% coinsurance Coverage is limited to 130 visits / year.
" , ” - Coverage is limited to 30 inpatient days /
Rehabilitation ,_ . . . | year.
, . | 20% coinsurance | 50% coinsurance 50% coinsurance | y o . ..
services w 4 - Coverage is limited to 25 outpatient visits /
, , | year.
| enibsediiar _ W - Coverage for outpatient
, noWo<oinm o TMAS Siae | Habilitation services = 20% coinsurance | 50% coinsurance 50% coinsurance | neurodevelopmental therapy is limited to
w Sneciallhcalihineads | | ' 30 outpatient visits / year.
. . , . , . . ' Coverage is limited to 90 inpatient days
m - Skilled nursing care | 20% coinsurance | 50% coinsurance 50% coinsurance - 8 p ys /
| | Durable medical ., . f . . |
m ) - 20% coinsurance | 50% coinsurance 50% coinsurance | none
equipment | f W
w W . ; ; . . ' Coverage is limited to 14 respite days
ﬂ, - Hospice service - 20% coinsurance 20% coinsurance 20% coinsurance | & 3 ys /
| , ,

, , w | lifetime.
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Your Cost If Your Cost If Your Cost If

Common Medical Services You You Use a You Use a You Use a Non-
Event May Need Preferred Participating Participating
Provider Provider Provider

Limitations & Exceptions

: ' Eye exam ' Not covered ' Not covered ' Not covered _ none
- If your child needs ——— _ = — T — — —
' Glasses | Not covered ' Not covered ' Not covered , none
~ dental or eye care e e e m - r R
” ' Dental check-up | Not covered ' Not covered ' Not covered M none ,

Excluded Services & Other Covered Services:

Services Your Plan Does NOT Cover (This isn’t a complete list. Check your policy or plan document for other excluded services.)

e Bariatric surgery e Hearing aids e Routine eye care (Adult)
o Cosmetic surgety, except congenital anomalies ® Infertility treatment e Routine foot care
e Dental care (Adult) e JLong-term care e Vision hardware
e Private-duty nursing e Weight loss programs, except as covered

under preventive care

Other Covered Services (This isn’t a complete list. Check your policy or plan document for other covered setvices and your costs for these
services.)

e Acupuncture e Chiropractic care e Non-emergency care when traveling outside
the U.S.

50f8
Claims Administrator: Regence BlueShield
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Your Rights to Continue Coverage:

If you lose-coverage under the plan, then, depending upon the circumstances, Federal and State laws may provide protections that allow you to keep health
coverage. Any such rights may be limited in duration and will require you to pay a premium, which may be significantly higher than the premium you pay
while covered under the plan. Other limitations on your rights to continue coverage may also apply.

For more information on your rights to continue coverage, contact the plan at 1 (866) 240-9580. You may also contact your state insurance department,
the U.S. Department of Labor, Employee Benefits Security Administration at 1 (866) 444-3272 or www.dol.gov/ebsa, or the U.S. Department of Health
and Human Services at 1 (877) 267-2323 x61565 or www.cciio.cms.gov.

Your Grievance and Appeals Rights:
If you have a complaint or are dissatisfied with a denial of coverage for claims under your plan, you may be able to appeal or file a grievance. For
questions about your rights, this notice, or assistance, you can contact the plan at 1 (866) 240-9580 or visit www.Regence.com. You may also contact your

state insurance department at 1 (800) 562-6900 or www.insurance.wa.gov or the U.S. Department of Labor, Employee Benefits Security Administration at
1 (866) 444-3272 or www.dol.gov/ebsa/healthreform.

Does this Coverage Provide Minimum Essential Coverage?
The Affordable Care Act requires most people to have health care coverage that qualifies as “minimum essential coverage.” This plan or policy does
provide minimum essential coverage.

Does this Coverage Meet the Minimum Value Standard?

In order for certain types of health coverage (for example, individually purchased insurance or job-based coverage) to qualify as minimum essential
coverage, the plan must pay, on average, at least 60 percent of allowed charges for covered setvices. This is called the “minimum value standard.” This
health coverage does meet the minimum value standard for the benefits it provides.

Language Access Services:
SPANISH (Espafiol): Para obtener asistencia en Espafiol, llame al 1 (866) 240-9580.

To see examples of how this plan might cover costs for a sample medical sitnation, see the next page.

6 of 8
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About these Coverage Having a baby Managing type 2 diabetes
mxma—U—mm“ (notmal delivery) (routine maintenance of
a well-controlled condition)
These examples show how this plan might cover | B Amount owed to providers: $7,540 B Amount owed to providers: $5,400
medical cate in given situations. Use these B Plan pays: $5,520 ® Plan pays: $3,750
examples to see, in general, how much financial m Patient pays: $2,020 H Patient pays: $1,650
protection a sample patient might get if they are
covered under different plans. Sample care costs: Sample care costs:
Hospital charges (mother) $2,700 Prescriptions , $2,900
S Routine obstetric care - $2,100 Medical Equipment and Supplies $1,300
T Hospital charges (baby) $900 Office Visits and Procedures $700
: This is Anesthesia $900 Education $300
y G, —._O.n. a cost Laboratory tests | $500 Laboratory tests | $100
. - estimator. Prescriptions | $200 Vaccines, other preventive | $100
Don’t use these examples to Radiology $200 Total - $5,400
estimate your actual costs Vaccines, other preventive $40 )
under this plan. The actual Total $7,540 _umﬁ_mzﬁ. e
cate you receive will be ‘UnmsncEnm . $500
different from these Patient pays: Copays $980
examples, and the cost of Deductibles $500 Coinsurance $130
that care will also be Copays . $20 Limits or exclusions $40
different. Coinsurance $1,350 Total $1,650
See the next page for Limits or exclusions $150
important information about Total : 82,020
these examples.
7 of 8
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Questions and answers about the Coverage Examples:

What are some of the
assumptions behind the
Coverage Examples?

e Costs don’t include premiums.

e Sample care costs are based on national
averages supplied by the U.S.
Department of Health and Human
Services, and aren’t specific to a

particular geographic area or health plan.

e The patient’s condition was not an
excluded or preexisting condition.

e All services and treatments started and
ended in the same coverage period.

e There are no other medical expenses for
any member covered under this plan.

e Out-of-pocket expenses are based only

on treating the condition in the example.

e The patient received all care from in-
network providers. If the patient had
received care from out-of-
network providers, costs would have
been higher.

What does a Coverage Example
show?

For each treatment situation, the Coverage
Example helps you see

how deductibles, copayments,

and coinsurance can add up. It also helps
you see what expenses might be left up to you
to pay because the service or treatment isn’t
covered or payment is limited.

Does the Coverage Example
predict my own care needs?

No. Treatments shown are just examples.
The care you would receive for this
condition could be different based on your
doctor’s advice, your age, how serious your
condition is, and many other factors.

Does the Coverage Example
predict my future expenses?

No. Coverage Examples are not cost
estimators. You can’t use the examples to
estimate costs for an actual condition. They
are for comparative purposes only. Your
own costs will be different depending on
the care you receive, the prices

your providers charge, and the

reimbursement your health plan allows.

Questions: Call 1 (866) 240-9580 or visit us at regence.com.
If you aren’t clear about any of the underlined terms used in this form, see the Glossary.
You can view the Glossary at www.cciio.cms.gov or call 1 (866) 240-9580 to request a copy.

Can | use Coverage Examples
to compare plans?

Yes. When you look at the Summary of
Benefits and Coverage for other plans,
you’ll find the same Coverage Examples.
When you compare plans, check the
“Patient Pays” box in each example. The
smaller that number, the more coverage
the plan provides.

Are there other costs | should
consider when comparing
plans?

Yes. An important cost is the premium
you pay. Generally, the lower

your premium, the more you’ll pay in out-
of-pocket costs, such

as copayments, deductibles,

and coinsurance. You should also
consider contributions to accounts such as
health savings accounts (HSAs), flexible
spending arrangements (FSAs) or health
reimbursement accounts (HRAs) that help
you pay out-of-pocket expenses.

8 of 8
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Association of Washington Cities

HealthFirst® 250 Medical Plan Coverage Period: 01/01/2017 — 12/31/2017
Summary of Benefits and Coverage: What this Plan Covers & What it Costs Coverage for: Individual & Eligible Family | Plan Type: PPO

.._._x_mmmmos_u\mwcaamqm %0ﬁ¢§5~803moﬂmmmvocnwoanngﬂnnmmambmnomﬁmvv\oznmbmn:?wnonHnﬁmﬁnHBmwb&gm@omn%oHEmb
a5 document at regence.com or by calling 1 (866) 240-9580.

Important Questions i Why this Matters:

_ | $250 claidiant / $750 Sl alend * M\oc must pay all the costs up to the deductible amount before this plan begins
M 0 R L to pay for covered services you use. Check your policy or plan document to see |

What is the : Doesn’t apply to certain preventive care , ,
i i . ’ | when the deductible starts over (usually, but not always, January 1st). See the
overall deductible? ' Copayments or amounts in excess of the allowed | S o ( ¥ ys,] g 10 |

" ] chart starting on page 2 for how much you pay for covered services after you
i amount do not count toward the deductible. & O pag you pay y ,
W - meet the deductible. |

S/there ; ' You don’t have to meet deductibles for specific services, but see the chart m
| other deductibles for No. ﬁ ) ; : W
| : R _, | starting on page 2 for other costs for services this plan covers. |
| specific services? | I G . ST |
- Is there an out-of- Yes. $3,000 claimant / $6,000 family per The out-of-pocket limit is the most you could ?&\ during a no<mnmmn wmnom m
- pocket limit on my calendar year. ' (usually one year) for your share of the cost of covered services. This limit helps |
expenses? n - _ you plan for health care expenses. |
- What is not included in | Premiums, balance-billed nﬁwmmgv and health care | Even nwocmr you pay these Q%nbmnw they don’t count toward the out-of- _
 the out-of-pocket limit? | this plan doesn’t cover. | pocket limit. B e o
 If you use an in-network doctor or other health care ‘provider, this plan will pay |
| : Yes. See regence.com/PreferredWashington or | some or all of the costs of covered services. Be aware, your in-network doctor
- Does this plan use RN o . ¥ W. : . .
M, sl i call 1 (866) 240-9580 for lists of preferred or | or hospital may use an out-of-network provider for some services. Plans use the
H e = " | participating providers. ' term in-network, preferred, or participating for providers in their network. See
| | the chart starting on page 2 for how this plan pays different kinds of providers.

Do I need a referral to

| see a specialist?
Em there services this

_ No. You don’t need a referral to see a specialist. | You can see the specialist you choose without @Q..memwos from this plan. |

Ves m Some of the services this Ems doesn’t cover are listed on vmmm 5. See your @0:3\

' plan doesn’t cover? "™ | orplan document for additional information about excluded setvices.
Questions: Call 1 (866) 240-9580 or visit us at regence.com. 10f 8
If you aren’t clear about any of the underlined terms used in this form, see the Glossary. Claims Administrator: Regence BlueShield

You can view the Glossary at www.cciio.cms.gov or call 1 (866) 240-9580 to request a copy. 100000032SBC2



p - ® Copayments are fixed dollar amounts (for example, $15) you pay for covered health care, usually when you receive the setvice.
.. .. .

Coinsurance is your share of the costs of a covered service, calculated as a percent of the allowed amount for the service. For example, if the
plan’s allowed amount for an overnight hospital stay is $1,000, your coinsurance payment of 20% would be $200. This may change if you haven’t
met your deductible.

® The amount the plan pays for covered services is based on the allowed amount. If an out-of-network provider charges more than the allowed
amount, you may have to pay the difference. For example, if an out-of-network hospital charges $1,500 for an overnight stay and the allowed
amount is $1,000, you may have to pay the $500 difference. (This is called balance billing.)

® This plan may encourage you to use preferred and participating providers by charging you lower deductibles, copayments and coinsurance
amounts.

Your Cost If
You Use a
Preferred

Your Cost If
You Use a
Participating

Your Cost If
You Use a Non-
Participating

Services You
May Need

Common Medical
Event

Limitations & Exceptions

If you visit a health

care provider’s office or

clinic

If you have a test

Primary care visit
to treat an injury or
illness

Specialist visit

Other practitioner
office visit

Preventive care/
screening/immuniz
ation

Diagnostic test (x-
ray, blood work)
Imaging (CT/PET
scans, MRIs)

Provider
10% coinsurance
10% coinsurance
10% coinsurance
for acupuncture

and spinal
manipulations

No charge

10% coinsurance

10% coinsurance

Provider
30% coinsurance
30% coinsurance
30% coinsurance
for acupuncture

and spinal
manipulations

No charge

30% coinsurance

30% coinsutance

Provider
30% coinsurance
30% coinsurance
30% coinsurance
for acupuncture

and spinal
manipulations

30% coinsurance

30% coinsurance

30% coinsurance

Deductible waived for the first 4 office
visits for preferred and participating
providers. All other services are covered at
the coinsurance specified, after deductible.

Coverage is limited to 12 acupunctute visits
/ yeat.

Coverage is limited to 15 spinal
manipulations / year.

No charge for childhood immunizations
from non—participating providers.

none
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Common Medical

Event

If you need drugs to
- treat your illness or
' condition

| about prescription dru
| coverage is available at

regence.com/formulary .
A /2017 /3tierPML. n

- If you have outpatient

More information

- surgery

- If you need immediate

| medical attention

- If you have a hospital

| stay

Services You
May Need

Generic drugs
Preferred brand
- drugs

Non-preferred
brand drugs v

]

' Specialty drugs

Facility fee (e.g.,
” ambulatory surgery
center)
- Physician/surgeon
| fees

- Emergency room
services

{

Emergency medical |
transportation

Covered the same as the If you visit a health care provider’s

Utgent care _
~ Facility fee (e.g.,
hospital room)

Physician/surgeon
{ fee

_ No charge for sclf-administrable cancer chemotherapy drugs

Your Cost If
You Use a
Preferred
Provider

Your Cost If
You Use a
Participating
Provider

Your Cost If

You Use a Non-

Participating
Provider

- $5 nowmw / retail prescription
$10 copay / mail order prescription

_No charge for self-administrable cancer chemotherapy drugs

$25 copay / retail presctiption
$50 copay / mail order prescription

$50 copay / retail prescription
$100 copay / mail order prescription

~ No charge for self-administrable cancer chemotherapy drugs

$100 copay / retail specialty presctiption
$200 copay / mail order specialty prescription

10% coinsurance

10% coinsurance

, 10% coinsurance
| after §75 copay

20% coinsurance

30% coinsurance

ol

30% coinsurance

10% coinsurance

| after $75 copay

20% coinsurance

| 30% coinsurance
|

30% coinsurance

10% coinsurance
after $75 copay

20% coinsurance

office or clinic or If you have a test Common Medical

_ 10% coinsurance
_ 10% coinsurance
m

Events.

|

' 30% coinsurance

| 30% coinsurance

| 30% coinsurance
|

| ;
| 30% coinsurance

Limitations & Exceptions

Coverage is limited to a 30-day supply retail
or 90-day supply mail order.

No charge for FDA-approved women's
contraceptives prescribed by a health

care provider.

No charge for tobacco use cessation drug
coverage when obtained with a prescription
order at a participating pharmacy.

110N¢

none

Copayment applies to the facility charge
for each visit (waived if admitted), whethetr

| or not the deductible has been met.

1101N€

none

10N€E:

N0ne
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Claims Administrator: Regence BlueShield

100000032SBC2




Your Cost If Your Cost If Your Cost If
Common Medical Services You You Use a You Use a YouUseaNon- |,. . .. :
T TR Limitations & Exceptions
Event May Need Preferred Participating Participating
Provider Provider Provider
Mental/Behavioral
health outpatient 10% coinsurance 10% coinsurance 30% coinsurance
services
Mental/Behavioral
If you have mental health inpatient 10% coinsurance 10% coinsurance 30% coinsurance
health, behavioral health, services
none
or substance abuse Substance use
needs disorder outpatient = 10% coinsurance 10% coinsurance 30% coinsurance
services
Substance use
disorder inpatient ~ 10% coinsurance 10% coinsurance 30% coinsurance
services
l and . . .
Prenatal an 10% coinsurance 30% coinsurance 30% coinsurance . . .
postnatal care Maternity services for children are not
HyouiasepiCatan Delivery and all covered
. ey . 10% coinsurance 30% coinsurance 30% coinsurance '
inpatient services
Home health care  10% coinsurance 10% coinsurance 10% coinsurance Coverage is limited to 130 visits / year.
Coverage is limited to 15 inpatient days /
ilitati . . : :
Wormg ton 10% coinsurance 30% coinsurance 30% coinsurance year o . .
services Coverage is limited to 99 outpatient visits /
year.
e Coverage for outpatient
you n.onm aer Emv._ ST 10% coinsurance 30% coinsurance 30% coinsurance neurodevelopmental therapy is limited to
recovering or have other  services . .
: 60 outpatient visits / yeat.
special health needs C < litnited 52 90 mparentdars 7
. . . , : : overage i atient days
Skilled nursing care  10% coinsurance 30% coinsurance 30% coinsurance yest e s © 3 ¥
Ucn.mEm medical 10% coinsurance 30% coinsurance 30% coinsurance none
equipment
. . . . . is limited to 14 respite d
Hospice service 10% coinsurance 10% coinsurance 10% coinsurance Coverage is limited to14 nespite days /

lifetime.
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Your Cost If Your Cost If Your Cost If
Common Medical Services You You Use a You Use a You Use a Non-
Event May Need Preferred Participating Participating
Provider Provider Provider

Limitations & Exceptions

‘ " M _ | Coverage is limited to 1 routine eye exam
; Eye exam | No charge ' No charge | No charge m S y .
- If your child needs v . I O N ] | petclaimant per calendar year. o
' dental or eye care - Glasses | Not covered . Not covered | Not covered | none i
Dental check-up | Not covered | Not covered i Not covered m none |

Excluded Services & Other Covered Services:

Services Your Plan Does NOT Cover (This isn’t a complete list. Check your policy or plan document for other excluded services.)

e Bariatric surgery ¢ Hearing aids ¢ Routine foot care
¢ Cosmetic surgery, except congenital anomalies e Infertility treatment e Vision hardware
e Dental care (Adult) ¢ Long-term care e Weight loss programs, except as covered

. . under preventive care
e Private-duty nursing

Other Covered Services (This isn’t a complete list. Check your policy or plan document for other covered setvices and your costs for these
services.)

e Acupuncture e Chiropractic care e Non-emergency care when traveling outside
the U.S.

e Routine eye care (Adult)

50f8
Claims Administrator: Regence BlueShield
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Your Rights to Continue Coverage:
If you lose coverage under the plan, then, depending upon the circumstances, Federal and State laws may provide protections that allow you to keep health

coverage. Any such rights may be limited in duration and will require you to pay a premium, which may be significantly higher than the premium you pay
while covered under the plan. Other limitations on your rights to continue coverage may also apply.

For more information on your rights to continue coverage, contact the plan at 1 (866) 240-9580. You may also contact your state insurance department,
the U.S. Department of Labor, Employee Benefits Security Administration at 1 (866) 444-3272 or www.dol.gov/ebsa, or the U.S. Department of Health
and Human Services at 1 (877) 267-2323 x61565 or www.cciio.cms.gov.

Your Grievance and Appeals Rights:
If you have a complaint or are dissatisfied with a denial of coverage for claims under your plan, you may be able to appeal or file a grievance. For
questions about your rights, this notice, or assistance, you can contact the plan at 1 (866) 240-9580 or visit www.Regence.com. You may also contact your

state insurance department at 1 (800) 562-6900 or www.insurance.wa.gov ot the U.S. Department of Labor, Employee Benefits Security Administration at
1 (866) 444-3272 or www.dol.gov/ebsa/healthreform.

Does this Coverage Provide Minimum Essential Coverage?

The Affordable Care Act requires most people to have health care coverage that qualifies as “minimum essential coverage.” This plan or policy does
provide minimum essential coverage.

Does this Coverage Meet the Minimum Value Standard?

In order for certain types of health coverage (for example, individually purchased insurance or job-based coverage) to qualify as minimum essential
coverage, the plan must pay, on average, at least 60 percent of allowed charges for covered services. This is called the “minimum value standard.” This
health coverage does meet the minimum value standard for the benefits it provides.

Language Access Services:
SPANISH (Espafiol): Para obtener asistencia en Espafiol, llame al 1 (866) 240-9580.

T see excamples of how this plan might cover costs for a sample medical situation, see the next page.
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About these Coverage
Examples:

These examples show how this plan might cover
medical care in given situations. Use these
examples to see, in general, how much financial
protection a sample patient might get if they are
covered under different plans.

. .. Thisis |
not a cost
" estimator.

Don’t use these examples to
| estimate your actual costs
under this plan. The actual
care you receive will be
different from these
examples, and the cost of
that care will also be
different.

See the next page for ,
| Important information about ,
| these examples. W

Having a baby

(normal delivery)

® Plan pays: $6,430
® Patient pays: $1,110

Sample care costs:
Hospital charges (mother)
Routine ovmmo.an care
Hospital charges (baby)
Anesthesia
H.m_uonﬁoQ tests
Huwnmwnvmopm
Radiology
Vaccines, other preventive
Total

Patient pays:
Unmcnngom
Copays
Coinsurance
Limits or exclusions
Total

'® Amount owed to providers: $7,540

Managing type 2 diabetes

(routine maintenance of
a well-controlled condition)

B Amount owed to providers: $5,400

® Plan pays: $4,060
® Patient pays: $1,340

Sample care costs:
Prescriptions

zn&n& mgﬁwﬁnnﬁ. and mcmw.mom

Office Visits and Procedures
Education - B .
H.m_uohﬁog tests

<mnn,anm, other ??abm?m
Total

Patient pays:
Deductibles
Oowwwm )
Coinsurance
Limits or exclusions
Total

$2,900

| $1,300

$700
$300
$100
$100
$5,400

$250

5 B
B O
o O

$1,340
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Questions and answers about the Coverage Examples:

What are some of the
assumptions behind the
Coverage Examples?

e Costs don’t include premiums.

e Sample care costs are based on national
averages supplied by the U.S.
Department of Health and Human
Services, and aren’t specific to a

particular geographic area or health plan.

® The patient’s condition was not an
excluded or preexisting condition.

e All services and treatments started and
ended in the same coverage period.

e There are no other medical expenses for
any member covered under this plan.

e Out-of-pocket expenses are based only

on treating the condition in the example.

e The patient received all care from in-
network providers. If the patient had
received care from out-of-
network providers, costs would have
been higher.

What does a Coverage Example
show?

For each treatment situation, the Coverage
Example helps you see

how deductibles, copayments,

and coinsurance can add up. It also helps
you see what expenses might be left up to you
to pay because the service or treatment isn’t
covered or payment is limited.

Does the Coverage Example
predict my own care needs?

No. Treatments shown are just examples.
The care you would receive for this
condition could be different based on your
doctor’s advice, your age, how serious your
condition is, and many other factors.

Does the Coverage Example
predict my future expenses?

No. Coverage Examples are not cost
estimators. You can’t use the examples to
estimate costs for an actual condition. They
are for comparative purposes only. Your
own costs will be different depending on
the care you receive, the prices

your providers charge, and the
reimbursement your health plan allows.

Questions: Call 1 (866) 240-9580 or visit us at rcgence.com,
If you aren’t clear about any of the underlined terms used in this form, see the Glossary.
You can view the Glossaty at www.cciio.cms.gov or call 1 (866) 240-9580 to request a copy.

Can | use Coverage Examples
to compare plans?

Yes. When you look at the Summary of
Benefits and Coverage for other plans,
you’ll find the same Coverage Examples.
When you compare plans, check the
“Patient Pays” box in each example. The
smaller that number, the more coverage
the plan provides.

Are there other costs | should
consider when comparing
plans?

Yes. An important cost is the premium
you pay. Generally, the lower

your premium, the more you’ll pay in out-
of-pocket costs, such

as copayments, deductibles,

and coinsurance. You should also
consider contributions to accounts such as
health savings accounts (HSAs), flexible
spending arrangements (FSAs) or health
reimbursement accounts (HRAs) that help
you pay out-of-pocket expenses.
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LONG BEACH CITY COUNCIL MEETING

September 18,2017

6:30 COUNCIL WORKSHOP
WS 17-16- Low-Income Parking Regulations
WS 17-17- Street Vacation Valuation

7:00 CALL TO ORDER; PLEDGE OF ALLEGIANCE; ROLL CALL
Mayor Phillips called the meeting to order; asked for the Pledge of Allegiance and roll call.

ROLL CALL
David Glasson, City Administrator, called roll with C. Linhart, C. McGuire, C. Hanson, and C. Kemmer
present. C. Murry was absent.

PUBLIC COMMENT
No comments.

CONSENT AGENDA

Minutes, September 5, 2017 City Council Meeting

Payment Approval List for Warrant Registers 57306-57338 & 82206-82309 for $397,761.59

C. Linhart made the motion to approve the Consent Agenda. C. Hanson seconded the motion. 4
Ayes, 1 Absent, motion passed.

BUSINESS

AB 17-57- Special Use Permit 2017-09 — Chautauqua Lodge Holiday Bazaar

Ariel Smith, Community Development Director, presented the Agenda Bill. Andrea Sons has applied to
hold a Holiday Bazaar at the Chautauqua Lodge on December 16, 2017. She is reasonable for obtaining
business licenses for those not selling homemade crafts, clean-up and any other duties associated with the
event. She has submitted an example of the application required to participate in the bazaar and her
marketing piece.

C. Linhart made the motion to approve SUP 2017-09 allowing the Holiday Bazaar to take place at
Chautauqua Lodge on December 16,2017. C. Hanson seconded the motion, 4 Ayes, 1 Absent
motion passed.

DEPARTMENT HEAD ORAL REPORTS

CORRESPONDENCE AND WRITTEN REPORTS
e  Wastewater Department Report for August
e Police Chief’s Report for August
“ e Not aBan a Better Plan Town Meeting September 20" - Information

ADJOURNMENT
The Mayor adjourned the meeting at 7:09 p.m.



Mayor
ATTEST:

City Clerk
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City of Long Beach Activities Report
August 2017

Water Dept.

Call Outs - 1 ( Shut Off)

Meetings - 5 Staff / Home owners ( New Construction ) / Contractors ( New Home Construction )
/ PUD ( Washington Project ) / Evergreen Rural Board meeting,

Safety Meetings - 1 (Slips, Trips, Falls ).

Plant Management - Paperwork / ordered parts/ time cards / Monthly DOH Report / Monthly
DMR’s. / Monthly Report / Bills / Log Book / Billing new services / Review timber plan.

Customer Service - 8

Locates - 36

Emergency Locates—1 (PUD)

Re-reads - 12

Install New Meters - 3 Meter Reinstall - 1
New Service Investigations —3

New Service Prep -3

Meter Removal -1

Meter Repairs - 7

Hydrant Maint. - 1 ( Weedeating )
Shut Off’s - 4
TurnOn’s - 4

Res. Checking - 2

Res. Maint. -0

Leak Repairs - 4 (45" & K / DocHillRd / 41 &K / 8™ st, N & Blvd)
Leak Investigations - 4

Equipment Cleanup - 7

System Samples - Weekly entire system.

Samplestolab - 1



Training -

Don Z attended evergreen rural training conference.

Other Activities —

Reading Meters. ( Seaxiew )

Festival set up & tear down ( Jakes Birthday / Jazz & oysters / Kite Fest, )
Weedeating Hydrants.

Burying Beach Shelters.

Moving Logs on Beach.

Sweeping Town.

Wellness Poker Walk,

Town Cleanup.

Don Z Hearing Test.

Don Z Attended Evergreen Rural Board Meeting.




September 20, 2017

Port of Peninsula
3311 275" Street

Ocean Park, WA 98640

David Glasson, City Administrator
City of Long Beach
115 Bolstad Avenue West

Long Beach, WA 98631

Fantastic job on the carved Long beach sign installation! We sincerely appreciate the level of detail you, and your team,
demonstrate on each project where the Port of Peninsula have had the good fortune have partnered with the City of
Long Beach.

We continue to be honored to team up with the City of Long Beach and your excellent staff. We look forward to
continuing our work together with future projects.

All the best,

s

-~ Jay Persenius

Port of Peninsula



November 2017

Sun Mon Tue Wed Thu Fri Sat
1 2 3 4
5 6—City Council 7 8 9 10 11 Veterans Day
Publish Budget Notice
12 13—Budget Workshop | 14—Budget Workshop | 15—Budget Workshop | 16 17—Budget available | 18
Water & Sewer Storm & Streets B & O and Lodging to the public
Publish Budget Notice
19 20—City Council 21—Budget Workshop | 22 23—Thanksgiving 24—Day after 25
Set Property Tax Rate | Current Expense, PD Thanksgiving
Preliminary Budget
Hearing
26 27 28 29 30
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Sun Mon Tue Wed Thu Fr Sat
1 2
3 4—Final Public 5 6 7 8 9
Hearing. Budget must be adopt-

ed or meeting contin-
ued every day until
adoption by 12/29

10 11 12 13 14 15 16

17 18 19 20 21 22 23

24 25 26 27 28 29 30

31
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bemmnd 2012
=== 2013
=i 2014
L2015
...12016
wdg=22017
W Average 11-16

January
20,635
20,041
22,394
23,952
25,706
28,547
26,768
23,546

February
50,157
49,300
51,265
56,932
59,764
66,376
61,142
55,633

Sales Tax Collections

April
89,130
88,585
95,682
106,148
112,491
121,191
121,800
102,204

May
114,966
115,689
126,703
141,699
151,378
160,534
163,162
135,161

E:m.
142,319
144,698
159,542
176,701
187,262
202,137
203,466
168,777

July
170,398
174,771
191,030
213,094
225,284
241,244
244,946
202,637

>cmc&
204,984
212,072
231,057
258,276
275,778
287,580
297,850
244,958

mmnw
245,713
255,774
277,025
310,678
331,011
346,931
362,899
294,522

Oct
289,711
302,044
330,401
379,984
393,921
412,941

351,500

Nov
328,701
346,761
374,670
423,199
444,779
468,082

397,699

Dec
352,629
370,112
408,896
455,570
476,415
500,115

427,290
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January
21,388
18,828
23,524
21,684
31,054
27,810
30,487
24,048

February
42,271
44,365
50,940
50,565
60,658
65,207
64,112
52,334

March
59,531
61,172
70,585
76,691
85,697
91,022
86,457
74,116

|

April
83,141
88,177
98,438
101,681
119,915
118,657
119,079
101,668

_

Lodging Tax Collections

o ~

._<_m<
108,994
120,497
128,075
140,494
163,579
168,481
162,232
138,353

June
140,542
157,951
164,604
175,885
212,946
225,189
217,177
179,519

July
170,141
194,015
204,188
220,348
260,371
279,326
269,759
221,398

w:mc.ﬁ
213,326
248,233
258,899
284,417
326,489
340,142
336,298
278,584

281,514
316,215
330,235
362,489
411,437
443,281
438,965
357,528

Oct
359,494
399,269
418,744
464,478
520,222
554,203

452,735

Nov
416,179
459,437
481,566
528,277
592,968
634,626

518,842

444,828
482,103
514,270
566,487
629,210
672,629

551,588




