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Maximum Out of Pocket (includes Deductible, coinsurance and Rx) 

Diagnostic Lab & Xray

Emergency Medical Care

Urgent Care Facility  

Monthly Premium 
Current/

Renewal
Buy-Up Base Current Renewal

Employee Only 64 54 10 $536.59 $618.47

Employee & Spouse 0 0 0 $1,180.49 $1,360.63

Employee & Child(ren) 1 1 0 $992.68 $1,144.16

Employee & Family 1 1 0 $1,717.07 $1,979.09

66 56 10

$37,051.51 $42,705.33

$444,618.12 $512,463.96

Rate Adjustment

$37,051.51 $42,705.33

$444,618.12 $512,463.96

Rate Adjustment 3.5%

Implementing a H.S.A (Base Plan)

Change in Premium 

Total Monthly Premium (each plan design)

$17,266.92 $18,330.12 $15,524.52

15.3%

$818.69

$1,416.15

**Select preventive categories of 

prescription drugs will be covered with no 

$4,514.30$4,425.70

$38,579.02

$462,948.24

$38,345.22

$460,142.64

100% Covered

0% after Ded

0% after Ded

0% after Ded

0% after Ded

0% after Ded

0% after Ded

0% after Ded

0% after Ded

**Select preventive categories of 

prescription drugs will be covered with no 

member cost share

n/a

Preferred / Non Preferred Pharmacy

**$0 copay /Ded/Coins

$461,885.04

$1,067.21 $791.86

$1,845.99 $1,369.73

$576.88 $428.05

0% after Ded

Preferred / Non Preferred Pharmacy

Ded/Coins

Ded/Coins

Ded/Coins

Ded/Coins

Ded/Coins

Out of Network Benefits

$12,000 / $24,000

Unlimited  / Unlimited

30%

Proposed - H.S.A MTBCP015H (#187)

$451.43

$993.10

$835.10

$1,444.53

0% after Ded

No warranty or representation, expressed or implied is made as to the accuracy of the information contained herein, and same is submitted subject to errors, omissions, change of price, or other conditions, withdrawal without notice, and to any special conditions imposed by our principals.   THIS IS ONLY A SUMMARY OF BENEFITS; PLEASE REFER TO YOUR PLAN DOCUMENT FOR FULL PLAN DESCRIPTION INCLUDING EXCLUSIONS AND LIMITATIONS.

15.3% 7.5%

Note:  Limitations and/or copays may apply.  Out-of-network benefits are paid based on each carrier's allowable fees; charges exceeding this amount are the patient's responsibility.

Total Monthly Premium $39,833.52

Total Annual Premium $478,002.24

Change in Premium $67,845.84 $33,384.12

$34,064.72 $4,280.50

Total Monthly Premium (combined with Buy-Up and Base) $38,490.42

Total Annual Premium

3.9% 4.1%

$1,269.12 $941.67

Coinsurance Percentage 50% 50% 30%

Reduction to Renewal - MTBCBA7DB Proposed - H.S.A MTBCP013H (#189)

30%

Proposed - H.S.A MTBCP008H (#186)

$442.57

$973.59

Calendar Year Deductible  (Ind / Family) $10,000 /  $29,400 $10,000 /  $29,400 $13,800 /  $27,600

Maximum Out of Pocket (Deductible Included) Unlimited  / Unlimited Unlimited  / Unlimited Unlimited  / Unlimited

Mail Order $0 / $30 / $150 / $300 $0 / $30 / $150 / $300 Ded/Coins

Out of Network Benefits Out of Network Benefits Out of Network Benefits Out of Network Benefits

Ded/Coins

Out of Network Benefits

$12,000 / $24,000

Unlimited  / Unlimited

Tier 4 $100 / $120 $100 / $120 Ded/Coins

Tier 5 $150 / $250 $150 / $250 Ded/Coins

Tier 2 $10 / $20 $10 / $20 Ded/Coins

Tier 3 $50 / $70 $50 / $70 Ded/Coins

Ded/Coins

Ded/Coins

Ded/Coins

Ded/Coins

Rx Deductible n/a n/a n/a

Tier 1 $0 / $10 $0 / $10 Ded/Coins

Prescription Card

Preferred / Non Preferred Pharmacy Preferred / Non Preferred Pharmacy

n/a

Preferred / Non Preferred Pharmacy

Ded/Coins

ER Visit $500 ded + 30% coins  (ded waived if admitted)$500 ded + 30% coins  (ded waived if admitted) 0% after Ded

$75 copay/visit $75 copay/visit 0% after Ded

Outpatient Surgery Facility 30% after ded 30% after ded 0% after Ded

Advanced Imaging 30% after ded 30% after ded 0% after Ded

30% after ded

0% after Ded

0% after Ded

0% after Ded

0% after Ded

30% after ded 30% after ded 0% after Ded

Hospital Services

Inpatient Hospital Facility (e.g. Hospital room,) 30% after ded 30% after ded 0% after Ded

Physician/Surgeion Fees 30% after ded

0% after Ded

0% after Ded

Preventive Services 100% Covered 100% Covered 100% Covered

Physician / Specialist / Virtual Office Visit $45 / $90 copay $45 / $90 copay 0% after Ded

Family Max Out of Pocket $14,700 $14,700 $13,800

Physician Copays

$12,000

100% Covered

0% after Ded

$12,000

Coinsurance Percentage 30% 30% 0%

Individual Max Out of Pocket $5,600 $5,600 $6,900

Individual  $5,000 $5,000 $6,900

Family  $14,700 $14,700 $13,800

$6,000

$12,000

0%

$6,000

$6,000

$12,000

0%

$6,000

Deductible

Type of Plan - Plan Name Current/Renewal - MTBCBA7DB Reduction to Renewal - MTBCBA7DB Proposed - H.S.A MTBCP013H (#189)

In Network Benefits In Network Benefits In Network Benefits In Network Benefits

Proposed - H.S.A MTBCP008H (#186)

In Network Benefits

Blue Choice PPO 

Proposed - H.S.A MTBCP015H (#187)

In Network Benefits

Blue Choice PPO 

Group Medical Proposal

Prepared For

City of Pearsall

October 1, 2020

INSURANCE COMPANY

Network Name Blue Choice PPO Blue Choice PPO Blue Choice PPO 
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Group Name: THE CITY OF PEARSALL

Group Number: 000276787

10/1/2020 Reg/Dist/Terr: 003 / 029 / 180

66 Commission: 0.0%

66

69

Sales Presentation
31 32 33 34 5

Current Plan Rates EO EC ES EF Total

536.59$        992.68$          1,180.49$      1,717.07$       $       35,871.03 

$45/$90 Office Copay, $5000/$14700 Ded (Ind/Fam), 70%/30% Coins, 5600/$14700 OPX, $0/$10/$50/$100/$150/$250 PDP

Contract Enrollment 65 1 0 0 66

Total Monthly Health Cost*  $       35,871.03 

3 4 5 6

Renewal Plan Rates EO EC ES EF Total*

576.88$        1,067.21$       1,269.12$      1,845.99$       $       38,564.41 

$45 Office Copay, $90 Spc Copay, $5000/$14700 (Ind/Fam Ded), $5600/$14700 (OPX Ind/Fam), 70% Plan Coin, PDP:$0/$10/$50/$100/$150/$250

Plan Rate Change 7.5%
31 32 33 34 5

Total Monthly Health Cost*  $       38,564.41 

Total Rate Change 7.5%

Note: This rate change percentage is based on total monthly premium. Each tier's rate change may vary from the total change percentage.

The above rates are projected to be effective for the 12-month period beginning on the effective date of group coverage and are contingent upon the provisions shown below.

Final rates may vary based on actual enrollment results.

1. Enrollment of 66 or at least 75% of the eligible employees; with a sustained monthly enrollment of at least 75%

2. The employer contributing at least 50% of the Employee Only cost.

3. Rates do not include any future mandated benefit changes.

4. This quote assumes BCBSTX will be the only carrier providing coverage to the employer group's employees.  BCBSTX reserves the right to change premium rates if

BCBSTX is not the exclusive carrier.  Groups must promptly notify BCBSTX if BCBSTX will not be the exclusive carrier.

5. Standard BCBSTX Managed Care programs with standard membership, eligibility, administration, claims processing and standard network. Standard

Master Contract provisions and definitions apply. Any costs associated with special services or custom materials provided by BCBSTX will be

supplemental billed separate and apart from the rates outlined on this comfirmation page.

6. Annual open enrollment.

7. This proposal assumes the group contract will be issued in Texas. In addition to the benefits stated herein, benefits for covered persons who reside

outside of Texas will conform to all Extraterritorial requirements of those states.

8. Insurance regulations require carriers to determine whether an employer is subject to Chapter 26, Texas Insurance Code.

9. This proposal is made on the condition you are not a Small Employer as defined in Chapter 26. A proposal to a Small Employer would have to

contain specific contractual elements and mandated insurance plans not contained in this proposal. Should it be determined you were a Small

Employer, this proposal and any health insurance contract issued to you, shall be null and void.

13394 8/14/2020

MTBCB038

10. BCBSTX will pay $30.00 per contract per month (PCPM) for producer commissions.

Total PPO Contracts:

Total PPO Members:

MTBCBA7DB

Texas Mid Market Business

PPO Renewal

Renewal Effective:

Total Group Contracts:
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Group Name: THE CITY OF PEARSALL Reg/Dist/Terr: 003 / 029 / 180

Group Number: 000276787 Effective Date: 10/1/2020

Affordable Care Act Information

Notwithstanding anything in the renewal or proposal to the contrary, BCBS reserves the right to revise or 

withdraw our proposal or to change our charge for the cost of coverage (premium or other amounts)  at any time before 

or during the contract period  if any local, state or federal legislation, regulation, rule or guidance (or amendment or 

clarification thereto) is enacted or becomes effective/implemented, which would require BCBS to pay, submit or 

forward, on its own behalf or on the Employer Group’s behalf, any additional tax, surcharge, fee, or other amount 

(all of which may be estimated, allocated or pro-rated amounts).

NOTICE: AFFORDABLE CARE ACT (ACA) FEES

ACA established a number of taxes and fees that will affect our customers and their benefit plans. Two of those fees 

are: (1) the Annual Fee on Health Insurers or “Health Insurer Fee”; and (2) the Transitional Reinsurance Program 

Contribution Fee or “Reinsurance Fee.”  Both the Reinsurance Fee and Health Insurer Fee began in 2014. 

Section 9010(a) of ACA requires that “covered entities” providing health insurance (“health insurers”) pay an annual 

fee to the federal government, commonly referred to as the Health Insurer Fee.  The amount of this fee for a given 

calendar year is determined by the federal government and involves a formula based in part on a health insurer’s 

net premiums written with respect to health insurance on certain health risk during the preceding calendar year. This 

fee will go to help fund premium tax credits and cost-sharing subsidies offered to certain individuals who purchase 

coverage on health insurance exchanges. 

In addition, ACA Section 1341 provides for the establishment of a temporary reinsurance program(s) (for a three (3) 

 year period (2014-2016)) which will be funded by Reinsurance Fees collected from health insurance issuers and 

self-funded group health plans.  Federal and state governments will provide information as to how these fees are 

calculated. Federal regulations establish a falt, permember, per month fee. The temporary reinsurance

programs funded by these Reinsurance Fees will help stabilize premiums in the individual market. 

Your premium already accounts for the effects of Health Insurer Fees and Reinsurance Fees (including but not limited 

to successor or alternate programs), if any, plus any federal and state taxes applicable to the fees for (BCBSTX) 

products/services.

Texas Non-Regulated Business
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Group Name: THE CITY OF PEARSALL 003 / 029 / 180

Group Number: 000276787 10/1/2020

Important Updates

If your existing group health plan or group health insurance coverage (each a “plan”) was in effect
on March 23, 2010, it may be a “grandfathered health plan” as that term is defined in the Affordable 
Care Act and related regulations (currently 75 Fed. Reg. 34538).

Federal regulations have been published regarding the maintenance and loss of grandfathered health 
plan status. We encourage you to confer with your own legal counsel to determine what benefit
changes or other events may cause the loss of grandfathered health plan status and to evaluate 
the benefit options that are most suitable for you.

The following proposed benefit programs are not considered “grandfathered health plans”.

Texas Mid Market Business 

Reg/Dist/Terr:

Effective Date
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Group Name: THE CITY OF PEARSALL Reg/Dist/Terr: 003 / 029 / 180

Group Number: 000276787 Effective Date: 10/1/2020

The following benefit plans are not grandfathered plans as defined by the Affordable Care Act. 13 14 15 16

Option Plan
Deductible 

Ind/Fam

Office Visit / 

Specialist 

Copay

Coinsurance 

In/Out
ER Copay

Medical 

OOP Max 

Ind/Fam

*Preferred Pharmacy EO EC ES EF
Total Monthly 

Health Cost***

Estimated 

Taxes and 

Fees

BLUECHOICE PPO PLANS

100 MTBCP002 $500/$1500 $30/$60 100%/50% $500 $1500/$4500 $0/$10/$50/$100/$150/$250 $885.04 $1,637.22 $1,946.99 $2,832.02 $59,164.90 $295.82 

101 MTBCP004 $500/$1500 $30/$60 70%/50% $500 $1500/$4500 $0/$10/$50/$100/$150/$250 $866.79 $1,603.49 $1,906.87 $2,773.66 $57,945.12 $289.73 

102 MTBCP005 $500/$1500 $30/$60 60%/50% $500 $1500/$4500 $0/$10/$50/$100/$150/$250 $865.06 $1,600.26 $1,903.03 $2,768.10 $57,829.01 $289.15 

103 MTBCP006 $500/$1500 $30/$60 80%/60% $500 $3000/$9000 $0/$10/$50/$100/$150/$250 $840.85 $1,555.49 $1,849.80 $2,690.65 $56,210.70 $281.05 

104 MTBCP051 $750/$2250 $30/$60 90%/70% $500 $2250/$6750 $0/$10/$50/$100/$150/$250 $824.69 $1,525.59 $1,814.24 $2,638.92 $55,130.37 $275.65 

105 MTBCP007 $1000/$3000 $30/$60 100%/50% $500 $3000/$9000 $0/$10/$50/$100/$150/$250 $825.93 $1,527.90 $1,816.97 $2,642.90 $55,213.55 $276.07 

106 MTBCP009 $1000/$3000 $30/$60 70%/50% $500 $3000/$9000 $0/$10/$50/$100/$150/$250 $793.86 $1,468.54 $1,746.39 $2,540.25 $53,069.34 $265.35 

107 MTBCP010 $1000/$3000 $30/$60 60%/50% $500 $3000/$9000 $0/$10/$50/$100/$150/$250 $790.20 $1,461.80 $1,738.37 $2,528.59 $52,825.05 $264.13 

108 MTBCP011 $1000/$3000 $30/$60 80%/60% $500 $4000/$12000 $0/$10/$50/$100/$150/$250 $789.79 $1,461.04 $1,737.46 $2,527.25 $52,797.33 $263.99 

109 MTBCP012 $1500/$4500 $30/$60 100%/50% $500 $4500/$13500 $0/$10/$50/$100/$150/$250 $796.26 $1,473.00 $1,751.68 $2,547.95 $53,229.63 $266.15 

110 MTBCP013 $1500/$4500 $30/$60 60%/50% $500 $4500/$13500 $0/$10/$50/$100/$150/$250 $748.27 $1,384.21 $1,646.10 $2,394.37 $50,021.57 $250.11 

111 MTBCP014 $1500/$4500 $35/$70 80%/60% $500 $4500/$13500 $0/$10/$50/$100/$150/$250 $760.86 $1,407.52 $1,673.82 $2,434.68 $50,863.65 $254.32 

112 MTBCP015 $1500/$4500 $35/$70 70%/50% $500 $5500/$14700 $0/$10/$50/$100/$150/$250 $727.45 $1,345.72 $1,600.33 $2,327.79 $48,630.24 $243.15 

113 MTBCP016 $2000/$6000 $35/$70 100%/50% $500 $6000/$15800 $0/$10/$50/$100/$150/$250 $773.80 $1,431.44 $1,702.27 $2,476.06 $51,728.25 $258.64 

114 MTBCP018 $2000/$6000 $35/$70 60%/50% $500 $6000/$15800 $0/$10/$50/$100/$150/$250 $705.58 $1,305.24 $1,552.19 $2,257.76 $47,167.84 $235.84 

115 MTBCP019 $2000/$6000 $30/$60 80%/60% $500 $5000/$14700 $0/$10/$50/$100/$150/$250 $753.81 $1,394.48 $1,658.32 $2,412.13 $50,392.36 $251.96 

116 MTBCP020 $2500/$7500 $35/$70 100%/50% $500 $7500/$15800 $0/$10/$50/$100/$150/$250 $728.04 $1,346.79 $1,601.61 $2,329.65 $48,669.21 $243.35 

117 MTBCP022 $2500/$7500 $35/$70 60%/50% $500 $7500/$15800 $0/$10/$50/$100/$150/$250 $640.42 $1,184.72 $1,408.86 $2,049.28 $42,811.90 $214.06 

118 MTBCP023 $2500/$7500 $30/$60 80%/60% $500 $5500/$14700 $0/$10/$50/$100/$150/$250 $710.14 $1,313.68 $1,562.23 $2,272.35 $47,472.79 $237.36 

119 MTBCP024 $2500/$7500 $35/$70 70%/50% $500 $5500/$14700 $0/$10/$50/$100/$150/$250 $698.28 $1,291.75 $1,536.14 $2,234.42 $46,680.10 $233.40 

120 MTBCP025 $3000/$9000 $35/$70 100%/70% $500 $3500/$10500 $0/$10/$50/$100/$150/$250 $747.61 $1,382.98 $1,644.65 $2,392.24 $49,977.37 $249.89 

121 MTBCP026 $3000/$9000 $50/$100 70%/50% $500 $7350/$14700 $0/$10/$50/$100/$150/$250 $645.06 $1,193.30 $1,419.08 $2,064.13 $43,122.05 $215.61 

122 MTBCP027 $3000/$9000 $35/$70 100%/50% $500 $7900/$15800 $0/$10/$50/$100/$150/$250 $735.92 $1,361.37 $1,618.94 $2,354.84 $49,195.94 $245.98 

123 MTBCP029 $3000/$9000 $35/$70 60%/50% $500 $8150/$16300 $0/$10/$50/$100/$150/$250 $630.48 $1,166.31 $1,386.97 $2,017.45 $42,147.40 $210.74 

124 MTBCP052 $3000/$9000 $30/$60 90%/70% $500 $7900/$15800 $0/$10/$50/$100/$150/$250 $699.94 $1,294.81 $1,539.79 $2,239.73 $46,790.98 $233.95 
All above plans are subject to Performace Formulary and Member Pay the Difference.

Virtual Visits are available from a participating provider for certain non-emergency services.

ER copays are per-occurrence deductibles, member is responsible for the listed copay amount and the rest of the billable charge is subject to deductible and coinsurance.

*  When  using a Non-Preferred Pharmacy, amounts maybe higher

***Total Monthly Health Cost includes the effects of Health Insurer Fees(including but not limited to successor or alternate programs), if any,

plus any federal and state taxes applicable to the fees for (BCBSTX) products/services.

Texas Mid Market Business - Optional PPO Benefit Plans
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Option Plan
Deductible 

Ind/Fam

Office Visit / 

Specialist 

Copay

Coinsurance 

In/Out
ER Copay

Medical 

OOP Max 

Ind/Fam

Preferred Pharmacy EO EC ES EF
Total Monthly 

Health Cost***

Estimated 

Taxes and 

Fees

BLUECHOICE PPO PLANS (cont.)

125 MTBCP030 $3500/$10500 $35/$70 100%/50% $500 $7900/$15800 $0/$10/$50/$100/$150/$250 $721.74 $1,335.14 $1,587.74 $2,309.49 $48,248.17 $241.24 

126 MTBCP031 $3500/$10500 $35/$70 80%/50% $500 $7900/$15800 $0/$10/$50/$100/$150/$250 $636.95 $1,178.28 $1,401.20 $2,038.14 $42,579.71 $212.90 

127 MTBCP032 $3500/$10500 $35/$70 70%/50% $500 $8150/$16300 $0/$10/$50/$100/$150/$250 $614.40 $1,136.56 $1,351.60 $1,965.99 $41,072.27 $205.36 

128 MTBCP033 $3500/$10500 $35/$70 60%/50% $500 $7900/$15800 $0/$10/$50/$100/$150/$250 $608.68 $1,125.98 $1,339.02 $1,947.69 $40,690.22 $203.45 

129 MTBCP034 $4000/$12000 $35/$70 100%/50% $500 $7900/$15800 $0/$10/$50/$100/$150/$250 $648.38 $1,199.44 $1,426.37 $2,074.75 $43,343.84 $216.72 

130 MTBCP035 $4000/$12000 $35/$70 80%/50% $500 $8150/$16300 $0/$10/$50/$100/$150/$250 $613.49 $1,134.87 $1,349.60 $1,963.07 $41,011.62 $205.06 

131 MTBCP036 $4000/$12000 $35/$70 70%/50% $500 $8150/$16300 $0/$10/$50/$100/$150/$250 $607.44 $1,123.68 $1,336.28 $1,943.71 $40,607.04 $203.04 

132 MTBCP037 $4000/$12000 $35/$70 60%/50% $500 $7900/$15800 $0/$10/$50/$100/$150/$250 $602.63 $1,114.79 $1,325.70 $1,928.33 $40,285.63 $201.43 

133 MTBCP038 $5000/$14700 $45/$90 70%/50% $500 $5600/$14700 $0/$10/$50/$100/$150/$250 $629.73 $1,164.93 $1,385.34 $2,015.07 $42,097.16 $210.49 

134 MTBCP039 $5000/$15000 $35/$70 100%/50% $500 $8150/$16300 $0/$10/$50/$100/$150/$250 $634.95 $1,174.59 $1,396.82 $2,031.77 $42,446.30 $212.23 

135 MTBCP041 $5000/$15000 $40/$80 60%/50% $500 $7900/$15800 $0/$10/$50/$100/$150/$250 $598.90 $1,107.89 $1,317.50 $1,916.39 $40,036.14 $200.18 

136 MTBCP042 $5000/$14700 $45/$90 80%/60% $500 $7350/$14700 $0/$10/$50/$100/$150/$250 $631.14 $1,167.53 $1,388.44 $2,019.58 $42,191.58 $210.96 

137 MTBCP043 $6000/$15800 $40/$80 100%/50% $500 $7900/$15800 $0/$10/$50/$100/$150/$250 $616.55 $1,140.55 $1,356.34 $1,972.89 $41,216.10 $206.08 

138 MTBCP044 $6000/$15800 $40/$80 80%/50% $500 $8150/$16300 $0/$10/$50/$100/$150/$250 $602.46 $1,114.48 $1,325.34 $1,927.80 $40,274.37 $201.37 

139 MTBCP045 $6000/$15800 $35/$70 70%/50% $500 $8150/$16300 $0/$10/$50/$100/$150/$250 $599.31 $1,108.66 $1,318.41 $1,917.72 $40,063.86 $200.32 

140 MTBCP046 $6000/$15800 $40/$80 60%/50% $500 $7900/$15800 $0/$10/$50/$100/$150/$250 $596.65 $1,103.75 $1,312.57 $1,909.23 $39,886.26 $199.43 

141 MTBCP047 $7000/$15800 $40/$80 100%/50% $500 $7900/$15800 $0/$10/$50/$100/$150/$250 $609.59 $1,127.67 $1,341.02 $1,950.61 $40,750.87 $203.75 

142 MTBCP048 $7000/$15800 $40/$80 80%/50% $500 $7900/$15800 $0/$10/$50/$100/$150/$250 $601.13 $1,112.03 $1,322.42 $1,923.56 $40,185.16 $200.93 

143 MTBCP049 $7000/$15800 $35/$70 70%/50% $500 $8150/$16300 $0/$10/$50/$100/$150/$250 $598.81 $1,107.74 $1,317.32 $1,916.12 $40,030.09 $200.15 

144 MTBCP050 $7000/$15800 $40/$80 60%/50% $500 $7900/$15800 $0/$10/$50/$100/$150/$250 $596.58 $1,103.59 $1,312.39 $1,908.97 $39,881.05 $199.41 
All above plans are subject to Performace Formulary and Member Pay the Difference.

Virtual Visits are available from a participating provider for certain non-emergency services.

ER copays are per-occurrence deductibles, member is responsible for the listed copay amount and the rest of the billable charge is subject to deductible and coinsurance.

***Total Monthly Health Cost includes the effects of Health Insurer Fees and Reinsurance Fees (including but not limited to successor or alternate programs), if any,

plus any federal and state taxes applicable to the fees for (BCBSTX) products/services.

Option Plan
Deductible 

Ind/Fam

Office Visit / 

Specialist 

Copay

Coinsurance 

In/Out
ER Copay

Medical 

OOP Max 

Ind/Fam

*Preferred Pharmacy EO EC ES EF
Total Monthly 

Health Cost***

Estimated 

Taxes and 

Fees

BLUECHOICE BASIC PPO PLANS

150 MTBCB014 $1500/$4500 $35/$70 80%/60% $500 $4500/$13500 $0/$10/$50/$100/$150/$250 $723.32 $1,338.05 $1,591.22 $2,314.52 $48,353.85 $241.77 

151 MTBCB024 $2500/$7500 $35/$70 70%/50% $500 $5500/$14700 $0/$10/$50/$100/$150/$250 $659.65 $1,220.29 $1,451.16 $2,110.81 $44,097.55 $220.49 

152 MTBCB026 $3000/$9000 $50/$100 70%/50% $500 $7350/$14700 $0/$10/$50/$100/$150/$250 $598.65 $1,107.43 $1,316.95 $1,915.60 $40,019.67 $200.10 

153 MTBCB032 $3500/$10500 $35/$70 70%/50% $500 $8150/$16300 $0/$10/$50/$100/$150/$250 $567.53 $1,049.87 $1,248.52 $1,816.05 $37,939.59 $189.70 

154 MTBCB036 $4000/$12000 $35/$70 70%/50% $500 $8150/$16300 $0/$10/$50/$100/$150/$250 $557.80 $1,031.87 $1,227.11 $1,784.91 $37,288.98 $186.44 

156 MTBCB039 $5000/$15000 $35/$70 100%/50% $500 $8150/$16300 $0/$10/$50/$100/$150/$250 $577.75 $1,068.77 $1,270.99 $1,848.73 $38,622.27 $193.11 

157 MTBCB045 $6000/$15800 $35/$70 70%/50% $500 $8150/$16300 $0/$10/$50/$100/$150/$250 $545.48 $1,009.08 $1,200.00 $1,745.47 $36,465.09 $182.33 

158 MTBCB049 $7000/$15800 $35/$70 70%/50% $500 $8150/$16300 $0/$10/$50/$100/$150/$250 $544.80 $1,007.83 $1,198.52 $1,743.32 $36,420.04 $182.10 
All above plans are subject to Performace Formulary and Member Pay the Difference.

Basic PPO plans cover lab and x-ray services under the deductible and coinsurance.  

Virtual Visits are available from a participating provider for certain non-emergency services.

ER copays are per-occurrence deductibles, member is responsible for the listed copay amount and the rest of the billable charge is subject to deductible and coinsurance.

*  When  using a Non-Preferred Pharmacy, amounts maybe higher

***Total Monthly Health Cost includes the effects of Health Insurer Fees and Reinsurance Fees (including but not limited to successor or alternate programs), if any, 

plus any federal and state taxes applicable to the fees for (BCBSTX) products/services.
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Option Plan
Deductible 

Ind/Fam
ER Copay

Medical 

OOP Max 

Ind/Fam

*Preferred Pharmacy EO EC ES EF
Total Monthly 

Health Cost***

Estimated 

Taxes and 

Fees

BLUECHOICE HSA PLANS

175 MTBCP001H $2800/$5600 NA $2800/$5600 100% $644.90 $1,193.00 $1,418.71 $2,063.61 $43,111.64 $215.56 

176 MTBCP002H $2800/$5600 NA $5600/$11200 90%/90%/80%/70%/60%/50% $562.01 $1,039.66 $1,236.36 $1,798.37 $37,570.53 $187.85 

177 MTBCP003H $3000/$6000 NA $3000/$6000 100% $621.11 $1,148.99 $1,366.38 $1,987.49 $41,521.05 $207.61 

178 MTBCP004H $3500/$7000 NA $3500/$7000 100% $599.39 $1,108.81 $1,318.60 $1,917.99 $40,069.07 $200.35 

179 MTBCP005H $3500/$7000 NA $5000/$10000 90%/90%/80%/70%/60%/50% $502.15 $928.95 $1,104.70 $1,606.86 $33,568.93 $167.84 

180 MTBCP006H $4000/$8000 NA $4000/$8000 100% $534.49 $988.74 $1,175.81 $1,710.30 $35,730.43 $178.65 

181 MTBCP010H $4500/$10000 NA $6900/$13800 90%/90%/80%/70%/60%/50% $468.83 $867.30 $1,031.39 $1,500.23 $31,341.56 $156.71 

182 MTBCP007H $5000/$10000 NA $5000/$10000 100% $486.74 $900.42 $1,070.78 $1,557.52 $32,538.84 $162.69 

183 MTBCP012H $5000/$10000 NA $6900/$13800 90%/90%/80%/70%/60%/50% $438.00 $810.25 $963.56 $1,401.55 $29,280.53 $146.40 

184 MTBCP014H*1 $5000/$10000 NA $5000/$10000 100% $494.05 $913.95 $1,086.87 $1,580.91 $33,027.46 $165.14 

185 MTBCP011H $5500/$11000 NA $6900/$13800 90%/90%/80%/70%/60%/50% $440.74 $815.32 $969.58 $1,410.31 $29,463.33 $147.32 

186 MTBCP008H $6000/$12000 NA $6000/$12000 100% $442.57 $818.69 $973.59 $1,416.15 $29,585.48 $147.93 

187 MTBCP015H*1 $6000/$12000 NA $6000/$12000 100% $451.43 $835.10 $993.10 $1,444.53 $30,178.06 $150.89 

188 MTBCP009H $6650/$13300 NA $6650/$13300 100% $425.73 $787.56 $936.57 $1,362.30 $28,460.12 $142.30 

189 MTBCP013H $6900/$13800 NA $6900/$13800 100% $428.05 $791.86 $941.67 $1,369.73 $28,615.20 $143.08 

All above plans are subject to Performace Formulary and Member Pay the Difference.

Virtual Visits are available from a participating provider for certain non-emergency services.  RX Section:  Pharmacy benefits are subject to deductible and coinsurance.

*1 Select preventive categories of prescription drugs will be covered with no member cost share

*  When  using a Non-Preferred Pharmacy, amounts maybe higher.  Coinsurance applies after deductible has been met. A lower coinsurance may apply for preferred pharmacy plans.

*** Total Monthly Health Cost includes the effects of Health Insurer Fees (including but not limited to successor or alternate programs), if any, plus any federal and state taxes applicable to the fees for (BCBSTX) products/services.

Plan EO EC ES EF
Total Monthly 

Health Cost***

Estimated 

Taxes and 

Fees

OTHER PPO BENEFIT PLANS

PPOIVFM $146.92 $271.78 $323.21 $470.12 $146.92 $0.73

13394 8/14/2020

100%/70%

Benefits

In-vitro Fertilization Rider

80%/60%

100%/70%

80%/60%

100%/70%

100%/70%

100%/50%

100%/70%

100%/70%

80%/60%

100%/70%

80%/60%

100%/70%

Coinsurance In/Out

100%/70%

80%/60%
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Group Name: THE CITY OF PEARSALL Reg/Dist/Terr: 003 / 029 / 180

Group Number: 000276787 Effective Date: 10/1/2020

The following benefit plans are not grandfathered plans as defined by the Affordable Care Act. 13 14 15 16

Option Plan
 Deductible

Ind/Fam

PCP/Spec 

Copay

Hospital Copay

Inpatient*1/

Outpatient*2 per 

admission

ER 

Copay

Medical OOP

Max Ind/Fam
*Preferred Pharmacy EO EC ES EF

Total Monthly 

Health Cost***

Estimated

Taxes and 

Fees

BLUE ESSENTIALS PLANS - PCP Selection Required

400 MTBEE001 $0/$0 $20/$20 $500/$200 $750 $1500/$3000 $0/$10/$50/$100/$150/$250 $927.95 $1,716.60 $2,041.39 $2,969.33 $62,033.35 $310.17 

401 MTBEE002 $500/$1500 $30/$60 100%/100% $500 $1500/$4500 $0/$10/$50/$100/$150/$250 $840.95 $1,555.67 $1,850.00 $2,690.94 $56,217.62 $281.09 

402 MTBEE003 $500/$1500 $30/$60 80%/80% $500 $1500/$4500 $0/$10/$50/$100/$150/$250 $837.29 $1,548.89 $1,841.94 $2,679.23 $55,972.45 $279.86 

403 MTBEE004 $500/$1500 $30/$60 70%/70% $500 $1500/$4500 $0/$10/$50/$100/$150/$250 $816.64 $1,510.69 $1,796.51 $2,613.15 $54,592.36 $272.96 

404 MTBEE006 $500/$1500 $30/$60 80%/80% $500 $3000/$9000 $0/$10/$50/$100/$150/$250 $795.19 $1,471.03 $1,749.35 $2,544.54 $53,158.59 $265.79 

405 MTBEE007 $1000/$3000 $30/$60 100%/100% $500 $3000/$9000 $0/$10/$50/$100/$150/$250 $785.18 $1,452.48 $1,727.29 $2,512.47 $52,488.89 $262.44 

406 MTBEE008 $1000/$3000 $30/$60 80%/80% $500 $3000/$9000 $0/$10/$50/$100/$150/$250 $772.70 $1,429.40 $1,699.84 $2,472.54 $51,654.62 $258.27 

407 MTBEE009 $1000/$3000 $30/$60 70%/70% $500 $3000/$9000 $0/$10/$50/$100/$150/$250 $750.83 $1,388.97 $1,651.76 $2,402.60 $50,193.11 $250.97 

408 MTBEE011 $1000/$3000 $30/$60 80%/80% $500 $4000/$12000 $0/$10/$50/$100/$150/$250 $746.10 $1,380.21 $1,641.33 $2,387.43 $49,876.89 $249.38 

409 MTBEE012 $1500/$4500 $30/$60 100%/100% $500 $4500/$13500 $0/$10/$50/$100/$150/$250 $752.00 $1,391.12 $1,654.33 $2,406.33 $50,271.08 $251.36 

410 MTBEE013 $1500/$4500 $30/$60 80%/80% $500 $4500/$13500 $0/$10/$50/$100/$150/$250 $713.16 $1,319.27 $1,568.87 $2,282.05 $47,674.66 $238.37 

411 MTBEE014 $1500/$4500 $35/$70 80%/80% $500 $4500/$13500 $0/$10/$50/$100/$150/$250 $703.45 $1,301.31 $1,547.52 $2,250.97 $47,025.76 $235.13 

412 MTBEE016 $2000/$6000 $35/$70 100%/100% $500 $6000/$15800 $0/$10/$50/$100/$150/$250 $715.73 $1,324.02 $1,574.51 $2,290.24 $47,846.19 $239.23 

413 MTBEE017 $2000/$6000 $35/$70 80%/80% $500 $6000/$15800 $0/$10/$50/$100/$150/$250 $679.78 $1,257.52 $1,495.43 $2,175.21 $45,442.97 $227.21 

414 MTBEE019 $2000/$6000 $30/$60 80%/80% $500 $5000/$14700 $0/$10/$50/$100/$150/$250 $690.03 $1,276.48 $1,517.98 $2,208.01 $46,128.24 $230.64 

415 MTBEE020 $2500/$7500 $35/$70 100%/100% $500 $7500/$15800 $0/$10/$50/$100/$150/$250 $681.77 $1,261.22 $1,499.84 $2,181.61 $45,576.39 $227.88 

416 MTBEE021 $2500/$7500 $35/$70 80%/80% $500 $7500/$15800 $0/$10/$50/$100/$150/$250 $635.65 $1,175.89 $1,398.37 $2,034.02 $42,493.09 $212.47 

417 MTBEE023 $2500/$7500 $30/$60 80%/80% $500 $5500/$14700 $0/$10/$50/$100/$150/$250 $658.16 $1,217.53 $1,447.88 $2,106.04 $43,997.91 $219.99 

418 MTBEE024 $2500/$7500 $35/$70 70%/70% $500 $5500/$14700 $0/$10/$50/$100/$150/$250 $629.88 $1,165.23 $1,385.68 $2,015.56 $42,107.57 $210.54 

419 MTBEE025 $3000/$9000 $35/$70 100%/100% $500 $3500/$10500 $0/$10/$50/$100/$150/$250 $675.49 $1,249.58 $1,486.00 $2,161.48 $45,156.20 $225.78 

420 MTBEE026 $3000/$9000 $50/$100 70%/70% $500 $7350/$14700 $0/$10/$50/$100/$150/$250 $580.56 $1,073.96 $1,277.16 $1,857.71 $38,810.26 $194.05 

421 MTBEE027 $3000/$9000 $35/$70 100%/100% $500 $7900/$15800 $0/$10/$50/$100/$150/$250 $665.39 $1,230.89 $1,463.77 $2,129.16 $44,481.31 $222.41 

422 MTBEE028 $3000/$9000 $35/$70 80%/80% $500 $8150/$16300 $0/$10/$50/$100/$150/$250 $601.72 $1,113.13 $1,323.72 $1,925.45 $40,225.01 $201.13 

423 MTBEE030 $3500/$10500 $35/$70 100%/100% $500 $7900/$15800 $0/$10/$50/$100/$150/$250 $650.16 $1,202.73 $1,430.29 $2,080.45 $43,463.37 $217.32 

424 MTBEE031 $3500/$10500 $35/$70 80%/80% $500 $7900/$15800 $0/$10/$50/$100/$150/$250 $587.93 $1,087.62 $1,293.39 $1,881.33 $39,303.23 $196.52 

All above plans are subject to Performance Formulary and Member Pay the Difference.

Virtual Visits are available from a participating provider for certain non-emergency services.

ER copays are per-occurrence deductibles, member is responsible for the listed copay amount and the rest of the billable charge is subject to deductible and coinsurance.

*1 Inpatient Hospital admission is a per stay, per-occurrence deductible, member is responsible for the listed copay amount and the rest of the billable charge is subject to deductible and coinsurance.

*2 Outpatient Hospital copay is per stay.

*  When  using a Non-Preferred Pharmacy, amounts maybe higher

** Total Monthly Health Cost includes the effects of Health Insurer Fees (including but not limited to successor or alternate programs), if any, plus any federal and state taxes applicable to the fees for (BCBSTX) products/services.

When pairing an HMO product to be dual or triple option a PPO or PPO HSA plan must be included. It is not available as a standalone product.

Texas Non-Regulated Business - Optional HMO Benefit Plans
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Option Plan
 Deductible

Ind/Fam

PCP/Spec 

Copay

Hospital Copay

Inpatient*1/

Outpatient*2 per 

admission

ER 

Copay

Medical OOP

Max Ind/Fam
*Preferred Pharmacy EO EC ES EF

Total Monthly 

Health Cost***

Estimated

Taxes and 

Fees

BLUE ESSENTIALS PLANS (cont.)- PCP Selection Required

425 MTBEE032 $3500/$10500 $35/$70 70%/70% $500 $7900/$15800 $0/$10/$50/$100/$150/$250 $557.49 $1,031.29 $1,226.41 $1,783.90 $37,268.18 $186.34 

426 MTBEE034 $4000/$12000 $35/$70 100%/100 $500 $7900/$15800 $0/$10/$50/$100/$150/$250 $571.63 $1,057.44 $1,257.51 $1,829.13 $38,213.35 $191.07 

427 MTBEE035 $4000/$12000 $35/$70 80%/80% $500 $8150/$16300 $0/$10/$50/$100/$150/$250 $546.60 $1,011.18 $1,202.48 $1,749.09 $36,540.48 $182.70 

428 MTBEE036 $4000/$12000 $35/$70 70%/70% $500 $7900/$15800 $0/$10/$50/$100/$150/$250 $541.56 $1,001.83 $1,191.38 $1,732.93 $36,203.45 $181.02 

429 MTBEE038 $5000/$14700 $45/$90 70%/70% $500 $5600/$14700 $0/$10/$50/$100/$150/$250 $553.60 $1,024.11 $1,217.87 $1,771.46 $37,008.29 $185.04 

430 MTBEE039 $5000/$15000 $40/$80 100%/100% $500 $7900/$15800 $0/$10/$50/$100/$150/$250 $556.64 $1,029.71 $1,224.53 $1,781.16 $37,211.00 $186.06 

431 MTBEE040 $5000/$15000 $40/$80 80%/80% $500 $7900/$15800 $0/$10/$50/$100/$150/$250 $539.83 $998.62 $1,187.55 $1,727.38 $36,087.36 $180.44 

432 MTBEE042 $5000/$14700 $45/$90 80%/80% $500 $7350/$14700 $0/$10/$50/$100/$150/$250 $554.77 $1,026.26 $1,220.42 $1,775.19 $37,086.25 $185.43 

433 MTBEE043 $6000/$15800 $40/$80 100%/100% $500 $7900/$15800 $0/$10/$50/$100/$150/$250 $545.98 $1,010.02 $1,201.11 $1,747.11 $36,498.89 $182.49 

434 MTBEE044 $6000/$15800 $40/$80 80%/80% $500 $8150/$16300 $0/$10/$50/$100/$150/$250 $534.25 $988.32 $1,175.31 $1,709.56 $35,714.84 $178.57 

435 MTBEE045 $6000/$15800 $40/$80 70%/70% $500 $7900/$15800 $0/$10/$50/$100/$150/$250 $531.70 $983.57 $1,169.67 $1,701.36 $35,544.15 $177.72 

436 MTBEE047 $7000/$15800 $40/$80 100%/100% $500 $7900/$15800 $0/$10/$50/$100/$150/$250 $540.24 $999.38 $1,188.46 $1,728.70 $36,115.08 $180.58 

437 MTBEE048 $7000/$15800 $40/$80 80%/80% $500 $7900/$15800 $0/$10/$50/$100/$150/$250 $533.17 $986.31 $1,172.91 $1,706.09 $35,642.07 $178.21 

438 MTBEE049 $7000/$15800 $40/$80 70%/70% $500 $7900/$15800 $0/$10/$50/$100/$150/$250 $531.23 $982.72 $1,168.65 $1,699.87 $35,512.97 $177.56 

All above plans are subject to Performance Formulary and Member Pay the Difference.

Virtual Visits are available from a participating provider for certain non-emergency services.

ER copays are per-occurrence deductibles, member is responsible for the listed copay amount and the rest of the billable charge is subject to deductible and coinsurance.

*1 Inpatient Hospital admission is a per stay, per-occurrence deductible, member is responsible for the listed copay amount and the rest of the billable charge is subject to deductible and coinsurance.

*2 Outpatient Hospital copay is per stay.

*  When  using a Non-Preferred Pharmacy, amounts maybe higher

** Total Monthly Health Cost includes the effects of Health Insurer Fees (including but not limited to successor or alternate programs), if any, plus any federal and state taxes applicable to the fees for (BCBSTX) products/services.

When pairing an HMO product to be dual or triple option a PPO or PPO HSA plan must be included. It is not available as a standalone product.

Option Plan
Deductible

Ind/Fam

Office Visit / 

Specialist 

Copay

Coins.
ER 

Copay

Medical OOP

Max Ind/Fam
*Preferred Pharmacy EO EC ES EF

Total Monthly 

Health Cost***

Estimated

Taxes and 

Fees

BLUE ESSENTIALS HSA PLANS - PCP Selection Required

450 MTBEE007H $5000/$10000 DC 100%*2 NA $5000/$10000 100%*1 $436.10 $806.75 $959.39 $1,395.49 $29,153.20 $145.77 

451 MTBEE009H $6650/$13300 DC 100%*2 NA $6650/$13300 100%*1 $394.94 $730.60 $868.83 $1,263.77 $26,401.70 $132.01 
Virtual Visits are available from a participating provider for certain non-emergency services.

*  When  using a Non-Preferred Pharmacy, amounts maybe higher

** Total Monthly Health Cost includes the effects of Health Insurer Fees (including but not limited to successor or alternate programs), if any, plus any federal and state taxes applicable to the fees for (BCBSTX) products/services.

*1 RX Section: Plan pays Coinsurance after Deductible.

*2 100% Coinsurance percentage would begin after deductible is met where applicable.

When pairing an HMO product to be dual or triple option a PPO or PPO HSA plan must be included. It is not available as a standalone product.

Plan EO EC ES EF
Total Monthly 

Health Cost**

Estimated 

Taxes and 

Fees

SH $11.29 $20.88 $24.83 $36.11 $754.58 $3.77 

IV $220.14 $407.24 $484.30 $704.44 $14,716.50 $73.58 

IV1* $212.92 $393.89 $468.41 $681.33 $14,233.96 $71.17 

IV1* $205.98 $381.05 $453.14 $659.12 $13,769.61 $68.85 

IV1* $200.47 $370.84 $441.00 $641.47 $13,401.39 $67.01 

IV1* $196.36 $363.25 $431.99 $628.35 $13,126.78 $65.63 

IV1* $193.03 $357.10 $424.66 $617.69 $12,904.14 $64.52 

IV1* $187.34 $346.58 $412.15 $599.49 $12,523.81 $62.62 

IV1* $184.18 $340.72 $405.18 $589.37 $12,312.42 $61.56 

IV1* $182.29 $337.22 $401.02 $583.31 $12,185.93 $60.93 

IV1* $181.63 $335.99 $399.57 $581.19 $12,141.74 $60.71 

*The IV1 rider is only available for Blue Premier Access and Blue Essentials Acces Plans. If an IV1 rider is selected, then the deductible must match the base plan in-patient deductible.

**Total Monthly Health Cost includes the effects of ACA Fees, plus any federal and state taxes applicable to these fees.

13394 8/14/2020

Same as Other Pregnancy-Related Procedures ($4000 Deductible Applies)

Same as Other Pregnancy-Related Procedures ($5000 Deductible Applies)

Same as Other Pregnancy-Related Procedures ($7350 Deductible Applies)

Same as Other Pregnancy-Related Procedures ($500 Deductible Applies)

Same as Other Pregnancy-Related Procedures ($1000 Deductible Applies)

Same as Other Pregnancy-Related Procedures ($1500 Deductible Applies)

Same as Other Pregnancy-Related Procedures ($2000 Deductible Applies)

Same as Other Pregnancy-Related Procedures ($2500 Deductible Applies)

Same as Other Pregnancy-Related Procedures ($3000 Deductible Applies)

Benefits

Speech & Hearing

Same as Other Pregnancy-Related Procedures (Deductible Does Not Apply)
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Group Name: THE CITY OF PEARSALL Reg/Dist/Terr: 003 / 029 / 180

Group Number: 000276787 Effective Date: 10/1/2020

Blue Directions

Blue Directions is an enrollment and benefits administration solution. It offers employees the ability to 
manage all of their benefits including ancillary coverage through one secure online portal. This solution
allows employers to offer employees one source where they can enroll in benefits using decision support
tools to guide employees in benefit selections to meet their unique needs.

Blue Directions allows employers the ability to build a package of plan offerings from any of the standard 
medical and dental plan deigns outlined within this exhibit.

When choosing plans to include, please be aware of the following guidelines:
• The goal is to offer an array of plan design choices from both a product and benefit richness perspective.
• For Medical Plan selections, it is a requirement to offer a minimum of three (3) plans but no more than 
  five (5) plans per package.
• For Dental Plan selections, please select one or two plans. 

When reviewing plan design options, please consider:
• Choosing the plan(s) that most closely match the current offerings.
• Selecting plans to add more choice and provide a wide array of benefit richness.
• Selecting at least one High Dedutible Health Plan (HDHP) to be included in the plan package.

13394 8/14/2020

Texas Mid Market - Blue Directions 
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Group Name: THE CITY OF PEARSALL Reg/Dist/Terr: 003 / 029 / 180

Group Number: 000276787 Effective Date:

The following table describes appropriate plan combinations regarding multiple option products. Please check one of the boxes and write the plan number(s) in the space provided

Select Plan 1 Plan 2 Plan 3

N/A N/A

N/A

13394 8/14/2020

N/A

Dual Option HMO If electing an HMO, a PPO or HSA must also be offered

Triple Option Product

Three plans to include PPO, HSA, and/or HMO plans 

If electing an HMO, at least one PPO or HSA must also be 

offered

Single PPO One PPO or HSA 

Dual Option PPO Any two plans, PPO or HSA 

Texas Mid Market – Plan Selection Criteria

10/1/2020

Plan Type Description
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Important Notices

I.  Initial Notice About Special Enrollment Rights in Your Group Health

Plan

A federal law called Health Insurance Portability and Accountability Act (HIPAA) requires that we notify you about

very important provisions in the plan. You have the right to enroll in the plan under its “special enrollment provision”

without being considered a late enrollee if you acquire a new dependent or if you decline coverage under this plan for

yourself or an eligible dependent while other coverage is in effect and later lose that other coverage for certain qualifying

reasons. Section I of this notice may not apply to certain self-insured, non-federal governmental plans. Contact your

employer or plan administrator for more information.

A.   SPECIAL ENROLLMENT PROVISIONS

Loss of Other Coverage (Excluding Medicaid or a State Children’s Health Insurance Program) If you are declining

enrollment for yourself or your eligible dependents (including your spouse) because of other health insurance or

group health plan coverage, you may be able to enroll yourself and your dependents in this plan if you or your

dependents lose eligibility for that other coverage (or if you move out of an HMO service area, or the employer

stops contributing toward your or your dependents’ other coverage). However, you must request enrollment within

31 days after your or your dependents’ other coverage ends (or move out of the prior plan’s HMO service area, or

after the employer stops contributing toward the other coverage).

Loss of Coverage For Medicaid or a State Children’s Health Insurance Program

If you decline enrollment for yourself or for an eligible dependent (including your spouse) while Medicaid coverage

or coverage under a state children’s health insurance program is in effect, you may be able to enroll yourself and

your dependents in this plan if you or your dependents lose eligibility for that other coverage. However, you must

request enrollment within 60 days after your or your dependents’ coverage ends under Medicaid or a state children’s

health insurance program.

New Dependent by Marriage, Birth, Adoption, or Placement for Adoption

If you have a new dependent as a result of marriage, birth, adoption, or placement for adoption, you may be able to

enroll yourself and your dependents in this plan. However, you must request enrollment within 31 days after the

marriage, birth, adoption, or placement for adoption.

Eligibility for State Premium Assistance for Enrollees of Medicaid or a State Children’s Health Insurance Program

If you or your dependents (including your spouse) become eligible for a state premium assistance subsidy from

Medicaid or through a state children’s health insurance program with respect to coverage under this plan, you may

be able to enroll yourself and your dependents in this plan. However, you must request enrollment within 60 days

after your or your dependents’ determination of eligibility for such assistance.

To request special enrollment or obtain more information, call Customer Service at the phone number on

the back of your Blue Cross and Blue Shield ID card.

Blue Cross and Blue Shield of Texas, a Division of Health Care Service Corporation a Mutual Legal Reserve Company, an Independent Licensee of the Blue Cross and Blue Shield Association
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II. Additional Notices

Other federal laws require we notify you of additional provisions of your plan.

NOTICES OF RIGHT TO DESIGNATE A PRIMARY CARE PROVIDER (FOR NON-GRANDFATHERED HEALTH 

PLANS ONLY) 

For plans that require or allow for the designation of primary care providers by participants or beneficiaries: 

If the plan generally requires or allows the designation of a primary care provider, you have the right to designate any 

primary care provider who participates in our network and who is available to accept you or your family members. For 

information on how to select a primary care provider, and for a list of the participating primary care providers, call 

Customer Service at the phone number on the back of your Blue Cross and Blue Shield ID card.  

For plans that require or allow for the designation of a primary care provider for a child: For children, 

you may designate a pediatrician as the primary care provider.   

For plans that provide coverage for obstetric or gynecological care and require the designation by a 

participant or beneficiary of a primary care provider: You do not need prior authorization from the plan or 

from any other person (including a primary care provider) in order to obtain access to obstetrical or gynecological care 

from a health care professional in our network who specializes in obstetrics or gynecology. The health care professional, 

however, may be required to comply with certain procedures, including obtaining prior authorization for certain ser-

vices, following a pre-approved treatment plan, or procedures for making referrals. 

For a list of participating health care professionals who specialize in pediatrics, obstetrics or gynecology, call 

Customer Service at the phone number on the back of your Blue Cross and Blue Shield ID card. 

Blue Cross and Blue Shield of Texas, a Division of Health Care Service Corporation,

a Mutual Legal Reserve Company, an Independent Licensee of the Blue Cross and Blue Shield Association 745447.0618
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City Council Agenda

Approved for Agenda:
FR
City Manager’s Office

MEETING DATE: 08/20/20

TO: City Council

FROM: Federico Reyes, City Manager

SUBJECT: RFP For Classification and Compensation Study

Purpose:

With city council approval, the attached RFQ will be rejected.  The cost for this study 
and the lack of experience of the Octagon Consulting LLC were the contributing factors 
to this recommendation.  If authorized, city staff will issue an informal RFP for this 
service.  

Recommended City Council Action

 Approve  Deny  Directional / Informational

Fiscal Impact:

None at this time; however, funding will be required upon award of this contract

Discussion:

City staff anticipates this work on this compensation study to begin October 2020 and 
be complete by March 2021.  City staff will request an amendment to the budget April 
2021 to address findings of compensation study.
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2021-2022 Community Development Fund Application Cycle
Texas Community Development Block Grant (CDBG) Program

State Funding Agency:  Texas Department of Agriculture (TDA)

Funding Source:  U.S. Department of Housing and Urban Development through the Community 
Development Block Grant Program

2021-2022 Community Development (CD) Fund Allocation Process:  All scoring factors are 
objective.  This fund is very competitive, with decimal points separating scores and determining 
ranking. The RRC scoring process has been replaced with a different process that includes points 
for priorities and state-wide points that have been established and approved by a Unified Scoring 
Committee.  The Unified Scoring Committee is composed of members representing each of the 
24 planning regions. 

2021-2022 CD Eligible Uses of CDBG Program Funds:  Each region for the 2021-2022 CD 
application cycle selected priorities and assigned points as provided in the new process.

CDBG National Objective: Primarily benefit households earning at or below 80% of the area 
median family income (“low and moderate income”)

AACOG Priorities (in order to be competitive only first priority projects should be 
considered):

 Frist priority: Water/Wastewater, Septic Tanks, First-time service water/wastewater yard 
lines – 50 pts.

 Second priority:  Roads/streets, drainage – 40 pts.
 Third priority: All other projects – 30 pts.

Unified Scoring Committee Scoring Criteria:
 Match Based on Population:  The required match is based on population for cities and 

persons benefitting for counties. -- 50 pts.
 Previous Awards:  Applied to last three funding cycles -- 80 pts.

TDA State Criteria: 
Past Performance and Similar Programmatic Goals – 20 pts.

Citizen Participation:  The CDBG Program is subject to a citizen participation process and other 
federal and state requirements.

Application Due Date:  The application due date for the 2021-2022 CD Fund has not been 
announced, but is expected for early 2021.  Due to limitations completing beneficiary surveys and 
delays in community council and court meetings as a result of the pandemic, an early start to the 
process is highly recommended.
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