EXHIBIT A

Kent County Water Board Meeting

May 19, 2011



Employee Benefits

Insurance Renewal

For

Kent County Water Authority

July 1, 2011

Presented by:

Kimberly A. Muidoon, APR, CLTC

Account Executive, Employee Benefits

Starkweather & Shepley Insurance Brokerage, Inc.

May 19, 2011

DISCLAIMER: This proposal or summary is provided for illustration purposes only; it is not a legal
contract and is based on information provided by the client/prospect. It is provided to facilitate your
understanding of your insurance program. Please refer to the actual policies for specific terms,

conditions, limitations, and exclusions that will govern in the event of a loss.



A. M. BEST FINANCIAL RATINGS

| FINANCIAL SIZE

COMPANY RATING CATEGORY

BLUE CROSS BLUE SHIELD OF RI | N1 T ORMALLY (NR-5)

TUFTS HEALTH PLAN N%Tciggxggu (NR-5)

UNITED HEALTHCARE A

BLUE CROSS DENTAL N%T FORMALLY (NR-5)

OLLOWED

DELTA DENTAL OF RI NOT FORMALLY (NR-5)
FoLLOWED

UNITED HEALTHCARE DENTAL A

MuTUAL OF OMAHA A+

The financial strength and security of the insurance companies that
underwrite your business is of paramount importance. With this in
mind, you will note that we have provided the A.M. Best'’s rating of the
insurance company in your insurance proposal. For more information
on this important topic, we suggest that you visit their website at

www.ambest.com.



http:www.ambest.com

Starkweather & Shepley Insurance Brokerage, Inc.
Telephone (401) 435-3600 Toll Free (800) 854-4625

The following are your direct contacts with our agencyf

Kimberly Muldoon - APR, CLTC - Account Executive Ext. 1251
Provides complete and full service as your personal agent for any of your insurance needs.

Email: kmuldoon@starshep.com  Direct Fax: (401) 431-9667

Lvnn Barbosa - Account Manager Ext. 1382

An assistant to Kim, Lynn will provide any of your insurance needs.

Email: [barbosa@starshep.com Direct Fax: (401) 431-9675

Donna Mercurio - Account Manager Ext. 1248

In the absence of Kim or Lynn, Donna is available to service any of your insurance needs.

Email: dmercurio@starshep.com  Direct Fax: (401) 431-9669



mailto:dmercurio@starshep.com
http:lbarbosalmstarshep.com
mailto:krnuldoon@starshep.com

Rhode Island Small Employer Health Insurance Renewal Explanation Form

Insurer Name:  Blue Cross and Blue Shield of Rhode Island Group Name: KENT COUNTY WATER
AUTHORITY
Renewal Date:  07/01/2011 to 06/30/2012 Group Number: 269

Factors that Changed Your Rate:
Note: In accordance with Rl law, the rate change for your small employer plan can only be based on the foliowing factors:

V10080
A, Change in Community Base Rate: 4.1%
B. Change in Age, Gender - -0.9%
C. Elimination of Health Status Factor 0.0%
D. Impactof 4:1 Rate Cap : 0.0%
E. Change in Riders 0.0%
F. Total Change in Premium per Subscriber 34%
Overali Change in Total Premium 3.1%
Broker/Agent: Starkweather & Shepley inc
Note: Broker payments are included in premiums for alt small employers. Broker payments average 2.7% of total small employer premiums. &
Explanations:
A, This change covers the insurer’s cost for all small employers. It is based on components approved annually by the Health Insurance
Commissioner, is included in gl small employer rates for this period, and is not specific to your group.
B.  This change is a result of any changes in the age or gendear of enrolied amployses within your speacific group.

C.  Inaccordance with Rl law, effective January 1, 2009, insurers may no longer adjust small employer rates based on health status of the
employer. The change reflected in this line results from the elimination of health status as a rating factor io bring your group to the
community rate.

D, Bylaw, no rate for any small employer in a set time period can be more than four fimes the lowest rate for any other small employer, for
the same plan of benefils. The resulting change {if any} is listed here.

£.  Riders are benefits that are purchased separately, such as acupuncture, vision or dental,

F.  The total change in premium per subscriber is the combined effect of any changes in A through E above. The final cost increase to your
group will be based on the above change in premium, and your enroliment by family type as shown below.

G.  Insurance brokers/agents assist and advise small amployers in the selection of health insurance policies and provide account servicing.

Brokersfagents are not employees of any particular health insurance carrier, but may receive commissions from health insurance carriers.
In accordance with Rl law, these payments are charged evenly across all small employers, and are inciuded in the base rate. The
decision fo utilize the services of a broker/agent will not affect the amount of your pramium.

Family Composition Factors Used to Develop Total Premiums
Changes in Family Composition may affect your overall premium. The pricing relationships used in developing your renswal rates are as follows:

Pricing individual Individual/Spouse  Individual/Child{ren) Family
Relationship 1.0 2.4 1.6 2.7

Enroliment Used to Develop Total Premiums
Changes in Family Composition may affect your overall premium. Here is the enroliment used to develop your health plan renewal rates:

Pricing individual individuai/Spouse  Individual/Child{ren) Famiy
V10080 2 8 4 18

Questions? Call the broker listed above, or Celina A. Krupski at Blue Cross and Blue Shield of Rhode lsland at 1-800-837-
3718.

This form was designed on behalf of small employers by the Office of the Health

L Insurance Commissioner (OHIC) pursuant to Rl Gen Law 27-50-12.1. For more
e AMISSIONER information, please contact OHIC at {401) 462-8517, or visit

s www.chic.ri.govirenewalexplanationform.php

HEALTH INSUR


www.ohic.ri.gov/renewalexplanationform,php

Company

Kent County Water Authority

Census Data

Renewal Date:  July 1, 2011

Address:

1072 Main St

Current Health Carrier; Blue Cross Blue Shield

West Warwick, RI 02893

Current Rates:

Fax Number:

Current Dental Carrier: Blue Cross Blue Shield

Years in Business:

Current Rates:

Nature of Business:

Employer Contribution:

Gender Do8 Spouse #of Zp Health Coverage Waive Coverage Dental Coverage Waive Coverage
M/F MOfY DoB children Code | Individuall Employes | Employee Family Covered Other Empioyes| Employee
& Spouse | &Children Plan by Spouse List Reasan Tndividual] & Spouse | & Child(ren)| Family
Employee Name
_{Medical and Dental ~ Active Employees
1 Alan Angiolilli Male 11/24/56 X
2| Elizabeth Bate Female | 12/01/52 X o
3{Michael Beauregard Male 07/01/75 X
4| Nicholas Bosco Male 07/05/67 X
5| Timothy Brown Male 01/16/53 X
siRichard Burns Male 03/06/61 3 X
7|Jesse Butler Male 03/22/61 X
8{Elso Correia Male 10/29/68 X
9| David Coyle Male 09/04/71 X
1] Joseph Dessert Male 04/06/62 %
11 Glenn Dixon Male 02/19/67 X
12/ John Duchesneau Male 10/08/57 X
13/ Keith Duff Male 01/17/62 X
14| Brian Enos. Male 11/29/62 X _
15;Steven Foss Male 09/05/59 X
16{Denls Fournier Male 11/09/70 X
171 Jo-Ann Gershkoff Female | 08/07/67 X
| 18)Gaty Glenn Male 09/26/63 %
i9| Daniel Goodrich Male 05/13/85 X
20{Cindy Heard Female | 03/27/57 X
21 Nicole Jacques Female | 08/08/81 X
22|Stephen Larkin Male 07/24/59 X
23{Tad Lesniak Male 01/22/62 B X
241 Ronald Lukowicz Male 10/131/63 X
25/Randy Peixinho 1Male 04/29/65 X
26| Scott Perry Male 06/15/63 X
27{Lisa Salisbury Female | 02/10/71 X
28{ Thomas Silva Male 03/28/67 X
291 Timothy Skorski Male 04/22/68 X
30!Eric Tift Male 05/30/81 | X
11/ Matthew Winton Male 07/14/55 X
32| Stephen Correia Male 04/01/73 x



http:I'1J!L_L_g~/.Q.Un

Medical and Dental ~ COBRA

1| Stephen Dambrosca Male 07/18/67 X
2/Dan Lernoi Male 07/12/72 X
3iRobert Austin Male 03/21/55
_|Dental Only ~ Retired Employees
" t|Edward Amaral Male 04/06/41 X
2|Joseph Ballard Male 04/17/34 X
3|Cynthia Boisvert Female | 05/10/44 X o
4|Conrad Bruneau Male 03/04/34 X
51Bruce Emery Male 10/06/41 X
6{Leona Lantagne Female | 03/23/30 X
7| Normand Lavoie Male 01/22/34 X
8|John Motta Male 04/22/22 X
9|Roland Papa Male 12/16/31 X
10/ Everett Rice Male 01/06/36 X
1t|Elizabeth Silva Female | 04/25/23 X
12| Arthur Simpson Male 02/21/43 X
13| Dorothy 5t Sauveur Femate | 04/03/27 X
4iNorman St Sauveur Male 05712726 X
15! Arthur Williams Male 07/23/37 X
Plan 65 ~ Retired Employees
1} Edward Amaral Male 04/06/41 X
2tJoseph Ballard Male 04/17/34 X
3{Cynthia Boisvert Female | 05/10/44 X
4| Conrad Bruneau Male 03/04/34 X
5/Bruce Emery Male 10/06/41 X
6/Leona Lantagne Female | 03/23/30 X
7iNormand Lavole Male 01722734 X
8} John Motta Male Q4722722 %
9iRoland Papa Male 12/16/31 X
10{Everett Rice Male 01/06/36 X
11{Elizabeth Silva Female | 04/25/23 X
12{Arthur Simpson Male 02/21/43 X .
13| Dorothy St Sauveur Fernale | 04/03/27 X
14{Nonman St Sauveur Male 05/12/26 X
15{ Arthur Williams Male 07/23/37 X







Kent County Water Authority
Financial Analysis
Rates Effective July 01, 2011 - June 30, 2012

Blue Cross Blue Sh:eld ‘ ‘
Company. |HMC2C 15/25 (R1), AT TR - Current Rates| . $549.11 $1,317.87 .| ‘ $1 482, 60 $485,634 N/A N/A
 Sponsored: | $15 £$25 Office Visit; $100 Emergency Room, $ 0, $50, $75 Rx. " Current Enrollment G TR 19 o R
TN 100% HosthaI ‘ ) . e . .
. Renewal Rates - $566.11 o ~$1,3 "$1; 528 48,’ . $500,662 ' 3.1% $15,028
1$157 $25 Ofﬂce Visit, 5100 Emerg . Current Enrollment T S B PR .
*1$250 /- $500 Deductibl Hybrid i o
Deductible appliesto' A B -
e 100% In Patient / Out Patient Hosp|tal Duagnos’uc Lab. & X-rays,
80% Physical / Speech / Occupatlonal Therapy &DME, |
Lume Alirates af?;:?aj::& lI’r; S;:::gnei:1}_68?;2;23;3:’?03?&2;1:)[21?;;Cﬁ]gi;:?(;f;fi;;gzgg:d e’nrolimenly SB2011




Kent County Water Authority
Financial Analysis
Rates Effective July 01, 2011 - June 30, 2012

Option

Number

| Deductible applies to:’

- |so% Physical / Speech / Occupatlonal Therapy & DME.

+1$1,000 / $2,000 Deductible. ‘Hybr
.| Deductible apphes o e I
" 1100% In Patient / Out Pat! ent Hospltai Dzagnostoc Lab & X-rays, .

" |$2,000 / $4,000 Ded . :
" |Preventative Caré Service (annual exa,

Blue Cross Blue Shield

VantageBlue, 100/80 $500 Ded New Rx
15/ $25 Ofﬂce Vsit £$100° Emerge
$500 /%1, 000 Deductible‘ Hy

100% I Patient / Out Patient Hospital, Diagnostic Lab & >

VantageBlue 100/80 $1,000 | Ded New Rx
$15 7 $30 Office Visit, $100 Emerge‘ g

80% Physncai / Speech / Occupatlonal Therapy & DME

immunizations, PAP- smears, screenlng mammograms énd PSA tess)

" jcovered at 100% . :
42,000/ $4, 000 Family Deductlb!e, For all other services excludmg
prescriptions,. Rx $10; $35, $60 $100 Coverage ror all servi ces Is 100%‘

after Deductible Is met

" |BiueSolutions for HSA 100/60:($1,500/$3,000) . -
. |Preventative Care Service-(annual exams, well child visits, .

immunizations, PAP smears, screenmg mammograms and PSA
tests).covered at. 100%

. 11,500 / $3,000. Family’ Deductlbte For aII yother serwces mcluding
* |prescriptions, $10/$35/$60/4100 R . ‘
B Coverage for all semces is 100% after Deduct b e is met

$10 $35 $60 $100Rx :,:‘ |

" $446.92

|20

$483.85 .

$413.66

$1,161.24

99278 |

 $1,072.60

477445

| $1,436.46

$1,306.39 -

©$1,116.87

$1,206.68

$470,520.

$427,915

$365,838.

$395,255

o B1%

-11.9%

-24.7%

- -18.6%

{$15,114)

{$57,719)

($119,796)

($90,380)

iMB

Al rotes are subject to change if significant madifications are made to either upon enroliment.

Rates are based on ihe census data and employer contributions provided.

582011


http:Deductible,F.or

Kent County Water Authority

Financial Analysis
Rates Effective July 01, 2011 - June 30, 2012

. Céntracts

4

Emm&ch * Family

T94% | $44,034
$492,384" | | 14% $6,750
- $543.27 - ;~’$1‘,,493./ 98 -  $49‘0“,‘244‘13 - 0.9% - $4,610
. |4300 $600 Ded, 100% Cover e ‘ : .
< |Deductible’ appl es 0"
Inpatlent iOutpatlent Hospltal Serv ‘ S
‘ MR!s, MRAs, Pet Scans, Cat Scans, Nuclear Test g and DME -
L |usw ey T | o4516.81 1. $466,365 .| * -4.0% ($19,269)
.8, - |$20 Office ViSIt ‘$100 Emergency oom, $10, Ty, LT N
~ U |$5007.$1,000 Ded; 100%" Coveragef s
- |Deductible appllas o i
' Inpatienthutpatsent Hosplta Services, : A .
MRIs, MRaAs, Pet Scans Cat Scans Nudear Testlng and DME" -
/:f‘l; 1RB (H9)"’ S 1439332 $1,081.63 | $354,932: | -269% | ($130,702)
- $396.04 .| $851.49 | - $1,089.10 | $357,384 | -26.4% | ($128,250)
100% Coverage O
o $10 $3(l $so Rxafter‘the deductible
B Rates are based on he vensus data and employer conlributions provided. 51872011

All rates are subject 10 change if significant modifications are made {o either upon enollment.



Kent County Water Authority

Financial Analysis
Rates Effective July 01, 2011 - June 30, 2012

Option

BT

. Number

- Oeductible apphes to
. In Patlent/ Out Patlent, Spmal Manlpulataon,
tests, Physrcai Speech 7 Occupatnonal Therapy & Ambulance

/*|Advantage PPO 500 (100/80) =
o 1$20/$30.0ffice wszt,mno Emérdency Room
L |$10,$30, $45Rx.
{500/ $1,000 Deductlble, 100% .
U,Deductnbleappliesto S s o
L “1In Patient’/ Out Patient, Spinat Mampulation, Daagnosﬂc X rays and lab [T
g tests, Physica Speech / Occupational Therapy &Ambulance )

g Advantage PPO 1000 (80[ 60) T
1$15/$25 Offic ce Visit,. $100 Emergency Room,

‘ [$10, 430, $45 Rx.. L
~|$1,0007 $2,000 oeducuble, 30%
. IDeductible applies to: - ‘ '
”.In Patient / Out Pati ent Splnal Manlpuiat on, Dtagnostic X+ rays and ! b
.. |tests, Physrcat Speech / Occupatlonal Therapy & Ambulance -

15

+ |All'services except routine annual preventativese N LT
~‘;$1o,$30 $45Rx Capayment after deductible T

- | advantage PPO Saver (1500/3000) HSA -
161,500 /$3,000 Deduictible 00%, :
. | Deductible, App1 es il

'agno/stlc X rays a{nd"lyab«

] $644.66

| oger033 |

457545

- $1,381.08

|, $460.85

| $491.16

_$1,17878

- $1,106.04

§737.36

492072 " |

] $1,326.13.

$1,244.30.

 $570,137 .

" $539,776 |

$508,929

- §434,381

174%

11.1%

- 4.8% 4

- -10.6%

-16.1%

$84,503

$54,141

$23,295

($51,253)

($78,057)

MB

Rates are based on the census tala and employer contribulions provided.
Al rates are subject lo change If signilican! modifications are made 1o either upon enroliment,

511812011



Medicare Summary of Rates

Effective: July 1, 2011- June 30, 2012

CURRENT PLAN:
Carrier: Blue Cross Blue Shield Rl
Plan 65 Rates with Prescription Drug Rider $7 / $30 / $50 = $465.15

RENEWAL PLAN:
Carrier: Blue Cross Blue Shield Rl
Plan 65 Rates with Prescription Drug Rider $7 / $30 / $50 = $552.03

- Plan Options -

OPTION #1:
Carrier: Blue Cross Blue Shield RI
Plan 65 Rates with Prescription Drug Rider 20% = $519.39

OPTION #2:
Carrier: Blue Cross Blue Shield Rl
Plan 65 Rates with Prescription Drug Rider $5/$15/ $30 / $30 = $643.27

LMB 5/6/2011






Kent County Water Authority

Health Plan Comparison

‘Estimated Anniiial’ P:gmlum

t15 028

Well Visits
anaryCarePh iciary

i;rescription Drugs (30 Day Supp!y) Tier 1

Prescnpmh Drugs (20 Day Suppy) Tier 3
- Presmphon Drug£ {30 Day Suppiy) Ter4
Mait Order (90 Day Supply)

Annuat Deductible
Copaymeut After Liedggc;ikiie‘ P

Out of Pocket Lmit
Maxtmumr Beneﬂt

‘$5 CoApment

"L $15 Go-payment.
$25 Co-payment

'$25 Co-payment
; 20% Corpayment
$25 Co- payment

875

3415/ $25 Co-payment Phis 20% " f

$3,000 / $9,000
Urilimited .

$25 Co-payment - .}

) $1$/ $30: CO payment Plus 20% ¢

250,/ 4500
750/ $1,500

- $0 After Deductible:”
$0 After Deductible
100 Co-payment .

$S Co-payment

40
"7 $15 Co-payment
‘ $30'C0-pavment
£ $30 Co-payment -
' $30 Co ‘pavment ‘
20% ‘After Deductible
$30 Co-| payment '

JURERRI'S1 J
$25 / §87.50 / $150 / $150

$1 00 !$2 00[1

$3,000 / 46,000

M8 Tons Conipanson & a sumpny - Flease reler 16 he providn Bereft sutimary 17 mons detais. sABRI



Kent County Water Authority

ageBiug 100,380 3040 Ded . A agesive 100/80 0G0 Do

Health Plan Comparison

", Estifated Annual Premium

/9% Renewal Increase (Decrease A4 3.1%. 11.9% . - 287

- $ Renewal Iricréase (Detrease) . . ) Ll ‘(‘\515,114) $57,719) ($119,796)

‘Calendat Year Déductible S (R S mone T ‘ gsod/3tLooe L0 T T s000 42000 CoaLl $2,0007 $4,000
Out of Pocket Maximum ' None $1,500/§3,000 43,000 / §6,000 $2,000 / $4,000
- Primary Care Provider Necessary, i e . o B ‘ R 7 Ne o i B TN S ‘ No
HOSPITAL SERVICES:

. Tnpatient Semi-privaté room related services & supplies .o v - S ge o 40 After Deductible © = . | ¥ $0 After Deductible " '$0 After Deductible
Outpatient Procedures & Surgery o ’ - $0 $0 After Deductible | $0 After Deductible $0 After Deductible
: : ‘ ' : + * §100 Co-payment " $100 Co-payment Y. $0.After Deductible

$50 Co-payment 450 Co-payment $50 Co-payment $0 After Deductible

A Y

Primary Care:Physician |-, Sop s o Tp b T g1 Co-payment ! © $15Copayment L [T U 445 Co-payment ‘ " 40 After Deductible
Specially Physician ‘ o $25 Co-payment k $30 Co-payment ' $30 Co-payment $0 After Deduclibie
* Chifoppractic / Spinal Manipulation A D . §25 Co-payment ' ' $30 Copeyments . Y. $30Co-payment. " 40 After Deductible
Routine Eye Exam - T ‘ ’ ' $25‘ Ccrbayment $30 Co~payment o $3d Co-payment $0 After Deduclible
<,Physsca|/sm/0ccupatzonai Teapy 0 o 20% Co-payment . - ' 209 Aer Deductible ™ | | 7 20% After Deductible: - '+ $0 After Deductible

$0 After Deductible

Outpatlent Behavmral health f Chemical dependency ' $25 Co-payment $30 Co-payment 530 Ccs paymeni

Lab and X- Ray Semces (Preventatnve) ) $0
Lab and X-Ray Services (Dlagnosm:) e R R o . ‘: %0 S o0, After Deductitle - Sfer o §0 Aftef Deductiple B RO $0 After Deductible
Machine Tests (MRI MRA'S, Pet Scans, (T Seans & Nudear) $0 $0 After Deductible $0 After Deductible $0 After Deductible

Pr&cnpboﬂ Drugs (30 Day Supply) Tier 1 ‘ W ‘ N o $10 . 310 / $7

Prescription Drugs (30 Day Supply)Tier2 -~ © .0 o ©o$30 B S <13 %30
Prescription Drugs (30 Day Supply) Tier 3 $50 $60 $60 $50
Prescription Drugs (30 Day Sipply) Tier4 .. » .o BT 74 : L T TR 5 . $75

$17.50 1 $75/ $125 / $125 $25 1 $87.50 / $150 / $150 $25 / $87.50 / $150 / $150 $17.50/ $75 7 $125 / $125

Mail Ordter (9 Day Supply)
; o

"40 After Deductible
" $0 After Deductible

20% Co»payment
$50 Qz-payment

‘ .Durable Medical Equ'pment
Ambuiance (l.and) ‘

K ot R vt A & 2 i et i Rl
Annual Deductible $200/ $600 $1,000/ $2,000 $2,000/ $4,000 $4,000 / $8,000
Copayment After Deductible .- .., w0, L ol | 8157625 Co-payment Plus 20% | §15/ 430 Co-payment Plus 20% . ||+ $15 7 430 Co-payment Plus 20% - %

Out of Packet Limit ‘ $3,000 / $9,000 $3,000/ 96,000 $6,000 / $12,000 " 48,000 / $16,000
Maximum Benefit ;" ‘ R IR Unlimibed T o CUimited.” U | Unhmited 2 unlimited

me Tivs Comparlaon 8 8 summary. Please refer fo ihe providar bereft swomary lor more detsils SHH201



Kent County Water Authority

Health Plan Comparison

“Estimated Anmual Premive,
* 9 Renewal Increase (Decrease
§ Renewal Increase (Decr ease)

590,380)

Calendar, Year Deductiple -
Out of Pocket Maxlmum

| HosprrAL SERVICES:
3 ien Seml»priva;e room,related 5ervlces & supp(ues

Well Visits
' Primary Corg Physigian . ¢
Speualty Phys»cian
mppracbcf Splna! Nampu!atnon
Routi e Eye f:xam
Ph?s' |/ SD&Ch i Occupational Therapy.
Outpabent Behavaora! hcalth / Chemncal dependency

lab and X Ray Serwces (Preventatlve) »
Laband X- Ray: Servlces (Diagnosrtc) PP
Machlne Tests (MRI MRAS Pet Scans,CT Scans & Nuglear)

Prescnpt!on Drugs {30 Day Supply} Tmr 1
: Prescnpwn Drugs; (0 Day ‘Suppiy)- Tler 20
Prescriptmn Drugs (30 Day Supply) Tier 3
Presmpnon Dmgs (30 Day Supply) Tier 4
Mail Order (90 Day Supply)

Annual Dcductrbfe
‘:"}Copayment Aer Deductible. '
QGut of Pocket Limit

* ‘Maximism Beneﬁt

None . .3
None

$0

L4185 (,o-paymnt . I

$25 Co-payment
- $25 Co:payment
$25 (Qpaymént

% 20% Co-payment .’
$25 Copaymenl

40
“1,?“50},”' R

£7

g300 T

$50
‘ T47s T
$17. 50/ $?5; $125/ $125

20% Co-payment

- $15 /425 Co-payrrient Plus.20% ..

$3 000 / $9, 000
Unlimited

et 40 After Deductible,

$25 / $82.50 / $150 After Deductibie

$1,500/$3,000 .-
$3,000 7 46,000

140 After: Deductible
$0 After Deductible

$0

$0 After Deductitie

" $0:Afer Deductible’
$0 After Deductible

" $0.After Deductile.

$0 Affer Dediuctible

$0
S0 ARy Dedutivle
$0 After Deductlm

$10 After Deductible
. $35 After Deductible - °

460 Afler Deductible

Ut 4100 After Deductible

$0 After Deductible
40 Affer Deductible

$1,500 / $3,000 '
60% ‘After Deducﬂblg
$3,000/ $6,000

- Unlimited’




Kent County Water Authority

Health Plan Comparison

.- Primary Care Pruvider Necessary L

HOSPITAL SERVICES: )
. Inpatient Semi-private room,refated services & supplies.
Outpatient Procedures & Surge:y

“ Walk-In Treatment Centers
Well Visits

' Primary CaneﬁPhysician‘ S
Specialty Physician

Chiroppractic / Spinat Manigusation .~ . ¢
Routine Eye Exam '

" Physlcal / Speech / chpatlonal Therapy.:
Outpatient Behavuoral health / Chemical dependency

; Lab and XvRay Services (Preventat:ve)
tab and X-Ray Services (Dlagnosﬂ%c)
Machune Tests {MRI, MRA‘S,Pet Scans,CT Scans & Nuclear)

Prescnpnon Drugs (30 Day Supphf) Tier 1
Prescription Drugs (30.Day Supply) Tier 2.
Prescription Drugs (30 an Supply) T«er 3

* Preséription Drugs (30 Day Supply) Tuer 4

Marl C!rder (90 Day Supply)

"$5 Cc-pay.mént

$0
* $15 Co-payment .
$25 Co-payment
$2§ Co-payment
$25 Co—péyment
20% Co-payment |
$25 Co-payment

$0
" 40 .-
$0

$7

430

$50

e

$17.50 / $75 7 $325 / $125
E

: 20% (o payment
<1450 Co-paytnent ~

No

$25 (,opaymexﬁ

$0

410 Co-payment - -

$10 Co-payment

© $10 Co-payment -

%10 Co-payment

$10 Copayment .

410 Co-payment

§0
30
0

Hone

smsersiees
et 751 8125

L) 2l p (IR0 Yo < kI PEID
Corrent Renewal
Est«mamd Annial Premiom 485,634 L T $450,244
.- % Renewal Increase. (Decrease N/A" o 0.9%
__§ Renewal Increase {Decrease) NSA $44,034 . $4,610
Catendar Year Deductible. = < . T L None_ - 4300 /4600
Qut of Pocket Maximum None

$50 Co-payment

$0
$?0 Co-f payment
$30 Co-payment
+ $20 Co-payment
$20 Cr.rp.iyment,
* $20 Co-payment
§30 Co'paifment

$0
40

$10
$30
$50
) ., None
$25 7 4757 $125

i
40
 §50 Co-Payment

$500 Co-payment

$300 7 $600
' No ~

“$0 After Deductible
$0 After Deductible
- $100 Co-payment

$25 Co~pa‘ymentl

$0
$15 Co-payment
$15 Co-payment
%15 Ca-payment
) $15 Co‘paym@,n{
$15 Co-payment

$0
$0
$0 After Deductible

$10
$30
$50
None
$25 7 475 $12%

$0 After beductivle
' $50 Co-payn

i P G
Annual Deductible $200 / $600 $350/ $700 $350 7 $700 $350 / $700
* Capayment After Deductible, ; $15/ $25 Co-payment Plus 20% ©* 20% After Deductible " 20% After Deductible . 30% After Deductible
Qut of Pocket Limit $3,000 / $9,000 $2,850 / $5,700 $2,850 7 $5,700 $4,350 / §8,700
Maximum Benefit . . .~ Unlimited - Unlimited - < Unlimited Unfimited -
LMB HE2011

¥inis Comparison is 8 summary. Please refer to the provid1 banalit suramsry far mure detalls.



Kent Lounty Water Authority

Health Plan Comparison

Estimated Annual Premlum
% Renewal Increase (Decrease)
"-$ Renewal Increase (Decrease)
Calendar Year Deduictible
Out of Pocket Maximum
. Primary Care Provider Necessary:

+4.0% Na26.9%. . T
" (519,269) ($130,702) . (8108,250)
4500/%L,000 0 . [ o $2,000/$4008 I $1,500/ §3.000
$500 / $1,000 $2,000 / $4,000 $3,000 / $6,000
Mo T Ne " ho

| HOSPITAL SERVICES: 4
; Inpatient Semi-private room, related services & supplies 30 © o §0AferDeductible . | 40 Afer Deductible
0utpabent Proc dures & Surgery $0 $0 Afler Deductible $0 After Daductible
/ : ) $100 Co-payment . -

$0 After Deductible
40 After Deductible

$0 ARter Deductible
: Walk-In Treatment Centers

il :
$50 Co-payment $50 Co-payment

“well Visits 50 50

‘Primary Care Physician L i S 1 Co-payment - . $20 Co-payment s After Deductible 1 $0 After Dadluctible

Specialty Physician $25 Co-payment 420 Co-payment B ‘ 40 After Deduclible $0 After Deductible

Chiroppractic'/ Spinal Manipulation $25 Co-payment $20 Copayment - [ .5 40 After Daductible C 40 After Deductible

Routine Eye Exam $25 Co-payment $20 Co;paynwerlt ‘ ' ' $0 After Deductibie ‘ $0 After Deductible
- Physlcal / Speech / Occupational Therapy I PP . 20% Co-payment | ‘$20 Copayment . = [, .- $0After Deductible © 7 40 After Deductible

Qutpatient Behavioral health 7 Chernlca dependency ' $25 C&payhent o S

$0 After Dedudtible 30 Afler Deductible

Lab and X- Ray tvices ( eventative)
Lab and X-Ray Servnces (Olagnos:tc) Lo T e
Machsne Tests (MRI MRA'S, pet Scans,CT Scans & Nudear)

50
40 After Deductible
$0 After Deductible

$0 Aﬁer Deductible
$0 After Dieclucti

$0 After Decluctible

Prescription Drugs (30 Day Supply) Tier §

$7 $10 ' S0 10
Prescription Drugs (30 Day Supply) Tier 2 $30 . " 430 - Y C $30
Prescription Drugs (30 Day Supply) Tier 3 $50 $50 "$50 ' $50
Prescription Drugs (30 Day Supply) Tier 4 R 7 . ‘Nope 1 - .. None: - - None

Mail Order (90 Day Supply) $17.50 / $75/ $125 / $125 257475/ $175 ‘ $257 4757 $125 $257 %75 / $125

20% Co-payment

$0 After Deductible '$0 After Deduc
-$50 Co-Payment

$0 After Deductible

'Annual Deductible

4200/ $600

$1,000 / $2,000

, '$4,000 / $8,000 43,000/ 36,000
" Copayment After Deductible ' -\ 1 o o, . $15/ $25 Co-payment Plus 20% 20% After Deductible - 20% After Deductible | 20% After Deductible
Out of pogke:t Umtt ) 43,000 / $9,000 $4,000 / $8,000 £8,000 / $16,000 $6,000 / $12,000
Maximum Benefit 0T LT e Urlimited “Unlimited” T S e Untimited Unlimited

[201:]

irus Comparison i a sumnsey  Please refer i e pioveits benall sanitary for more detads. SNBIY



Kent Lounty Water Autnority

Health Plan Comparison

$570,137

“EsEimated Arifiual Premium

. % Renewal Increase (Decréase A7.4% b o 4.8%

_$'Renewal Increase (Detrease)’ « $54,143 - $23,295
“Cafendar Year Deductible - = | i Logs0/4500, © 45007 $1,000

$1,250 7 $2,500 $1,500 / 43,000

Cut of Pocket Maximurﬁ

HOSPITAL SERVICES
Inpatient Semn -private room relahed servlces & sdpplles ) .
Outpauent Procedures & Surgery $0 30 ‘ 30 After Deductible $0 After Deductible
i : by ~ : i L o jment L ‘ “o-payme ‘ $100 Co-payment

" $0 ‘ : B . " 40 After Deductible . $0 After Deductible

" well Visits ' $0 $0 $0 $0
Primary Care Physican .. . © o T e 1 $15Copayment: & [ $15 Copayment: ;¢ “ . 415 Co-payment . N <$20 Co-payment
Specialty Physician $25 Co-payment $25 Co-payment $25 Co-payment $30 Co-payment
" Chiroppractic / Spinal Manipulation. o © 1w o ot e I $25 Copayment’ " - ., ‘§25Copayment - © * | 40Afer Deductible * . 80 After Deductible
' . - o $25 Co-payment $15 Cor payment o $15 Co-payment $20 Co-payment

Routine Eye Exam
Phys!cal / Speeth / ODCUDationa! TheraDY«‘

. 20% Co-payment :  §@sopayment o 0 7 40 Afier Deductible : $0 After Deductible
$15 Co-payment $15 Co-payment $20 Co-payment

$25 Co-payment

$0 % 50 $0
~40 B A | D ©$0 After Deductible 7 $0.After Deductible
luctible

Lab and X-Ray Services (Preventative)
" Lab ghd X:R&y Services (Dnagmsitc)

Presmptnon Drugs (30 Day Supp{y) Tier 1 §7 $10 $10 $10

Presoription Drugs {30 Day Supply) Tler 2 o 5 Lo IR : . c $30 ‘ $25 B st $30 . ) . $30

Prescnptlon Drugs (30 Day Supply) Tier 3 $50 15 $45 $45

* Prescription Drugs (30 Day Supphy) Tier 4. -~ .0 . T . 7 S ‘ - None. o C T, Nene ) None
$17.50 / $75 / $125 / $125 $20/550 /450 C 420/ 607490 L 4207460/ $50

Maﬁ Order {30 Day Supply)

1 14
20% Co-payment 1,5 $0 ($1,500 max) $0 {1,500 max)
1$50 Co-payment T | AR e b T 40 ARer Deductible - " %0 After Deductible

‘ Durable Medtcal Equil pment
Ambulance. (Land) o

$200 / $600 o " 4500 7 $1,000 250 / §500
Crareienl el 415425 Copayment Plus 20% | L 0% LT

nual Deduch‘bie

Copayment After Déductible A ‘ .
Out of Pocket Limit $3,000 / $3,000 $2,500 7 $5,000 4,000 / $8,000 $4,000 / $8,000
“Maximum Benefit Y untimted | - Unfimed - L Untimited ‘ c| e unbimited

ime Thie Coimpaison 18 o summary. Plesse refer to the provider beneft summary for mare delals BB



3 i & 3 $ 311 $i411
Health Plan Comparison ; d ge BP0 1000 (80/60
Gt £ Optio 4 il
Current _Renewal
‘R/A T§A07,577
16,48 T
($51,253 {$78,057) - '

41000792000, © {7 $1,5007$3,000
$4,000/ 48, 000 §4,125 / $8,250
No, - el Mo

Galendar Year Deductibie |
Out of Pocket Maximurmn

HOSPITAL SERVlCES*
lnpatiant&ami prlvate morr;,mlated services & supplies s P . . 30 : L 2{)% Afver nguctible ERR A o $0 After Deductible
Outpatient Procedures & Surgery 20%: After Deductible $0 After Deductible

: ‘ ' : ‘ : R E »pi 1$0 After Deductible

$50 Co-payment ) $25 Co-payment 40 After Deductible

Well Visits ' 50 ) $0 $0
'\primary Care Phiysiclan . LT et ‘ . ] 815 Co-payment © .|+ w$15Copayment . $0 After Deductible
Specialty Physician ' " $25 Co-payment $25 Co-payment * $0 After Deductible
Chtropprawc/Splna! Mampulanon RS B TR A . © 475 Co-payment « | 20% After Deductible . | o 40 ARer Deductible
Rouitine Eye Exam ‘ $25 Co-payrnent o » $15 (,0 -payment o $20 Co-payment
‘PhysicalfSpeechf Occupatlonat Therapy'-:i- . o St 20% Co-payment - ‘ 20%-;&ﬂerl)edumb!eh e ) $0 Atter Deductible
Outpatveﬂt Behaworal health ] Chemlca dependency ' $25 Co-payment ‘ ‘ $15 Co-payment 40 After Deductible

4 3

Lab and X—RaySerwc% (Preventabve) . $0 50
Laband X-RaySemicm(Dmg osit s U Gl R ZO%AfterDeductlh!e;, G de 40 After Deductible

Machine Tests (MRLHRA'S Pt Scans,CT Scans & Nuclear} i I ’ %0 20% Afer Deductible $0 After Deductible

Prescription Drugs (30 Day Supply) Tier 1 ' . $7 s10 '$10 After Deductible
Prescription’ Drugs (30 Day. Bupply) Tier 2 f, o o B RO = o 430" 1o 430 Atter Deductible
P:escnptnon Drugs (30 Day Supply) Tier 3 $50 445 $45 After Deductible
Presctiptioit Drugs (30;Day Eupply) Tier 4. S . Sl ers o St Nome . s None
tail Order (90 Day Supply) $17.50 7 §75 1 $125 7 $125 $20/460/8%0 $20 7 $60 / $90 After Dedictible

50 (1,500 max)
20% After Deductible

50 After Decuctibie ($1,500 max)
i " $0 After Deductible

Annual Deductible $200 / $600 £1,000 $2,000 $1,500/ 43,000
Copayment AfterDeducibls . w0 L o .| 415, $25 Coipayment Plus 20% ERIPRRET | S EE %
Out of Pocket Limit $3,000 /7 $9,000 ‘ 46,000 / $12,000 7 $4,125 1 $8,250
Maximam Benghit, . | S AT T e S b umimied . L B D Unlimited Unhimited. .

This Companson s 8 sutteiary  Pleasae rafer to s provivier besefl suawmary for more defads GHEZ011



Plan 65

ficare Supplement

| PLAN BENEFIT
Doctor Visits

j Emergency Room Care

gerious danger.)
| Urgently Needed Care

g% Ambulance Services

Lah Services

Prosthetic Devices

Youre free 10 seek care from the Original Medicare:

QOutpatient Surgery Services

| (This is not emergency care—
4 your heatth is notin serious danger}

Diagnostic Tests, X-rays, and

Durable Medical Equipment

,Group Plan Bois Medlcare supp&ement plan, so‘knawn as “Medxgap‘ that pmks up whereki’ -

Medicare leavés off, makmg it casier for-you 1o buidget for your healthcare expenses. Group

"Plan 65 pta\ndes ﬂextbmty. 0pt|0 5, and atdded: d»sooums—-a!l from a trusted focat company. -

rticipating provudefs of your choice,
anywhere in the country. Plan-65 pays.for Original Medicare's cost- -sharing, such as deductibles

< and coinsurance. If Original Medicare does not cover a se(vlce your suﬁpiemental plan will also -
ot ¢ cover that serwce ntess otherwise noted o

20% of pproved mounls $0

&k (Inpatient and outpatient) after Part B deductible
Inpatient Hospital Care”
{includes substance abuse, mental
i health, rehabifitation, and inpatient
& surgery facility services)
» First 60 days An initial deductible of $1,132"* $0
RR! - 614~ 90" day $283 cach day™* 30
B « 60 lifetime reserve days $568 each lifetime reserve day™ $0
I - Additional lifetime maximum Alf costs $0
benefit — 365 days
[l Skilied Nursing Facility Care™
i (In Medicare-certified skilled
i nursing facifity)
2 « First 20 days $0 $0
« 21 100" day $141.50 each day** $0
« 101 day and after Al costs Al costs

20% of Meditare-approved amounts $0
after Part B deductible

Outpatient Rehabilitation Services  20% of Medicare-approved amounts  $0

after Part B deductibie
20% of Medicare-approved amounts 50

{You may go %o an emergency room  after Part B deductible
if you believe your health is in

20% of Medicare-approved amounts $0
after Part B deductible

20% of Medicare-approved amounts  $0
after Part B deductible

20% of Medicare-approved amounts  $0
after Part B deductible for diagnostic

tests and X-rays

$0 for Medicare-covered lab services

20% of Medicare-approved amounts 50
 after Part B deductible

20% of Medicare-approved amounts 30

after Part B deductible

" PLAN BENEFIT

. Non-reutine Hearing Services

_ Nen-routine Vision Care

- Pap Tests and Pelvic Exams $0
{ {For women with Medicare)

! Prostate Cancer Screening Exams  20% of Medicare approved amount for 8
_{For men with Medicare}

‘With Original Medicare jou p

Home Healthcare 30 for Medicare-covered home i $0
: health visits
- Foreign Travel Care All costs 20% of charges, after $250 annual

deductible

$0 for Medicare-approved amounts for
diagnostic hearing exams

20% of Medicare-approved amounts
after Part B deductible for diagnostic
hearing exams

20% of Medicare-approved amounts ~ $0
after Part 8 deductible for diagnosis and
treatment of disease and conditions of

the eye
_Potdiatry Services 20% of Medicare-approved amounts  $0
after Part B deductible

Chiropraciic Services 20% of Medicare-approved amounts $0
, after Part B deductible
" Immunizations $0 $0

{Flu, hepatitis B vaccine, and, for

people with Medicare who are at

high risk, pneumonia vaccine)

Bone Mass Measurement 30 $0

{For people with Medicare who are

at risk)

- Colorectal Screening Exams $0 50
May be charged 20% of the Medicare
approved amount for doctor’s visit

" Diabetes Screening $0 $0

{For people with Medicare who

May be charged 20% of the Medicare
are at risk}

approved amount for doctor's visit

. Mammography Screening $0 $0
- {Diagnostic and radiological

mammograms for men and women)

3
L]

<

digital rectal exam.
May be charged 20% of the Medicare
approved amount for doclor’s visit.

2011 Part A Deductible = $1,132 per benefit period.
2011 Part B Deductible = $162 per cglenﬁar yeaf.

All services sh{njld be received from an Original Medicare-participating provider, except in emergencies
Yo be eligible for Group P!an 65, you must be enrolied in both Part A and Part B of the Original Medicare Program.

* A benefit period begins on the first day you receive services as an inpatient in a hospltai and ends after you have been out
of the hospital and have not recelved skilled care in any other facility for 60 consecutive days.

**These coinsurances and deductibles are current for 2011 and are subject to change on an annual basis.



Your Prescription Drug Plan — Group Plan 65

We are pleased to present you with your prescription drug plan. The following information will help you

understand your prescription drug benefits.

How does my prescription drug
benefit work?

You can have your prescription filled at any of our
participating pharmacies and you will be responsible only
for your copayment at the time of purchase.

Some brand name drugs have generic equivalents, If a drug
has a generic equivalent, your prescription drug plan covers
the retail cost of the generic drug, less your applicable
copayment. If you choose to purchase the brand name
drug, you will be responsible for the difference in cost
between the brand name drug and its generic equivalent.
~ See “Saving money at the pharmacy” for more information
about generic equivalents. ‘

What is my copayment?

You can receive up to a 30-day supply of either maintenance
or non-maintenance drugs at the pharmacy. Your
copayment is 20% of the retail prescription cost. If you
choose a brand neme medication over an available generic
equivalent, you will be responsible for the difference in cost
between the two.

Where can | have my prescriptions filled?

Qur extensive national network includes most major chain
stores and independent pharmacies. Visit any participating
pharmacy at any time to receive maximum coverage under
your prescription drug program. For more information
about participating pharmacies, visit our Web site at
www.BCBSRI.com, or refer to your pharmacy directory.

Out-of-network pharmacies

If you have your prescription filled at a non-participating
pharmacy, you must pay for it in full when you have it
filled. You will be reimbursed at 50% of our allowance.
Remember, using a non-participating pharmacy means 2
higher out-of-pocket expense to you.

Save money at the pharmacy

You can maximize your pharmacy benefit and substantially
Jower your out-of-pocket cost by choosing generic drugs.
‘While you may not be famniliar with the name, a generic
drug is essentially the same drug as its higher priced, heavily
advertised, brand name equivalent. It has the same active
ingredients and is approved by the Food & Drug
Administration (FDA). It has passed rigorous tests to ensure
that it’s as safe and effective as its brand name equivalent.

‘Discuss vour prescription drug options with your doctor to

ensure the best possible course of treatment. If a brand
name drug is prescribed, ask vour doctor or pharmacist if 2
generic alternative is available,

Have your prescriptions delivered to your
door with our mail service

Most drugs that you may take for an extended period of
time can be purchased through our mail order program for
your convenience. You can order a maximum of up to a 50-
day supply of most medications with a 20% copayment of
the total retail cost. You should receive your first supply
within two weeks of submitting your order. You can order
refills 24 hours a day, seven days a week by telephone or

on the Internet at www.BCBSRL.com. For additional
nformation, see www.BCBSRI.com or your mail order
brochure.

(Continued on back)

j Blue Cross
Blue Shield
® e of Rhode Island

Your Plan for Life”


http:www.BCBSRI.com
http:www.BCBSRI.com
www.BCBSRI.COID

Infertility and injectable drugs

* Infertility dmgs, including oral and injectable drugs,
are covered with a 20% copayment.

» Insulin is covered with 2 20% copayment.

* Other injectables purchased at the pharmacy are
covered with a 20% copayment.

Preferred drug list (formulary)

A formulary is a list of preferred drugs that are covered by
your plan. A committee of local physicians and pharmacists,
established by Blue Cross & Blue Shield of Rhode Island
(BCBSRI), developed our drug formulary to ensure that our
members have access to a wide range of medically effective,
safe, and economical drugs.

Our review committee will consider new drugs for possible
inclusion in our preferred drug list (formulary). New
drugs will be reviewed within the first six months from

the final FDA marketing approval date. A new drug will
not be covered by BCBSRI before the committee has

the opportunity to review the new drug and make a
determination as to whether it is appropriate for

inclusion in the preferred drug list.

Additional information about your
prescription drug plan

Information is included in your subscriber agreement to
help you understand quantity limits that may be applied to
“days supply” of medications and to the “forms” in which
covered medications may be available (e.g., tablet, capsule).

This insert provides a general summary of your prescription
drug program. It is not a contract. For details of your
coverage, including any limitations or exclusions not noted
here, please refer to your subscriber agreement. If you have
any questions about coverage for a specific drug or any
other questions related to your prescription drug program,
please call Customner Service at (401) 459-5000 or
1-800-639-2227.

. Blue Cross
* Blue Shield
% ® @0 of Rhode istand

™

Your Plan for Life!
www.BCBSRl.com

444 Westminster Street = Providence, RI 02903-3279

Blue Croes & Blue Shield of Rhode Isiand is an independent licensee of the Blue Cross and Blue Shield Association.

0508 SALBERBTISFL






Kent County Water Authority

Financial Analysis
Rates Effective: July 01, 2011 - June 30, 2012

Lvg

All rates are subject to change if significant modifications are made to either upon enrollment.

. : AER Csxﬁtfaﬁ
Blue Cross & Blue Shleld ‘
Company . {Premier B!ue Option'2 "~ s Current Rates $33.27 $05.62 $95.62 $95.62 ‘431,081 N/A N/A
Sponsored ' 1100% Preventive / Dragnostic, Minor Rest; ‘ative &Sea!ams Current Enroument 6 [ AREEE | Y T 25 ‘
Plan. -|50% Major Restorative &Perlodonﬂcs N ) - , T : . . o R
" 450 Catendar Year Deductible Per Member $1200 Ca endar Ye&r
Maximum )
Ptemier Biue Optionz .+ .. RenewalRates| = $34.37 | $104.51.% | $33,828 | -8.8% - $2,746
CurrentEnronerttk‘k' 6 R ¢ I EEREEE R
X Maxlmum
- Rates are based on the census data and employer contributions provided.
51812011




