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Your 2018 benefits

We are pleased to provide you with your 2018 Decision Guide. This guide includes all of the benefit options offered so that you
and your family can make informed choices about what best fits your needs.

The State of Tennessee Division of Benefits Administration is committed to providing a wide range of comprehensive, affordable
and dependable coverage options. In 2018, we are delighted to again offer you a choice of four health insurance options. We also
want you to know about the wellness program change. Effective January 1, 2018, the “Partnership Promise” will go away. This
means members will not be required to complete any wellness activities and wellness will not be tied to any health plan. Enrolled
retirees and spouses who meet eligibility requirements can participate in disease management and the Diabetes Prevention
Program.

To help you understand all of your benefits, we have posted links to NEW animated videos on our ParTNers for Health website at
partnersforhealthtn.gov. These short videos can help you learn about your plan options and what everything means.

You can also find more information on our website listed above. If you have questions about eligibility and enrollment, call the
Benefits Administration Service Center at 800.253.9981, Monday - Friday, 8 a.m. - 4:30 p.m. Central time. We hope you find this
guide helpful as you make your important benefits decisions.
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Laurie Lee, Executive Director, Benefits Administration benefits!

State of Tennessee, Department of Finance & Administration

Want to learn more about your
2018 benefits?

Watch a video:

Insurance 101

Plan versus network
PPO basics
Intro to CDHP/HSA

These and more are available at partnersforhealthtn.gov/.
These videos are for general information purposes only and
do not pertain to eligibility.

Tennessee Department of Finance and Administration. Authorization Number 317377, 14,400 copies, August 2017.
This public document was promulgated at a cost of $0.38 per copy.




Are you ready?

\/Enrollment checklist

O Read this guide.

At www.partnersforhealthtn.gov you will
also find a pdf.

O Gather a list of your doctors,
hospitals and medications.

Be sure to gather this same information
for every dependent.

O Gather your dependent verification
documents if you are adding
dependents for the first time.

You will mail or fax it with your
application (on page 23).

O Contact providers.

Ask them if your doctors and hospitals
are in-network in 2018. Find out if your
prescriptions are on the list of covered
drugs.

O Visit the ParTNers for Health
website, www.partnersforhealthtn.gov.

For benefits information, insurance
terms and FAQs.

O Watch animated videos at www.
partnersforhealthtn.gov.

New this year, they include insurance
101, the difference between a plan and
network and why a CDHP might be right
for you, to name a few.

O Choose your health insurance
option, tier and network.

You will enroll using the application on
page 23.

O Choose your voluntary benefits —
dental and vision.

You will enroll using the application on
page 23.
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Need help?

The Benefits Administration service center is available M-F 8 a.m. - 4:30 p.m. (Central time) at 800.253.9981 or 615.741.3590
(select option 2 to speak with a retirement representative) to answer questions about eligibility and enrollment. You can also
email retirement.insurance@tn.gov or search the help desk, find articles or submit a question at https://benefitssupport.

tn.gov/hc/en-us.

Contact the vendor’s customer service center or visit their website found on the inside back cover.

The ParTNers for Health website has a wealth of information on benefits at partnersforhealthtn.gov. It also includes
definitions of insurance terms and frequently asked questions (FAQs).

Publications and forms are available on the Benefits Administration website at https://www.tn.gov/finance/section/fa-
benefits. This includes brochures and handbooks for all benefits offered. Plan documents and summaries of benefits and
coverage (SBC) are available.




Annual enroliment

Your annual enrollment period for 2018 insurance benefits
is October 2 through October 27, 2017, for most programs.

+ Deadline to make changes is October 27 at 4:30 p.m.
Central time.

+ Choices are effective January 1-December 31, 2018.

After annual enrollment, you can only change or cancel
coverage if you:

+ Lose eligibility

« Have a qualifying event/family status change (e.g., birth,
marriage, adoption, loss of other coverage, divorce, etc.)

Types of coverage (premium tier)

+ Retiree only

« Retiree+child(ren)

» Retiree+spouse

« Retiree+spouse-+child(ren)

+ Spouse only

+ Child(ren) only

« Spouse and children only
Family Coverage — Coverage other than “retiree only” or
“spouse only”is considered family coverage. Please note that

the dependent only tiers are when the retiree has come off of
the plan due to becoming Medicare eligible.

What’s important in 2018?

Even if you don’t make any changes, you should review
your enrollment every year. The plans, networks and
benefits may change and impact you.

Health Plan Options

Four health plan options will be offered.

1. Premier PPO (formerly called the Partnership PPO)

» Premier PPO has the same benefits, coverage and out-
of-pocket costs (copays, coinsurance, deductibles) as
the 2017 Partnership PPO

» Premier PPO premiums will be higher than in 2017

» Partnership PPO (and No Partnership PPO) members
will automatically be moved to the Premier PPO
unless they enroll in a different plan (members will
receive a notice about this change)

» Enrollment is not tied to wellness participation

2. Standard PPO
» Premiums will be lower than in 2017

» Benefits will be the same asin 2017

3. Limited PPO (local education (LE) and local govern-
ment (LG) retirees only)

» Premiums will be higher than in 2017
» Benefits will be the same as in 2017

4. CDHP/HSA (state (ST)/higher education (HE) retir-
ees only) or Local CDHP/HSA (local education/local
government retirees only)

» Premiums will be higher than in 2017

» Out-of-pocket maximum is higher than in 2017

Networks

You will have the choice of three networks of doctors and
facilities. Always check the network for your providers as
changes can occur.

1. BlueCross BlueShield Network S
2. Cigna LocalPlus

3. Cigna Open Access Plus — this is a larger, broad net-
work but costs more each month. Go to page 5 to learn
more.

Changes

Wellness Program: Two voluntary programs will be offered to
retirees and spouses: disease management and the Diabetes
Prevention Program. Members must meet certain criteria to
qualify. Go to page 8 to learn more.

« Members are not required to complete any wellness
program requirements.

« Wellness will no longer be part of any health plan.

Vision: The new vision insurance vendor will be Davis Vision.
Premiums will decrease. If you have vision coverage, you do
not have to reenroll in Davis Vision if eligible. It is important
for you to check the network for your provider. The network
directory may be found at davisvision.com/StateofTN. There is
not a specific name to enter.

Dental: Dental insurance premiums will increase — MetLife
premiums by 3.6% and Cigna premiums by 3.5%.

Long-term Care: This program is closing to new members as
of December 31, 2017. If enrolled, you can keep this coverage,
but you will do so with the insurance company, MedAmerica.
Deduction of premiums from your TCRS pension will stop
after premiums are collected for December 2017 coverage.
MedAmerica will mail information to enrolled members to
set-up direct payment of premiums. If you are already making
direct premium payments to MedAmerica, this will continue.
All eligible retirees and dependents can still enroll in this
coverage through December 31, 2017.



What can 1 do?

+ Review your current enrollment choices
« Change your health insurance plan option

« Enroll your eligible dependents, if you will remain enrolled
as of January 2018

« Cancel health insurance for yourself and your eligible
dependents

« Change your health insurance vendor and network

If you are a Tennessee Consolidated Retirement System (TCRS)
retiree and receive a monthly pension from the TCRS or you
are an optional retirement plan retiree from the University of
Tennessee or a TBR higher education agency, you are eligible
for the following additional benefits:

« Enroll in, cancel or change dental options

« Enrollin, cancel or change and vision options (must be
enrolled in group health coverage)

What do | have to do?

If you want to stay in your current benefits, you don’t have
to make changes during annual enroliment. But there are
benefit changes. Please review your benefits to make sure
they will be the best fit for you in 2018.

Note: Premiums for each plan will change. The benefits and
cost sharing for the health plan options (your out-of-pocket
costs and what the plan pays) will not change in 2018, except
for the Local CDHP/HSA option (local education and local
government retirees only) and the out-of-pocket maximum
will increase. The Partnership PPO name will change to Premier
PPO.

CDHP/HSA: If you enroll in the CDHP, you may contribute after-
tax funds to the HSA by check or by linking your bank account
to your HSA.

How do | make changes?

Complete an annual enrollment application and submit it to
Benefits Administration. You can find the application in the
back of this guide.

+ Mailed applications must be postmarked no later than
October 27, 2017.

« If submitting by fax, the fax must successfully transmit by
11:59 p.m. October 27, 2017. Faxed applications can be
sentto 615.741.8196.

If you are adding dependents (spouse and/or children) who
have not previously been covered on the state plan in the
last 6 months to coverage:

« You can add eligible dependents to medical coverage if
you (the retiree) are covered on the medical plan. You may
also add a dependent who is covered on medical to the
retiree vision plan. Eligible dependents may also be added
to your retiree dental coverage.

+ You must submit dependent verification documents by
October 27 at 4:30 p.m. Central time.

+ Proof of dependent’s eligibility must show the date of
birth, or marriage or placement of adoption as required.

- Alist of dependent eligibility verification documents is
found on page 24.

ID cards

All enrolled members will get new medical ID cards.

« If you are new to health insurance, you will get a new
pharmacy ID card. Members who are currently enrolled
in health insurance but change their plan during annual
enrollment will get a Welcome Kit from CVS/caremark, but
not an ID card.

- If you are new to dental coverage or make a change to
current coverage, you will get a new dental ID card.

« All members enrolled in vision coverage will get new vision
ID cards.

Need a new card? You can call your insurance vendor to ask
for extra cards or print a temporary card from their website.
Some vendors also show ID cards on their mobile apps.
Caremark Pharmacy Card

You can find your Edison ID on your Caremark pharmacy card.

4 N

caremark’ Prescription Card
RxBIN 004336

RxPCN ADV %TN&
RxGRP RX7529 FOR HEALTH
Issuer (80840) 9151014609

ID
Name JOHN Q SAMPLE

00001

\_

Debit card
Health Savings Account (HSA)

« If you enroll in a CDHP/HSA option, you will receive a
PayFlex debit card for your qualified expenses.

/

- If you received a PayFlex debit card last year, you can use
the same card if you have a HSA account in 2018.

How do | update my personal
information?

« Retiree: You can call the Benefits Administration service
center to change your address.

» You must provide the last four digits of your Social
Security number and/or your Edison ID, date of birth,
previous address and confirm authorization of the
change before our office can update your information.



2018 health benefits

Health insurance

You get the choice of a health plan and a network.

Health Plan Options

There are four health options — you choose one. Each option
has different out-of-pocket costs for copays, deductibles,
coinsurance and out-of-pocket maximumes. For all options, you
won't pay anything for eligible preventive care — it's covered
at 100% as long as you use an in-network provider.

» Premier PPO: Highest premiums, but you pay less for
copays at the doctor’s office and pharmacy than the
Standard PPO and pay less coinsurance than the CDHP (or
Local CDHP). It has the same coverage and cost sharing as
last year’s Partnership PPO.

« Standard PPO: Lower premiums than the Premier PPO,
but you pay more for copays at the doctor’s office and
pharmacy and pay more coinsurance than the Premier
PPO. It has the same coverage and cost sharing as last
year’s Standard PPO.

« Limited PPO (local education/local government retirees
only): Lower premiums than the other PPOs, but you pay
more for copays at the doctor’s office and pharmacy and
pay more coinsurance than the other PPOs. It has the same
coverage and cost sharing as last year’s Limited PPO.

« Consumer-driven Health Plan (CDHP)/Health Savings
Account (HSA) (state and higher education retirees
only) and the Local CDHP/HSA (local education and
local government retirees only): Lower premiums, but
you have a higher deductible. You get a HSA — to use for
qualified healthcare expenses, including your deductible.

» You can contribute to this account and claim the
contribution on your taxes.

» Instead of paying a high premium, you could take
the money you save in premiums for this plan versus
a PPO and put it in your HSA. You can use your
HSA money to pay for your deductible and other
healthcare costs or save it and invest it.

» And the account rolls over — you keep your money in
your HSA at the end of the year!

How does a CDHP/HSA work?

« You pay for your healthcare differently. When you get
care or need a prescription, you pay for those expenses
until you reach your deductible. Then you pay coinsurance
for your medical and pharmacy costs until you reach your
out-of-pocket maximum. For all of your care, as long
as you use network providers, you get discounted
network rates.

» For certain 90-day maintenance drugs (e.g.,
hypertension, high cholesterol), you only pay
coinsurance, and you do not have to meet your
deductible first. You must use a Retail-90 network
pharmacy or mail order to fill a 90-day supply of your
medication to receive this lower cost benefit. Check
with your pharmacist or CVS/caremark if you have
questions.

» You get a HSA to save! You can contribute to this account,

and this money can be another savings account. For
example, you can put the difference in premiums between
the CDHP and PPO (premium savings) into your account
each month. You can use your HSA money to pay for your
out-of-pocket costs like your deductible, coinsurance for
doctor’s visits and prescription drugs.

» Your HSA money rolls over each year — you get to
keep it.

» When you turn 65, you can use money in your HSA for
non-medical expenses (before age 65 non-medical
expenses are both taxed and subject to a 20% penalty.
After age 65, non-medical expenses are taxed, but the
20% penalty does not apply).

» There is a limit on how much money you can put in
your HSA each year:

« 2018 maximum HSA contribution amounts:
$3,450 for retiree only
$6,900 for all other tiers

Members 55 or older can save an extra
$1,000 in a catch up contribution during the
plan year

» You save money on taxes! You can contribute to your HSA

and claim it on your taxes. Qualified medical expenses are
tax free and the account collects tax-free interest on the

balance.

You get a debit card with your HSA funds: PayFlex
will send you a debit card. You can use it to pay for
your qualified healthcare expenses. Go to stateoftn.
payflexdirect.com to learn more.

Certain restrictions: You should consult your tax
professional for assistance on restrictions when
considering enrolling in a CDHP/HSA plan. You cannot
enroll in a CDHP if you are enrolled in another plan,
including a PPO, your spouse’s plan or any government
plan (e.g., Medicare A and/or B, Medicaid, TRICARE, or
social security benefits), or if you have received care from
any Veterans Affairs (VA) facility or the Indian Health
Services (IHS) within the past three months.

» Generally, members eligible to receive free care at any
VA facility cannot enroll in a CDHP because a HSA is
automatically opened for them. Individuals are not
eligible to make HSA contributions for any month if
they receive medical benefits from the VA at any time
during the previous three months. However, members
may be eligible if the following applies:

« Member did not receive any care from a VA facility
for three months, or

« The member only receives care from a VA facility
for a service-connected disability (and it must be a
disability).

+ Go to https://www.irs.gov/irb/2004-33 IRB/ar08.
html for HSA eligibility information.

» You cannot have a HSA if you or your spouse are
enrolled in a medical flexible spending account (FSA)
or a HRA. Instead, if you have one available, you can
enroll in a limited purpose FSA for dental and vision
costs.



Member Costs at a Glance

ALL COSTS ARE
IN-NETWORK PREMIER PPO | STANDARD PPO LIMITED PPO CDHP/HSA LOCAL CDHP/HSA
X $25 $30 $35 20% coinsurance | 30% coinsurance
Primary doctor’s
. (after you meet (after you meet
visit copays ) .
the deductible) the deductible)
Coinsurance 10% 20% 30% 20% 30%
(after
deductible)
Deductible $500/%1,250 $1,000/$2,500 $1,600/$3,200 $1,500/$3,000 $2,000/5$4,000
Out-of-pocket | $3:600/$9,000 | $4,000/$10,000 | $6,600/$13,200 | $2,500/$5,000 | $5,000/$10,000
maximum

All healthcare options cover the same services and treatments, but medical necessity decisions may vary by

vendor.

Network Options

You choose one of three networks of doctors and facilities.

« BlueCross BlueShield Network S: There is no additional
cost for this network. In 2018 in the Memphis market,
Methodist facilities will be out-of-network, and Baptist
facilities will be in-network. All Methodist provider groups
will remain in-network.

 Cigna LocalPlus: There is no additional cost for this
network. This is a smaller network than Cigna Open Access
Plus (OAP).

« Cigna OAP: This is a large network with a choice of more
doctors and facilities, but you will pay more. In 2018 in the
Memphis market, Baptist facilities will be out-of-network,
but Methodist facilities will remain in-network. Monthly
surcharges will apply (included in the premium):

» $40 more for retiree only, retiree+child(ren), spouse
only, child(ren) only and spouse+children only
coverage

» $80 more for retiree+spouse and
retiree+spouse+child(ren) coverage

Each network has providers (doctors and facilities) across
Tennessee and the country. Providers can move in and out of
networks. It's important to check the networks carefully for
the doctor(s) or hospital you want when making your choice.
Note: If you use providers outside of the network, you will be
charged out-of-network rates.

Did you know? Your network vendor’s (BlueCross BlueShield
or Cigna) website may have tools and resources to help you
find out how much a procedure or test could cost. Contact
information for our vendors is found below.

HEALTH INSURANCE VENDORS

CONTACT m WEBSITE
BCBST 800.558.6213 | bcbst.com/members/tn_state
M-F, 7-5
Cigna 800.997.1617 | cigna.com/stateoftn
24/7

Terms and definitions

CDHP— consumer-driven health plan, a type of medical
insurance or plan that generally has a higher deductible and
lower monthly premiums. Typically, you take responsibility for
covering health care expenses until your deductible is met.
Once you meet your deductible, coinsurance applies up to the
out-of-pocket maximum.

coinsurance— the percentage of a dollar amount that you pay
for certain services. Unlike a fixed copay, coinsurance varies,
depending on the total charge for a service.

copay— a flat dollar amount that you pay for certain services
like doctor office visits and prescriptions.

cost sharing— the share of costs covered by your insurance
that you pay out of your own pocket.

deductible— a fixed dollar amount you must pay each year
before the plan pays for services that require coinsurance.

network— a group of doctors, hospitals and other healthcare
providers contracted with a health insurance carrier to provide
services to plan members for set fees.

OOPM— out-of-pocket maximum, the most you will pay for
services in any given year. The out-of-pocket maximum does
not include premiums. Once you reach your out-of-pocket
maximum, the plan pays 100% of your eligible expenses for the
rest of the year. There are separate maximums for in-network
and out-of-network services.

plan— provides or pays a portion of the cost of medical care
and determines how much you pay in premiums, copays and
coinsurance.

PPO— preferred provider organization, gives plan participants
access to a network of doctors and facilities that charge pre-
negotiated (and typically discounted) fees for the services they
provide to members. Plan participants may self-refer to any
doctor or specialist in the network. The benefit level covered
through the plan typically depends on whether the member
visits an in-network or out-of-network provider when seeking
care.




Benefits included with health
insurance

Pharmacy

Pharmacy benefits are included when you and/or your
dependents enroll in a health plan. The plan you choose
determines the out-of-pocket prescription costs. How much
you pay for your drug depends on whether it is a generic,
brand or non-preferred brand and the day-supply.

Maintenance Drugs: There are lower out-of-pocket costs on

a large group of maintenance drugs. To pay the lower price for
these certain medications, you must use the special, less costly
Retail-90 network (pharmacy or mail order) and fill a 90-day
supply of your medication. The maintenance tier list includes
certain medications for high blood pressure, high cholesterol,
coronary artery disease, congestive heart failure, depression,
asthma/chronic obstructive pulmonary disease (COPD), and
diabetes (oral medications, insulins, needles, test strips and
lancets).

Certain Low-Dose Statins: Eligible members will be able
to receive these medications in-network at zero cost share
in 2018. These medications are primarily used to treat high
cholesterol. No high dose or brand statins are included.

Copay Installment Program: Members can spread the cost of
90-day mail order prescriptions over a three-month period —
at no additional cost. You may enroll online at info.caremark.
com/stateoftn, register and log in, or by calling CVS/caremark
customer care at 877.522.8679. This benefit is only for 90-day
mail order prescriptions provided by CVS/Caremark mail order.
This does not apply to specialty medications.

Weight Management: There are some obesity

Flu and Pneumonia Vaccines: Each year, members can
get free flu and pneumonia vaccines (if eligible) through
certain pharmacies or at your doctor’s office. You can go to
partnersforhealthtn.gov and click on the Pharmacy page to

learn more about vaccines.

Tobacco Cessation Products: Members who want to stop
using tobacco products can get free tobacco quit aids.

The following quit aids are FREE under the pharmacy benefit:

« Chantix
« Bupropion (Generic Zyban)

« Over-the-counter generic nicotine replacement products,
including gum, patches and lozenges

- Nicotrol oral and nasal inhalers

Members may receive up to two, 12-week courses of treatment
per calendar year (up to 168 days of treatment) with no

lifetime maximum. A licensed clinician is required to write

a prescription to get any tobacco cessation products at no

cost, including over-the-counter aids. Simply present your
prescription and your Caremark card at the pharmacy counter
(not at the check-out registers) to fill at $0 copay. The plan only
covers generic over-the-counter tobacco cessation products
(not brand names).

Did you know? CVS/caremark has website tools to help you
compare costs for your prescriptions. You can also find out
what you have spent in the past. To learn more, go to
info.caremark.com/stateoftn. You must register to view your
prescription history and costs.

medications available for members who meet PHARMACY ‘ PREMIER ‘ STANDARD ‘ LIMITED ‘
certain requirements. This gives members a less (IN-NETWORK") PPO PPO PPO
costly, non-surgical option for losing weight. 30-DAY SUPPLY

Go to info.caremark.com/stateoftn to look for Generic §7 $14 §14
covered medications. They are found under Brand $40 $50 $60
“Antiobesity” on the Preferred Drug List (PDL). Non-preferred brand $90 $100 $110

Diabetic Supplies: OneTouch diabetic testing

supplies are the only diabetic testing supplies Generic a4 528 $28
covered at the preferred brand copay. Members | Brand 280 3100 3120
will have lower copays by using OneTouch Non-preferred brand $180 $200 $220

supplies. Diabetics may be eligible for a new

90-DAY SUPPLY (certain maintenance

medications from a Retail-90 network pharmacy or mail order)

OneTouch glucose meter at no charge from Generic §7 $14 $14
the manufacturer. For more information call Brand $40 $50 $60
800.588.4456. Non-preferredbrand | $160 $180 $200

Coinsurance

10% (min $50;
max $150)

10% (min $50;

max $150)

10% (min $50;
max $150)

CDHP/
HSA

20% coinsurance
after deductible
is met

20% coinsurance
after deductible
is met

10% coinsurance
without having to
meet deductible

20% after
deductible is met

90-DAY SUPPLY (90-day network pharmacy or mail order)

SPECIALITY PHARMACY**

LOCAL
CDHP/HSA

30% coinsurance
after deductible
is met

30% coinsurance
after deductible
is met

20% coinsurance
without having to
meet deductible

30% after
deductible is met

*These are the in-network pharmacy benefits. If out of network pharmacy benefits are available,
they are different and will cost you more.

**Specialty Pharmacy Tier: Specialty drugs must be filled through a Specialty Network Pharmacy and
can only be filled every 30 days.



Telehealth

24/7 Care — When You Need It

All health plan members have access to Telehealth medical
services. It is available as a part of your health insurance. You

can talk to a doctor by phone or computer from anywhere, at
any time.

When to use Telehealth

For non-emergency medical issues (allergies, asthma,
bronchitis, cold & flu, infections, fever, ear aches, nausea, pink
eye, sore throat).

« 24 hours a day, seven days a week — including nights,
weekends and holidays

« Your doctor or pediatrician is unavailable
« It’s not convenient to leave your home or work

+ You are traveling and need medical care

Cost

+ PPO Members: Copay is $15

« CDHP Members: You pay the negotiated rate per visit until
you reach your deductible, then the primary care office
visit coinsurance applies

More Information

You must pre-register with your network vendor to use
Telehealth.

BlueCross BlueShield of Tennessee Members

+ Log into BlueAccess at bcbst.com
+ Look for PhysicianNow

+ Or, call 888.283.6691
Cigna Members

+ Log into MyCigna.com

« Look for MDLive or Amwell and select the vendor of your
choice

- Or, call 888.726.3171 for MDLive or 855.667.9722 for
Amwell

Behavioral Health & Substance Use Services

Whether you are dealing with a mental health or substance use
condition, support is available through your behavioral health
coverage. Your enrolled dependents can use these benefits too.

Optum is your behavioral healthcare vendor. Using one of
Optum’s network providers gets you the most from this benefit,
which is included when you and your dependents enroll in a
health plan.

In addition to office visits, this benefit includes virtual visits.
What does that mean? You can meet with a provider through
private, secure video conferencing. It's called Telemental
Health, and it allows you to get the care you need sooner and
in the privacy of your home. The copay for Telemental Health is
the same as an office visit. To get started, go to Here4TN.com,
scroll down, select provider search, and click on Telemental
Health to find a provider licensed in Tennessee, or call
855-Here4TN for assistance.

Learn more about your behavioral health benefit by visiting
Here4TN.com. A provider directory with a search feature is
available on the website.

Employee Assistance
Program (EAP)

Your Employee Assistance
Program (EAP) is also
administered by Optum.
Itis available to all retirees
enrolled in health coverage.
Your eligible dependents can also use EAP services even if they
are not enrolled in health coverage. Receive five EAP visits, per
situation, per year at no cost to you.

ere
TN

Support For Your Life

Master’s level specialists are available around the clock to assist
with stress, legal, financial, mediation and work/life services.
They can even help you find a network provider, a plumber
who works nights, find services for your elderly parents, theater
tickets, all-night pharmacies and so much more.

Optum knows you are busy, and they want to provide you with
information when you need it. All you have to do is call 855.
Here4TN (855.437.3486).

Coming Soon! Take Charge at Work: Starting in the fall

of 2017, you will have access to a telephonic program that
helps you identify your triggers and recognize and manage
symptoms of stress and depression. More details to come,
including how to see if you qualify for the program.



2018 Voluntary Wellness
Program

Starting January 1, 2018, the “Partnership Promise” will go away
and will no longer be part of any health plan. This means that
members will NOT be required to complete any wellness
program activities.

Two voluntary wellness programs will be offered to enrolled
retirees and spouses. Note: members must meet certain criteria
to qualify for these programs:

- Disease management: For members with chronic
diseases that include asthma, diabetes, coronary artery
disease, congestive heart failure and chronic obstructive
pulmonary disease (COPD). They will still have access to
this program to better manage a chronic condition.

» Diabetes Prevention Program: Classes for those who are
pre-diabetic. Members must pre-qualify for this program.

More information about who is eligible and how to access
these two programs will be shared early next year.

We want to make sure you are aware of available resources

if you want to continue or start to improve your health! We
recommend Healthier Tennessee®, which you may already
be involved in through your community. Healthier Tennessee®
is an initiative of the Governor’s Foundation for Health and
Wellness. This initiative promotes a healthy diet, strives to
increase the number of Tennesseans who are physically active
and works to reduce the number of those who use tobacco.

Healthier Tennessee’s wellness tools are built around the
concept of Small Starts®: simple, healthy actions you can turn
into routine habits in as little as 10 minutes a day. Small Starts®
tools are available for individuals. Learn more about the Small
Starts® approach, tools and the free Streaks for Small Starts®

app at healthiertn.com/streaks-for-small-starts.

And don’t forget — with your health plan you won't pay
anything for eligible preventive care - it's covered at 100%

as long as you use an in-network provider. Members are
encouraged to get age appropriate preventive services, which
could include:

« annual preventive visit (i.e., physical exam)

- cholesterol test

- screening for colon cancer

- annual well-woman visit

+ osteoporosis screening

- screenings for breast or cervical cancer (women only)
« screening for prostate cancer (men only)

- flu vaccine

« pneumococcal vaccine

Talk to your doctor to find out what screenings and tests are
right for you.

Worth noting....

All members have access to wellness and fitness
center discounts through your health insurance

network vendor (BlueCross BlueShield or Cigna).
Go to your vendor’s website to learn more.

Cigna members will have access to the Cigna
nurse advice line. BlueCross BlueShield does not
have a nurse advice line available.

2011-2016 Partnership Promise Wellness Program Successes

» High participation - an average of 86% of plan members who agreed to the
Partnership Promise consistently completed all requirements since the program began.

« 5:1 Return on Investment (ROI) for Disease Management in 2015 - that means for every

one dollar spent, we saved five dollars.

« Members in a“Partnership” plan received more appropriate care.




Notice Regarding Wellness Program

The ParTNers for Health Wellness Program is a voluntary
wellness program. The program is administered according

to federal rules permitting employer-sponsored wellness
programs that seek to improve employee health or prevent
disease, including the Americans with Disabilities Act of 1990,
the Genetic Information Nondiscrimination Act of 2008 and
the Health Insurance Portability and Accountability Act, as
applicable, among others.

Protections from Disclosure of Medical
Information

We are required by law to maintain the privacy and security of
your personally identifiable health information (PHI). Although
the wellness program and the State of Tennessee may use
aggregate information it collects to design a program based
on identified health risks in the workplace, the ParTNers

for Health Wellness Program will never disclose any of your
personal information either publicly or to your employer,
except as expressly permitted by law. Medical information that
personally identifies you that is provided in connection with
the wellness program will not be provided to your supervisors
or managers and will never be used to make decisions
regarding your employment.

Your health information will not be sold, exchanged,
transferred, or otherwise disclosed except to the extent
permitted by law to carry out specific activities related to

the wellness program, and you will not be asked or required

to waive the confidentiality of your health information as a
condition of participating in the wellness program. Anyone
who receives your information for purposes of providing you
services as part of the wellness program will abide by the same
confidentiality requirements. The only individual(s) who will
receive your personally identifiable health information are

the wellness vendor (nutritionists, nurses, nurse practitioners,
registered dietitians, health coaches and other healthcare
professionals) and their vendor partners (case managers with
the medical and behavioral health vendors) in order to provide
you with services under the wellness program.

In addition, all medical information obtained through the
wellness program will be maintained separate from your
personnel records, information stored electronically will be
encrypted and no information you provide as part of the
wellness program will be used in making any employment
decisions. Appropriate precautions will be taken to avoid any
data breach, and in the event a data breach occurs involving
information you provide in connection with the wellness
program, you will be notified immediately.

You may not be discriminated against in employment because
of the medical information you provide as part of participating
in the wellness program, nor may you be subjected to
retaliation if you choose not to participate.

If you have questions or concerns regarding this notice, or
about protections against discrimination and retaliation, please
contact ParTNers for Health at partners.wellness@tn.gov.



2018 benefit comparison

PPO services in this table ARE NOT subject to a deductible. CDHP/HSA and Local CDHP/HSA services in this table ARE subject to
a deductible with the exception of preventive care and 90-day supply maintenance medications. For all plans, costs DO APPLY to
the annual out-of-pocket maximum.
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HEALTHCARE OPTION

COVERED SERVICES
PREVENTIVE CARE — OFFICE VISITS

« Well-baby, well-child visits as recommended by the
Centers for Disease Control and Prevention (CDC)

« Adult annual physical exam

- Annual well-woman exam

« Immunizations as recommended by (DC

« Annual hearing and non-refractive vision screening

« Screenings including colonoscopy, mammogram
and colorectal, Pap smears, labs, bone density scans,
nutritional guidance, tobacco cessation counseling
and other services as recommended by the US
Preventive Services Task Force

Primary Care Office Visit

- Family practice, general practice, internal medicine,
0B/GYN and pediatrics

« Nurse practitioners, physician assistants and nurse
midwives (licensed healthcare facility only) working
under the supervision of a primary care provider

« Including surgery in office setting and initial
maternity visit

PREMIER PPO

IN-NETWORK OUT-OF-NETWORK ™

No charge $45 copay

$25 copay $45 copay

STANDARD PPO

IN-NETWORK OUT-OF-NETWORK [

No charge $50 copay

OUTPATIENT SERVICES

$30 copay $50 copay

Specialist Office Visit
« Including surgery in office setting

$45 copay $70 copay

$50 copay $75 copay

Behavioral Health and Substance Use (2
+ Including telebehavioral health

$25 copay $45 copay

$30 copay $50 copay

X-Ray, Lab and Diagnostics (not including advanced
X-rays, scans and imaging)

10% coinsurance

20% coinsurance

All Reading, Interpretation and Results

10% coinsurance

20% coinsurance

Telehealth

$15 copay N/A

$15 copay N/A

Allergy Injection

100% covered 100% covered up to MAC

100% covered 100% covered up to MAC

Allergy Injection with Office Visit

$25 copay primary; $45 copay primary;
$45 copay specialist $70 copay specialist

$30 copay primary; $50 copay primary;
$50 copay specialist $75 copay specialist

Chiropractic
« Limit of 50 visits per year

PHARMACY
30-Day Supply

Visits 1-20: $25 copay Visits 1-20: $45 copay
Visits 21-50: $45 copay Visits 21-50: $70 copay

$7 copay generi;
$40 copay preferred brand;
$90 copay non-preferred

copay plus amount
exceeding MAC

Visits 1-20: $30 copay Visits 1-20: $50 copay
Visits 21-50: $50 copay Visits 21-50: $75 copay

$14 copay generic;
$50 copay preferred brand;
$100 copay non-preferred

copay plus amount
exceeding MAC

90-Day Supply (90-day network pharmacy or mail
order)

$14 copay generic; N/A - no network
$80 copay preferred brand;

$180 copay non-preferred

$28 copay generic; N/A - no network
$100 copay preferred brand;

$200 copay non-preferred

90-Day Supply (certain maintenance medications from
90-day network pharmacy or mail order) B!

$7 copay generic; N/A - no network
$40 copay preferred brand;

$160 copay non-preferred

$14 copay generic; N/A - no network
$50 copay preferred brand;

$180 copay non-preferred

Specialty Medications (30-day supply from a specialty

10% coinsurance; N/A - no network

10% coinsurance; N/A - no network

(services subject to coinsurance may be extra)

network pharmacy) min $50; max $150 min $50; max $150

CONVENIENCE CLINICAND URGENT CARE

Convenience Clinic $25 copay $45 copay $30 copay $50 copay
Urgent Care Facility $45 copay $70 copay $50 copay $75 copay
EMERGENCY ROOM

Emergency Room Visit $150 copay $175 copay

(services subject to coinsurance may be extra)




LIMITED PPO (LE/LG)

IN-NETWORK

No charge

$50 copay

CDHP/HSA (ST/HE)

No charge

40% coinsurance

LOCAL CDHP/HSA (LE/LG)

OUT-OF-NETWORK 1"! IN-NETWORK OUT-OF-NETWORK "] IN-NETWORK

No charge

OUT-OF-NETWORK 1"!

50% coinsurance

$55 copay specialist

$80 copay specialist

$35 copay $55 copay 20% coinsurance 40% coinsurance 30% coinsurance 50% coinsurance
$55 copay $80 copay 20% coinsurance 40% coinsurance 30% coinsurance 50% coinsurance
$35 copay $55 copay 20% coinsurance 40% coinsurance 30% coinsurance 50% coinsurance
30% coinsurance 20% coinsurance 40% coinsurance 30% coinsurance 50% coinsurance
30% coinsurance 20% coinsurance 30% coinsurance

$15 copay N/A 20% coinsurance N/A 30% coinsurance N/A
100% covered 100% covered up to MAC 20% coinsurance 40% coinsurance 30% coinsurance 50% coinsurance
$35 copay primary; $55 copay primary; 20% coinsurance 40% coinsurance 30% coinsurance 50% coinsurance

Visits 1-20: $35 copay
Visits 21-50: $55 copay

$14 copay generic;
$60 copay preferred brand;
$110 copay non-preferred

Visits 1-20: 955 copay
Visits 21-50: $80 copay

copay plus amount
exceeding MAC

20% coinsurance

20% coinsurance

40% coinsurance

40% coinsurance plus
amount exceeding MAC

30% coinsurance

30% coinsurance

50% coinsurance

509% coinsurance plus
amount exceeding MAC

$28 copay generic;
$120 copay preferred brand;
$220 copay non-preferred

N/A - no network

20% coinsurance

N/A - no network

30% coinsurance

N/A - no network

$14 copay generic;
$60 copay preferred brand;
$200 copay non-preferred

N/A - no network

10% coinsurance without
first having to meet
deductible

N/A - no network

20% coinsurance without
first having to meet
deductible

N/A - no network

10% coinsurance;
min $50; max $150

$35 copay

N/A - no network

$55 copay

20% coinsurance

20% coinsurance

N/A - no network

40% coinsurance

30% coinsurance

30% coinsurance

N/A - no network

50% coinsurance

$55 copay

$80 copay

$200 copay
(services subject to coinsurance may be extra)

20% coinsurance

40% coinsurance

20% coinsurance

30% coinsurance

30% coinsurance

50% coinsurance
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COVERED SERVICES

Hospital/Facility Services
- Inpatient care; outpatient surgery
- Inpatient behavioral health and substance abuse [

IN-NETWORK
10% coinsurance

OUT-OF-NETWORK [
40% coinsurance

STANDARD PPO

IN-NETWORK
20% coinsurance

All services in this table ARE subject to a deductible (with the exception of hospice under the PPO options). Eligible expenses DO APPLY to the annual out-of-pocket maximum.

PREMIER PPO

OUT-OF-NETWORK [
40% coinsurance

Maternity
« Global billing for labor and delivery and routine
services beyond the initial office visit

10% coinsurance

40% coinsurance

20% coinsurance

40% coinsurance

Home Care 1
- Home health; home infusion therapy

10% coinsurance

40% coinsurance

20% coinsurance

40% coinsurance

Rehabilitation and Therapy Services
- Inpatient l; outpatient
« Skilled nursing facility !

10% coinsurance

40% coinsurance

20% coinsurance

40% coinsurance

Ambulance
- Airand ground

10% coinsurance

20% coinsurance

Hospice Care
- Through an approved program

(even if deductible

100% covered up to MAC

has not been met)

100% covered up to MAC

(even if deductible

has not been met)

Equipment and Supplies
« Durable medical equipment and external prosthetics
« Other supplies (i.e., ostomy, bandages, dressings)

10% coinsurance

40% coinsurance

20% coinsurance

40% coinsurance

Dental
- Certain limited benefits (extraction of impacted

10% coinsurance for
oral surgeons

40% coinsurance for
oral surgeons

20% coinsurance for
oral surgeons

40% coinsurance for
oral surgeons

wisdom teeth, excision of solid-based oral tumors,
accidental injury, orthodontic treatment for facial
hemiatrophy or congenital birth defect)

10% coinsurance non
(i.e., dentists,

-contracted providers
orthodontists)

% coinsu
20% coinsurance non
(i.e., dentists,

-contracted providers
orthodontists)

Advanced X-Ray, Scans and Imaging

10% coinsurance

40% coinsurance

20% coinsurance

40% coinsurance

+ Including MRI, MRA, MRS, (T, CTA, PET and nuclear
cardiac imaging studies (¥

Out-of-Country Charges
- Non-emergency and non-urgent care

DEDUCTIBLE

N/A - no network 40% coinsurance N/A - no network 40% coinsurance

Retiree Only $500 $1,000 $1,000 $2,000
Retiree + Child(ren) $750 $1,500 $1,500 43,000
Retiree + Spouse $1,000 $2,000 $2,000 $4,000
Retiree + Spouse + Child(ren) $1,250 $2,500 $2,500 $5,000

separate pharmacy deductible applies

OUT-OF-POCKET MAXIMUM — MEDICAL AND PHARMACY COMBINED

Retiree Only $3,600 $4,000 $4,000 $4,500
Retiree + Child(ren) $5,400 $6,000 $6,000 $6,750
Retiree + Spouse $7,200 $8,000 $8,000 $9,000
Retiree + Spouse + Child(ren) $9,000 $10,000 $10,000 $11,250

Only eligible expenses will apply toward the deductible and out-of-pocket maximum. Charges for non-covered services and amounts exceeding the maximum

allowable charge (MAC) will not be counted. For PPO Plans, no single family member will be subject to a deductible or out-of-pocket maximum greater than the

“retiree only” amount. Once two or more family members (depending on premium level) have met the total deductible and/or out-of-pocket maximum, it will be

met by all covered family members. For CDHP Plans, the deductible and out-of-pocket maximum amount can be met by one or more persons. For CDHP Plans,

coinsurance is after deductible is met unless otherwise noted.

[1] Subject to maximum allowable charge (MAC). The MAC is the most a plan will pay for a service from an in-network provider. For non-emergent care from an
out-of-network provider who charges more than the MAC, you will pay the copay or coinsurance PLUS the difference between MAC and actual charge.

[2] The following behavioral health services are treated as “inpatient” for the purpose of determining member cost-sharing: residential treatment, partial
hospitalization/day treatment programs and intensive outpatient therapy. In addition to services treated as “inpatient” prior authorization (PA) is required for
certain outpatient services, such as psychological testing, transcranial magnetic stimulation, electro-convulsive treatment, extended outpatient treatment
visits beyond 45-50 minutes in duration with or without medication management, and Applied Behavior Analysis.

[3] Applies to certain antihypertensives for coronary artery disease (CAD) and congestive heart failure (CHF); oral diabetic medications, insulin and diabetic
supplies; statins; medications for asthma, COPD (emphysema and chronic bronchitis) and depression.

[4] Prior authorization (PA) required. When using out-of-network providers, benefits for medically necessary services will be reduced by half if PA is required but
not obtained, subject to the maximum allowable charge. If services are not medically necessary, no benefits will be provided. (For DME, PA only applies to more
expensive items.)
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LIMITED PPO (LE/LG) CDHP/HSA (ST/HE) LOCAL CDHP/HSA (LE/LG)
IN-NETWORK OUT-OF-NETWORK [ IN-NETWORK OUT-OF-NETWORK [ IN-NETWORK OUT-OF-NETWORK [

30% coinsurance

50% coinsurance

20% coinsurance

40% coinsurance

30% coinsurance

50% coinsurance

30% coinsurance

50% coinsurance

20% coinsurance

40% coinsurance

30% coinsurance

50% coinsurance

30% coinsurance

50% coinsurance

20% coinsurance

40% coinsurance

30% coinsurance

50% coinsurance

30% coinsurance

50% coinsurance

20% coinsurance

40% coinsurance

30% coinsurance

50% coinsurance

30% coinsurance

20% coinsurance

30% coinsurance

(even if deductible

100% covered up to MAC

has not been met)

100% covered up to MAC
(after the deductible has been met)

100% covered up to MAC
(after the deductible has been met)

30% coinsurance

50% coinsurance

20% coinsurance

40% coinsurance

30% coinsurance

50% coinsurance

30% coinsurance for

50% coinsurance for

oral surgeons

oral surgeons

20% coinsurance for

40% coinsurance for

oral surgeons

oral surgeons

30% coinsurance for

50% coinsurance for

oral surgeons

oral surgeons

% coinsu
30% coinsurance non
(i.e., dentists,

-contracted providers
orthodontists)

% coinsu
20% coinsurance non
(i.e., dentists,

-contracted providers
orthodontists)

6 coinsu
30% coinsurance non
(i.e., dentists,

-contracted providers
orthodontists)

30% coinsurance

50% coinsurance

20% coinsurance

40% coinsurance

30% coinsurance

50% coinsurance

N/A - no network

50% coinsurance

NA - no network

40% coinsurance

N/A - no network

50% coinsurance

$1,600 $3,000 $1,500 $3,000 $2,000 $4,000
$2,200 $4,000 $3,000 $6,000 $4,000 $8,000
$2,500 $4,600 $3,000 $6,000 $4,000 $8,000
$3,200 $6,000 $3,000 $6,000 $4,000 $8,000
$100 per member N/A N/A
- ]
$6,600 $10,000 $2,500 $4,500 $5,000 $8,000
$13,200 $20,000 $5,000 $9,000 $10,000 $16,000
$13,200 $20,000 $5,000 $9,000 $10,000 $16,000
$13,200 $20,000 $5,000 $9,000 $10,000 $16,000
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Monthly Premiums for State and Higher Education Retirees

AT LEAST 30 YEARS OF 20-29 YEARS LESS THAN 20 YEARS OF
SERVICE OF SERVICE SERVICE

B(BST & CIGNA BCBST & CIGNA BCBST & CIGNA
CIGNA OPEN CIGNA OPEN CIGNA OPEN

LOCALPLUS ACCESS LOCALPLUS ACCESS LOCALPLUS ACCESS
PREMIER PPO
Retiree Only $149.80 $189.80 $224.70 $264.70 $299.60 $339.60
Retiree + Child(ren) $224.60 $264.60 $336.90 $376.90 $449.20 $489.20
Retiree + Spouse $314.40 $394.40 $471.60 $551.60 $628.80 $708.80
Retiree + Spouse + Child(ren) $389.20 $469.20 $583.80 $663.80 $778.40 $858.40
Spouse Only $164.60 $204.60 $246.90 $286.90 $329.20 $369.20
Child(ren) Only $74.80 $114.80 $112.20 $152.20 $149.60 $189.60
Spouse + Child(ren) $239.40 $279.40 $359.10 $399.10 $478.80 $518.80
STANDARD PPO
Retiree Only $140.20 $180.20 $210.30 $250.30 $280.40 $320.40
Retiree + Child(ren) $210.20 $250.20 $315.30 $355.30 $420.40 $460.40
Retiree + Spouse $294.60 $374.60 $441.90 $521.90 $589.20 $669.20
Retiree + Spouse + Child(ren) $364.60 $444.60 $546.90 $626.90 $729.20 $809.20
Spouse Only $154.40 $194.40 $231.60 $271.60 $308.80 $348.80
Child(ren) Only $70.00 $110.00 $105.00 $145.00 $140.00 $180.00
Spouse -+ Child(ren) $224.40 $264.40 $336.60 $376.60 $448.80 $488.80
CDHP/HSA
Retiree Only $133.00 $173.00 $199.50 $239.50 $266.00 $306.00
Retiree + Child(ren) $199.20 $239.20 $298.80 $338.80 $398.40 $438.40
Retiree + Spouse $279.20 $359.20 $418.80 $498.80 $558.40 $638.40
Retiree + Spouse + Child(ren) $345.40 $425.40 $518.10 $598.10 $690.80 $770.80
Spouse Only $146.20 $186.20 $219.30 $259.30 $292.40 $332.40
Child(ren) Only $66.20 $106.20 $99.30 $139.30 $132.40 $172.40
Spouse + Child(ren) $212.40 $252.40 $318.60 $358.60 $424.80 $464.80

Of Note

Generally, the higher the health plan premium, the less you'll pay out-of-pocket for your
healthcare services. The lower the health plan premium, the more you'll pay out-of-pocket for
your healthcare services.

Members who enroll in a CDHP/HSA option can put savings from the lower premium into
their HSA account to help pay out-of-pocket costs.
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Monthly Premiums for Local Education Teacher Retirees

AT LEAST 30 YEARS OF 20-29 YEARS LESS THAN 20 YEARS OF
SERVICE OF SERVICE SERVICE

B(BST & CIGNA B(BST & CIGNA B(BST & CIGNA
CIGNA OPEN CIGNA OPEN CIGNA OPEN

LOCALPLUS ACCESS LOCALPLUS ACCESS LOCALPLUS ACCESS
PREMIER PPO
Retiree Only $336.60 $376.60 $397.80 $437.80 $459.00 $499.00
Retiree + Child(ren) $554.95 $594.95 $655.85 $695.85 $756.75 §796.75
Retiree + Spouse $656.15 $736.15 $§775.45 $855.45 $894.75 $974.75
Retiree -+ Spouse + Child(ren) $874.50 $954.50 $1,033.50 $1,113.50 $1,192.50 $1,272.50
Spouse Only $319.55 $359.55 $377.65 $417.65 $435.75 $475.75
Child(ren) Only $218.35 $258.35 $258.05 $298.05 $297.75 $337.75
Spouse -+ Child(ren) $537.90 $577.90 $635.70 $675.70 $733.50 §773.50
STANDARD PPO
Retiree Only $315.15 $355.15 $372.45 $412.45 $429.75 $469.75
Retiree + Child(ren) $519.75 $559.75 $614.25 $654.25 $708.75 $748.75
Retiree -+ Spouse $614.90 $694.90 $726.70 $806.70 $838.50 $918.50
Retiree + Spouse + Child(ren) $818.95 $898.95 $967.85 $1,047.85 $1,116.75 $1,196.75
Spouse Only $299.75 $339.75 $354.25 $394.25 $408.75 $448.75
Child(ren) Only $204.60 $244.60 $241.80 $281.80 $279.00 $319.00
Spouse + Child(ren) $503.80 $543.80 $595.40 $635.40 $687.00 $727.00
LOCAL CDHP/HSA
Retiree Only $244.75 $284.75 $289.25 $329.25 $333.75 $373.75
Retiree + Child(ren) $403.15 $443.15 $476.45 $516.45 $549.75 $589.75
Retiree + Spouse $476.85 $556.85 $563.55 $643.55 $650.25 $730.25
Retiree + Spouse + Child(ren) $635.25 $715.25 $750.75 $830.75 $866.25 $946.25
Spouse Only $232.10 $272.10 $274.30 $314.30 $316.50 $356.50
Child(ren) Only $158.40 $198.40 $187.20 $227.20 $216.00 $256.00
Spouse + Child(ren) $390.50 $430.50 $461.50 $501.50 $532.50 $572.50
LIMITED PPO
Retiree Only $288.20 $328.20 $340.60 $380.60 $393.00 $433.00
Retiree + Child(ren) $474.65 $514.65 $560.95 $600.95 $647.25 $687.25
Retiree + Spouse $561.55 $641.55 $663.65 $743.65 $765.75 $845.75
Retiree -+ Spouse + Child(ren) $748.55 $828.55 $884.65 $964.65 $1,020.75 $1,100.75
Spouse Only $273.35 $313.35 $323.05 $363.05 $372.75 $412.75
Child(ren) Only $186.45 $226.45 $220.35 $260.35 $254.25 $294.25
Spouse + Child(ren) $460.35 $500.35 $544.05 $584.05 $627.75 $667.75




Monthly Premiums for Local Education Support Staff Retirees

B(SI%SNTA& CIGNA
LOCALPLUS OPEN ACCESS

PREMIER PPO

Retiree Only $612 $652
Retiree + Child(ren) $1,009 $1,049
Retiree + Spouse $1,193 $1,273
Retiree + Spouse + Child(ren) $1,590 $1,670
Spouse Only $581 $621
Child(ren) Only $397 $437
Spouse + Child(ren) $978 $1,018
STANDARD PPO

Retiree Only $573 $613
Retiree + Child(ren) $945 $985
Retiree + Spouse $1,118 $1,198
Retiree -+ Spouse + Child(ren) $1,489 $1,569
Spouse Only $545 $585
Child(ren) Only $372 $412
Spouse + Child(ren) $916 $956
LOCAL CDHP/HSA

Retiree Only $445 $485
Retiree + Child(ren) $733 $773
Retiree + Spouse $867 $947
Retiree + Spouse + Child(ren) $1,155 $1,235
Spouse Only $422 $462
Child(ren) Only $288 $328
Spouse + Child(ren) $710 $750
LIMITED PPO

Retiree Only $524 $564
Retiree + Child(ren) $863 $903
Retiree + Spouse $1,021 $1,101
Retiree + Spouse + Child(ren) $1,361 $1,441
Spouse Only $497 $537
Child(ren) Only $339 $379
Spouse + Child(ren) $837 $877




Monthly Premiums for Local Government Retirees

ALL REGIONS

B(BST & CIGNA B(BST & CIGNA BCBST & CIGNA
CIGNA OPEN CIGNA OPEN CIGNA OPEN
LOCALPLUS | ACCESS | LOCALPLUS | ACCESS | LOCALPLUS | ACCESS

PREMIER PPO

Retiree Only $649 $689 $725 $765 $788 $828
Retiree + Child(ren) $1,007 $1,047 $1,124 $1,164 $1,222 $1,262
Retiree + Spouse $1,396 $1,476 $1,559 $1,639 $1,695 $1,775
Retiree + Spouse + Child(ren) $1,754 $1,834 $1,958 $2,038 $2,129 $2,209
Spouse Only §747 §787 $834 $874 $907 $947
Child(ren) Only $358 $398 $399 $439 $434 $474
Spouse + Child(ren $1,105 $1,145 $1,233 $1,273 $1,341 $1,381
STANDARD PPO

Retiree Only $608 $648 $679 $719 $738 $778
Retiree + Child(ren) $943 $983 $1,053 $1,093 $1,145 $1,185
Retiree + Spouse $1,308 $1,388 $1,460 $1,540 $1,588 $1,668
Retiree + Spouse + Child(ren) $1,643 $1,723 $1,834 $1,914 $1,994 $2,074
Spouse Only $700 $740 $781 $821 $850 $890
Child(ren) Only $335 $375 $374 $414 $407 $447
Spouse + Child(ren $1,035 $1,075 $1,155 $1,195 $1,256 $1,296
LOCAL CDHP/HSA

Retiree Only $425 $465 $474 $514 $515 $555
Retiree + Child(ren) $658 $698 $735 $775 $799 $839
Retiree + Spouse $913 $993 $1,019 $1,099 $1,108 $1,188
Retiree + Spouse + Child(ren) $1,147 $1,227 $1,280 $1,360 $1,392 $1,472
Spouse Only $488 $528 $545 $585 $593 $633
Child(ren) Only $233 $§273 $261 $301 $284 $324
Spouse + Child(ren §722 $762 $806 $846 3877 $917
LIMITED PPO

Retiree Only $472 $512 $527 $567 $574 $614
Retiree + Child(ren) $§732 $§772 $818 $858 $889 $929
Retiree + Spouse $1,016 $1,096 $1,134 $1,214 $1,233 $1,313
Retiree + Spouse + Child(ren) $1,276 $1,356 $1,424 $1,504 $1,549 $1,629
Spouse Only $544 $584 $607 $647 $659 $699
Child(ren) Only $260 $300 $291 $331 $315 $355
Spouse + Child(ren $804 $844 4897 $937 $975 $1,015




Vision benefits

The state will offer voluntary vision benefits to eligible retirees*
through a new vendor in 2018, Davis Vision. The network will
change. It is important to check the network for your provider
and other providers in your area. You can look for your provider
by going to davisvision.com/stateofTN. There is not a specific
name to enter. There are many added values to this year’s
vision benefits, including an increased allowance for frames,
lenses and contact lenses.

The state offers two vision options:
Basic Plan offers discounted rates and allowances for services.

Expanded Plan provides services with a combination of
copays, greater allowances than the Basic Plan and discounted
rates.

Both offer the same services including:
- Routine eye exam once every calendar year
- Frames once every two calendar years

« Choice of eyeglass lenses or contact lenses once every
calendar year

« Discount on LASIK/refractive surgery

Davis Vision offers some additional values which
include:

- Zero ($0.00) copay for single vision, bifocal, trifocal or
lenticular lenses purchased at an in-network location.

« Free pair of eyeglass frames from Davis'“The Exclusive
Collection” under the in-network Expanded Plan.

« Free pair of “Fashion Selection” eyeglass frames from Davis’
“The Exclusive Collection” under the in-network Basic Plan.

« Free pair of frames at Visionworks retail locations.

« 40% discount off retail under the in-network Expanded
Plan and 30% discount off retail under the in-network Basic
Plan for an additional pair of eyeglasses, except at Walmart,
Sam'’s Club or Costco locations.

« 20% discount off retail cost of an additional pair of
conventional or disposable contact lenses under the in-
network Expanded Plan.

« One year warranty for breakage of most eyeglasses.

2018 Monthly Vision Premiums

| | easiceuw EXPANDED PLAN
RETIREE PARTICIPANTS

The basic and expanded plans are both managed by Davis
Vision. In-network and out-of-network benefits are available.
You will receive the maximum benefit when visiting a provider
in Davis Vision’s network.

Premium rates will decrease in 2018. If you have vision
coverage, you do not have to reenroll in Davis Vision if eligible.

*Eligible retirees are those who are enrolled in the retiree group
health plan and who are receiving a monthly pension from

the Tennessee Consolidated Retirement System or an optional
retirement plan retiree from the University of Tennessee or a
TBR Higher Education agency.

Dependents enrolled in spouse only, spouse + children or
children only group health coverage are eligible to enroll in
dependent only vision coverage if the retiree is no longer
enrolled in the group health plan.

New Vision Vendor

Davis Vision
800.208.6404
M-F, 7-10, Sat, 8-3 Sun, 11-3
Basic Client Code: 8155

Expanded Client Code: 8156
davisvision.com/stateofTN

“See" if one of
these vision plans
is right for you!

Retiree Only $3.07 $5.56
Retiree + Child(ren) $6.13 $11.12
Retiree + Spouse $5.82 $10.57
Retiree + Spouse + Child(ren) $9.01 $16.35
Spouse Only $3.07 $5.56
One Child Only $3.07 $5.56
Two or More Children Only $6.13 $11.12
Spouse + Children Only $6.13 $11.12
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Covered Vision Services

Here is a comparison of discounts, copays and allowed amounts for 2018 under the vision options. Copays represent what the
member pays. Allowances and percentage discounts represent the cost the carrier will cover.

BASICPLAN EXPANDED PLAN

Routine Eye Exam $0 copay $10 copay
Retinal Imaging Benefit $39 copay $39 copay
Frames $55 allowance; $150 allowance;
20% discount off balance above the allowance 209% discount off balance above the allowance
Eyeglass Lenses (includes plastic or glass)
- Single $0 copay $0 copay
- Bifocal, trifocal, lenticular $0 copay $0 copay
- Standard progressive Lens $55 allowance; 20% off balance over $55; not to $50 copay
exceed $65 out-of-pocket
- Premium progressive Lens $55 allowance; 20% off balance over $55; not to $50-140 copay [
exceed $105 out-of-pocket
Eyeglass Lens Options (upgrades) 20% discount off all options with out-of-pocket not
to exceed amount shown below
« Anti-reflective Up to $40 $40 copay
- Polycarbonate Adults $35; Children $0 Adults $30; Children $0
« Photochromic Upto $70 20% off retail price; not to exceed $70 out-of-pocket
« Scratch resistance coating $0 $0 copay
« UV coating Upto$15 $10 copay
- Tints Upto $15 $15 copay
- Polarized Upto $75 20% off retail; not to exceed $75 out-of-pocket
- Premium anti-reflective Up to $55 $40-69 copay (1!
- Scratch protection plan: single vision/multifocal $20 copay/$40 copay $20 copay/$40 copay
lenses
- All other eyeglass lens options 20% discount
Exam for Contact Lenses (fitting and evaluation) 20% discount off retail price $50-60 copay

Contact Lenses (2

« Elective

Conventional or disposable $55 allowance; 20% off balance over $55 $140 allowance; 20% off balance over $140
- Medically necessary U $155 allowance; 20% off balance over $155 covered at 100%
LASIK/Refractive Surgery (for select providers) 15% discount off retail price or 15% discount off retail price or

5% off promotional price 5% off promotional price

Out-of-Network Benefits
« All eye exams $35 allowance up to $50 allowance
- Frames up to $55 allowance (frames and lenses combined) up to $75 allowance
- Eyeglass lenses

« Single vision up to $35 allowance

- Lined bifocal up to $55 allowance

- Lined trifocal up to $70 allowance
« Elective contacts (conventional or disposable) $30 allowance up to $55 allowance
- Medically necessary contacts $80 allowance up to $200 allowance
« Lens options-UV, polycarbonate, photochromic/ up to $10 allowance

transitions plastic

Frequency
- Eye exam once every calendar year per person once every calendar year per person
- Eyeglass lenses and contacts once every calendar year per person once every calendar year per person
- Frames once every two calendar years per person once every two calendar years per person

[1] Copays for premium progressive lens and premium anti-reflective coating are subject to change
[2] Instead of eyeglass lenses
[3] If medically necessary as first contact lenses following cataract surgery or multiple pairs of rigid contact lenses for treatment of keratoconus



Dental benefits

The state offers two voluntary dental insurance plans to eligible
retirees*:

Prepaid Dental Plan (Cigna Dental Health Maintenance
Organization — DHMO) provides services at fixed copay
amounts paid by the member. A narrow network of
participating Cigna general dentists and specialists must be
used to receive benefits.

Dental Preferred Provider
Organization (DPPO —
MetLife) provides services

with coinsurance paid by the
member and MetLife. Any
dentist may be used to receive
benefits, but you will pay less if
you use an in-network provider.

Dental questions?

Call or go online

Cigna DHMO: 800.997.1617 or
cigna.com/stateoftn

+ No deductibles to meet, no claims to file, no waiting
periods, no annual dollar maximum.

« Pre-existing conditions are covered.
« Referrals to specialists are required.

« Orthodontic treatment is not covered if the treatment plan
began prior to the member’s effective date of coverage
with Cigna.

« Premiums will increase by 3.5% in 2018.

DPPO — MetlLife
¢ The network is PDP.

« You can use any dentist, but you
receive maximum benefits when
visiting an in-network MetLife DPPO
provider. Deductible applies for basic
and major dental care.

« You pay coinsurance for basic, major,
orthodontic and out-of-network
covered services.

MetLife DPPO: 855.700.8001 or

Prepaid (DHMO) Plan —
Cigna

« The network is Cigna
Dental Care DHMO.

- You must select a general dentist from the Prepaid
(DHMO) Dental Plan list and let Cigna know of your choice.

» You may select a network pediatric dentist as the
network general dentist for your dependent child
under age seven. At age seven, you must switch the
child to a network general dentist or pay the full
charge from the pediatric dentist.

« You must use your selected general dentist to receive
benefits. There may be some areas in the state where
network general dentists are limited or not available.
Before enrolling, be sure to carefully check the network for
your location.

» With the prepaid dental plan, you may be able to
cancel this coverage if you enroll and later there are
no network general dentists within 40 miles of your
home.

+ You pay copays for dental treatments.

2018 Monthly Dental Premiums

metlife.com/StateOfTN

« You or your dentist will file claims for
covered services.

- Some services (e.g., crowns,

dentures, implants and complete or

partial dentures) require a six-month
waiting period from the member’s coverage start date
before benefits begin.

« There is a 12-month waiting period from the member’s
coverage start date on replacement of a missing tooth and
for orthodontics.

« Referrals to specialists are not required.

« Pre-treatment estimates are recommended for more
expensive services.

- Dental treatment in progress at time of member’s effective
date with MetLife may have pro-rated benefits under the
MetLife plan.

o Premiums will increase by 3.6% in 2018.

Your dental health is
an important part of
your overall health!

CIGNA METLIFE
PREPAID PLAN DPPO PLAN

RETIREE PARTICIPANTS

Retiree Only $14.79 $29.92
Retiree + Child(ren) $30.71 $68.80
Retiree + Spouse $26.22 $56.61

Retiree + Spouse + Child(ren) $36.02 $110.76

*Eligible retirees are those receiving a monthly pension from the Tennessee Consolidated Retirement
System or an optional retirement plan retiree from the University of Tennessee or a TBR higher

education agency.




Covered Dental Services

Here is a comparison of deductibles, copays and your share of coinsurance for 2018 under the dental options.
Costs represent what the member pays.

CIGNA PREPAID OPTION METLIFE DPPO OPTION
COVERED SERVICES GENERAL DENTIST | SPECIALIST DENTIST IN-NETWORK OUT-OF-NETWORK
Annual Deductible none $25single; $75 family, | $100 single; $300 family,
per policy year [" per policy year [V
Annual Maximum Benefit none $1,500 per person, per policy year
Pre-existing Conditions covered some exclusions
Office Visit $10 copay 17 no charge 20% of MAC
Periodic Oral Evaluation no charge no charge 20% of MAC
Routine Cleaning — Adult no charge no charge 20% of MAC
Routine Cleaning — Child no charge $15 copay no charge 20% of MAC
X-ray — Intraoral, Complete Series no charge $5 copay no charge 20% of MAC
Amalgam (silver) Filling $8 copay $10 copay 20% of MAC 40% of MAC
Permanent teeth
Endodontics — Root Canal Therapy Molar $125 copay $600 copay 20% of MAC 40 % of MAC
(excluding final restoration)
Major Restorations — Crowns $200 copay, plus lab fees & 50% of MAC
Extraction of Erupted Tooth (minor oral surgery) $15 copay $70 copay 209% of MAC 40% of MAC
Removal of Impacted Tooth — Complete Bony $100 copay $120 copay 50% of MAC
(complex oral surgery)
Dentures — Complete Upper $310 copay, plus lab fees &/ 50% of MAC !
Orthodontics $140 monthly copay for treatment equal or less than 50% of MAC
24 months. Then, full charge.[®!
+ Annual Deductible none none
« Lifetime Maximum $3,360 copay (5140 x 24 months) for treatment fee $1,250 &1
only. Then, member pays full charge after initial 24
months. (¢
- Waiting Period none 12 months
+ Age Limit none uptoage 19

MAC—Maximum Allowable Charge is the lesser of the amount charged by the dentist or the maximum payment amount that in-network dentists have

agreed to accept in full for the dental service. When a participant receives dental services from an out-of-network provider, MetLife will reimburse a

percentage of the MAC. The participant is then responsible for everything over the percentage of MAC reimbursed up to the charge submitted by the

out-of-network dentist.

The benefits listed are a sample of the most frequently utilized dental treatments. Refer to vendor materials for complete information on coverage,

limitations and exclusions.

[1] Does not apply to diagnostic and preventive benefits such as periodic oral evaluation, cleaning and x-ray.
[2] A charge may apply for a missed appointment when the member does not cancel at least 24 hours prior to the scheduled appointment.
[3] Members are responsible for additional lab fees for these services.

]
]

[4] A six-month waiting period applies.
]

[5] The orthodontics lifetime maximum is for a dependent member enrolled in the state group dental insurance program even if the member has been

covered under different employing agencies.

[6] Additional copays apply for specific orthodontic procedures. Orthodontic treatment after a member’s effective date will not be covered under the

Cigna plan if it began prior to the member’s effective date.
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Legal notices

Anti-Discrimination and Civil Rights Compliance

Benefits Administration does not support any practice that excludes
participation in programs or denies the benefits of such programs
on the basis of race, color, national origin, sex, age or disability in its
health programs and activities. If you have a complaint regarding
discrimination, please call 1-866-576-0029.

If you think you have been treated in a different way for these reasons,
please mail this information to Benefits Administration:

+ Your name, address and phone number. You must sign your
name. (If you write for someone else, include your name, address,
phone number and how you are related to that person, for
instance wife, lawyer or friend.)

+ The name and address of the program you think treated you in a
different way.

« How, why and when you think you were treated in a different
way.

+ Any other key details.

Mail to: State of Tennessee, Benefits Administration, Civil Rights
Compliance, Department of Finance and Administration, 19th Floor,
312 Rosa L. Parks Avenue, William R. Snodgrass Tennessee Tower,
Nashville, TN 37243-1102

Need free language help? Have a disability and need free help or an
auxiliary aid or service, for instance Braille or large print? Please call
1-866-576-0029.

You may also contact the: U.S. Department of Health & Human
Services - Region IV Office for Civil Rights, Sam Nunn Atlanta Federal
Center, Suite 16T70, 61 Forsyth Street, SW, Atlanta, Georgia 30303-
8909 or 1-800-368-1019 or TTY/TDD at 1-800-537-7697

If you speak a language other than English, help in your language is
available for free. (see inside back cover)

The Notice of Privacy Practice

Your health record contains personal information about you and your
health. This information that may identify you and relates to your past,
present or future physical or mental health or condition and related
health care services is referred to as Protected Health Information
(PHI). The Notice of Privacy Practices describes how we may use and
disclose your PHI in accordance with applicable law, including the
Health Insurance Portability and Accountability Act (HIPAA), including
Privacy and Security Rules. The notice also describes your rights

regarding how you may gain access to and control your PHI.

We are required by law to maintain the privacy of PHI and to provide
you with notice of our legal duties and privacy practices with respect
to PHI. We are required to abide by the terms of the Notice of Privacy
Practices. The Notice of Privacy Practice is located on the Benefits
Administration website at https://www.tn.gov/finance/section/
fa-benefits. You may also request the notice in writing by emailing
benefits.privacy@tn.gov.
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Prescription Drug Coverage and Medicare

Medicare prescription drug coverage became available in 2006 to
everyone with Medicare. By law, we are required to inform plan
members of this coverage yearly. You can find a copy of the required
notice regarding your options on the Benefits Administration website.

If you are actively employed or a pre-65 retiree enrolled in health
coverage, you have pharmacy benefits. You do not need to enroll in
Medicare prescription drug coverage regardless of your age. Once
your retiree group health coverage terminates due to becoming
Medicare eligible you may want to enroll in Medicare prescription
drug coverage if you need pharmacy benefits.

Summary of Benefits and Coverage

As required by law, the State of Tennessee Group Health Plan

has created a Summary of Benefits and Coverage (SBC). The SBC
describes your 2018 health coverage options. You can view it online
at tn.gov/finance/article/fa-benefits-sbc or request that we send
you a paper copy free of charge. To ask for a paper copy, call Benefits
Administration at 855.809.0071.

Plan Document

The information contained in this decision guide provides a detailed
overview of the benefits available to you through the State of
Tennessee. More information is contained within the formal plan
documents. If there is any discrepancy between the information in
this guide and the formal plan documents, the plan documents will
govern in all cases. You can find a copy on the Benefits Administration
website at tn.gov/finance/article/fa-benefits-publications.

Other Publications

In addition to the documents mentioned above, the Benefits
Administration website contains many other important publications
at tn.gov/finance/article/fa-benefits-publications, including, but not
limited to, a sample basic term life/basic AD&D certificate, sample
optional AD&D certificate, Medicare supplement plan document,
brochures and handbooks for medical, pharmacy, dental, vision, life
insurance and the Medicare supplement.

Eligibility Information

The following dependents are eligible for coverage:

+ Alegally married spouse

» Natural or adopted children

« Stepchildren

+ Children for whom you are the legal guardian

« Children for whom the plan has qualified medical child support
orders

Individuals not eligible for coverage as a dependent:

« Ex-spouse (even if court ordered)

« Parents of the retiree or spouse (with the exception of long-term
care)

- Foster children

- Children over age 26 (unless they meet qualifications for
incapacitation/disability)

+ Live-in companions who are not legally married to the retiree



STATE OF TENNESSEE GROUP INSURANCE PROGRAM
ANNUAL ENROLLMENT APPLICATION FOR RETIREE PARTICIPANT

State of Tennessee « Department of Finance and Administration « Benefits Administration
312 Rosa L. Parks Avenue, 19th Floor « Nashville, Tennessee 37243 - 800.253.9981 - fax 615.741.8196

PARTNERS
FOR HEALTH

PART 1: RETIREE INFORMATION

D Limited PPO (local education
and local government only)

LAST NAME FIRST NAME Ml SOCIAL SECURITY NUMBER OR EDISON ID
DATE OF BIRTH GENDER MARITAL STATUS ARE YOU THE SURVIVING SPOUSE OF A AGENCY RETIRED FROM
DECEASED RETIREE?
Um Qr Uves UNo
HOME ADDRESS CITYy ST ZIP CODE COUNTY

PART 2: HEALTH COVER

D Add D Retiree | SELECT A BENEFIT OPTION SELECT A CARRIER SELECT A PREMIUM LEVEL

() change 1 spouse (L] Premier PPO (L] BlueCross BlueShield | [_] retiree only (] spouse ONLY

] cancel Q child () standard PPO Network S (] retiree + child(ren) (U child(ren) ONLY
: () CDHP/HSA or Local CDHP/HSA | [ Cigna LocalPlus [ retiree + spouse O spouse +

D Cigna Open Access

(U retiree + spouse + child(ren) child(ren) ONLY

(surcharge applies)

PART 3: DENTAL COVERAGE SELECTION

) Add [ Retiree SELECT PLAN
O change [ Spouse [ MetLife DPPO
D Cancel D Child D Cigna Prepaid DHMO

| PART 4:VISION COVERAGE SELECTION (must be on health coverage)

Q) Add O Retiree SELECT PLAN
() change 1[4 spouse ] Basic
Qcancel 1 [ child (] Expanded

SELECT A PREMIUM LEVEL

D retiree only
D retiree + child(ren)

D retiree + spouse

D retiree + spouse + child(ren)

SELECT A PREMIUM LEVEL

D retiree only
D retiree + child(ren)

D retiree +spouse

D retiree + spouse + child(ren)
D spouse ONLY

(] child(ren) ONLY

D spouse +child(ren) ONLY

PART 5: DEPENDENT INFORMATION — LIST ALL DEPENDENTS YOU WISH TO COVER (3

SOCIAL SECURITY NUMBER NAME (LAST, FIRST, MI) BIRTHDATE GENDER RELATIONSHIP AISAQ_FJEIEE HEALTH [ DENTAL | VISION
dOm Qr I I I
dOm Qr I I I
dOm Qr I I I

*The acquire date is the date of marriage, birth, adoption or guardianship.
PROOF OF A DEPENDENT'S ELIGIBILITY MUST BE SUBMITTED WITH THIS A
D A separate sheet with more dependents is attached

| confirm that all of the information above is true. | know that | can lose my i
charges. If my dependents lose eligibility, | know that | must tell Benefits Ad
the plan back for all of my dependent’s healthcare bills. Finally, | authorize h
records for me and my dependents.

PART 6: RETIREE AUTHORIZATION

PPLICATION FOR ALL NEW DEPENDENTS.

nsurance if | give false information. | may also face disciplinary and legal
ministration within one calendar month. If | do not, then | will have to pay
ealthcare providers to give my insurance carrier the medical and insurance

RETIREE SIGNATURE

DATE

HOME PHONE

Complete in bl

ue or black ink

Completed form must be postmarked or faxed to Benefits Administration by 10/27/17 — Attention: Retirement

FA-1041 (rev 7/17)
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Dependent Eligibililty Definitions and Required Documentation

TYPE OF
DEPENDENT

DEFINITION

REQUIRED DOCUMENT(S) FOR VERIFICATION

Spouse A person to whom the participant is legally married | You will need to provide a document proving marital relationship AND a document
proving joint ownership
Proof of Marital Relationship
« Government issued marriage certificate or license
« Naturalization papers indicating marital status
Proof of Joint Ownership
« Bank Statement issued within the last six months with both names; or
« Mortgage Statement issued within the last six months with both names; or
« Residential Lease Agreement within the current terms with both names; or
« Credit Card Statement issued within the last six months with both names; or
« Property Tax Statement issued within the last 12 months with both names; or
« The first page of most recent Federal Tax Return filed showing “married filing
jointly” (if married filing separately, submit page 1 of both returns) or form 8879
(electronic filing)
If just married in the previous 12 months, only a marriage certificate is
needed for proof of eligibility
Natural (biological) | A natural (biological) child The child’s birth certificate; or
child underage 26 Certificate of Report of Birth (DS-1350); or
Consular Report of Birth Abroad of a Citizen of the United States of America (FS-
240); or
Certification of Birth Abroad (FS-545)
Adopted child under | A child the participant has adopted or is in the Court documents signed by a judge showing that the participant has adopted the
age 26 process of legally adopting child; or

International adoption papers from country of adoption; or

Papers from the adoption agency showing intent to adopt

Child for whom the

A child for whom the participant is the legal

Any legal document that establishes guardianship

participant is legal | guardian
guardian
Stepchild under Astepchild Verification of marriage between retiree and spouse (as outlined above) and birth
age 26 certificate of the child showing the relationship to the spouse; or
Any legal document that establishes relationship between the stepchild and the
spouse or the member
Child for whom the | A child who is named as an alternate recipient with | Court documents signed by a judge; or
plan has receiveda | respect to the participant under a qualified medical . .
qualified medical child support order (QMCSO) Medical support orders issued by a state agency
child support order
Disabled dependent | A dependent of any age (who falls under one of the | Documentation will be provided by the insurance carrier at the time incapacitation
categories previously listed) and due to a mental is determined
or physical disability, is unable to earn a living. The
dependent’s disability must have begun before age
26 and while covered under a state-sponsored plan.
1/2016
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Never send original documents. Please mark out or black out any social security numbers
and any personal financial information on the copies of your documents BEFORE you send them.




Contacts

BENEFITS CONTACT PHONE WEBSITE
Plan Administrator Benefits Administration 800.253.9981 or 615.741.3590 — tn.gov/finance/section/fa-henefits
M-F, 8-4:30 partnersforhealthtn.gov
Health Insurance BlueCross BlueShield of Tennessee 800.558.6213 — M-F, 7-5 bcbst.com/members/tn_state
Cigna 800.997.1617 — 24/7 cigna.com/stateoftn
Health Savings Account PayFlex 855.288.7936 — M-F, 7-7; Sat, 9-2 stateoftn.payflexdirect.com
Pharmacy Benefits CVS/caremark 877.522.8679 — 24/7 info.caremark.com/stateoftn
Behavioral Health, Substance Abuse and Optum Health 855.HEREATN — 24/7 here4TN.com
Employee Assistance Program (855.437.3486)
Wellness Program TBD TBD TBD
Dental Insurance (igna 800.997.1617 — 24/7 cigna.com/stateoftn
MetLife 855.700.8001 — M-F, 7-10 metlife.com/StateOfTN
Vision Insurance Davis Vision 800.208.6404 — M-F, 7-10, Sat, 8-3 | davisvision.com/stateofTN
Sun, 11-3
Basic Client Code: 8155
Expanded Client Code: 8156
Long-term Care Insurance MedAmerica 866.615.5824 — M-F, 7:30-5 [tc-tn.com

Follow us on social media

o Y
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If you speak a language other than English, help in your language is available for free. This tells you how to get help in a language

other than English.

ATENCION: si habla espafiol, tiene a su disposicién servicios gratuitos de asistencia

linguistica. Llame al 1-866-576-0029 (TTY: 1-800-848-0298).
866 (» 3)-576-0029- 4k sl | 3 SEnay 5y Sfedal Mol Al s sela JAgeal 1y 88 5l glac log Jealla 501

.(800-848-0298- il & pallaSy g1

28 MECERRRIX EUREREGESEUNRE. FRE

1-866-576-0029 (TTY:1-800-848-0298)

CHU Y: N&u ban néi Tiéng Viét, c6 cac dich vy ho tro ngdn nglt mién phidanh cho

ban. Goi s8 1-866-576-0029 (TTY:1-800-848-0298).

FOl: 3R E MESHAE ER, A XA MHASE REZ 0|85t & &L CH

1-866-576-0029 (TTY: 1-800-848-0298) H e 2 H3ztd) FHUA| L2,

ATTENTION : Si vous parlez frangais, des services d’aide linguistique vous sont

proposés gratuitement. Appelez le 1-866-576-0029 (ATS : 1-800-848-0298).

Nisongen mwohmw ohte, komw pahn sohte anahne kawehwe mesen nting me koatoantoal kan ahpw wasa me ntingie [Lokaiahn Pohnpei] komw
kalangan oh ntingidieng ni lokaiahn Pohnpei. Call 1-866-576-0029 (TTY: 1-800-848-0298).

MAFOF: PTITIGE $1% ATICT NPT PTCFID ACEF SCEFTI NIR ALTHPH +HIE+PA: B2 TN+AD-

&Ml 220 A 1-866-576-0029 (TPNTYF A+ATT M- 1-800-848-0298).

ACHTUNG: Wenn Sie Deutsch sprechen, stehen lhnen kostenlos sprachliche

Hilfsdienstleistungen zur Verfligung. Rufnummer: 1-866-576-0029 (TTY: 1-800-848-0298).

el %) A A lell ollatedl €L, ol [+1:es el ve 2 Adiz dHRL UL Guded 8, §lol 53

1-866-576-0029 (TTY:1-800-848-0298)

EREE: BXRFBEESINSEES. BHOEEXEZT CHNRVVEETEY.,

1-866-576-0029 (TTY:1-800-848-0298) FT. HEFICTTEME L&,

PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika

nang walang bayad. Tumawag sa 1-866-576-0029 (TTY: 1-800-848-0298).

YT S Y A1 g dl dlerd § mdl 31Uk foru qusd Hm HNT Hgridl ddid Juees 6 1n

1-866-576-0029 (TTY: 1-800-848-0298) TR /e il |

BHUMAHME: Ecnu Bbl rOBOPWTE Ha PYCCKOM A3bIKE, TO BaM AOCTYMHbI 6ecnnaTHble YCayru nepeeoga. 3eoHnTe 1-866-576-0029 (tenetain: 1-800-
848-0298).
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