
CVT Plan Matrix for LEA Bargaining Unit Members as Self-Paid Retirees: 
2005/2006 

 
On March 21, 2005 the bargaining unit members of the Livermore Education Association voted 
to change our medical, vision and dental plans to a new administrator, the Central Valley Trust 
(CVT).  Since then, our LEA Health Care Committee and the LVJUSD District Office have been 
working behind the scenes with the Central Valley Trust to get new health plans in place for the 
2005-2006 school year.  
 
Retiree health plans are tied to the health plans offered to active members. 
 
Our existing plans will continue through September 30, 2005.  You will not see any changes to 
your plans until October 1, 2005.  To ensure that all active members and retirees are ready for 
their new plans, we are beginning preparations months ahead of time. 
 
Some key significant changes to our health care coverage include: 
 
1) Self-Paid retirees will be paying their contribution to the LEA Retiree Trust Administrator, McMullan 
and Associates or directly to the Central Valley Trust. 
 
2) Medical, vision, and dental plans for retirees are based on a tiered rate structure.  
 
3) Retirees have a choice as to participate in any or all medical, dental, and vision plans so long as they 
have not had a break in coverage. Once coverage is terminated, you may not return to a plan. 
 
4) There are eight plan designs to choose from for Self-Paid Retirees including six different Preferred 
Provider Organization (PPO) plans, two Kaiser Senior Advantage Health Maintenance Organization 
(HMO) plans and one Pacificare Secure Horizons HMO plan..  
 
5) All retirees currently using any district-based plans must complete new enrollment forms by September 
10, 2005 in order to avoid their cancellation of coverage by the carrier. 
   
6) Blue Cross subscribers will not be served by Blue Cross/Blue Shield for the first year of participation 
in CVT. They will have the option of Interplan PPO during the first year of service if they are located in 
California or Nevada or the CCN PPO Network if they are located outside of California and Nevada. 
 
 
 
 
There will be a Health Care Faire Thursday & Friday; August 25-26, 2005 from 11:00AM – 
5:00PM at the District Office Board Room to provide more information and assistance with 
enrollment forms. The open enrollment period will be August 10, 2005 through September 10, 
2005 and our new plans will take effect October 1, 2005. 
 
If you have any questions, please don’t hesitate to contact me at 925-447-1199 or via e-mail at 
president@livermoreteachers.org 
We will also be posting up-to-date information as it becomes available on the LEA website at 
www.livermoreteachers.org 



Central Valley Trust Welcomes Self-Paying Retirees  
of Livermore Educators Association 

 
Effective October 1, 2005, Central Valley Trust (CVT) will be the new administrator of your 
health insurance.  Self-paying retirees will continue to pay their contribution to the LEA Retiree 
Trust Administrator, McMullan and Associates or for those not eligible for the LEA Trust, 
directly to CVT**.  Please read the following guidelines and eligibility requirements for self-
paid retirees. 
 
Who qualifies as a CVT self-paid retiree? 
Retired employees of a newly participating group or subscribers who retire after October 1, 2005 
may enroll directly with CVT when their status as an Option I retiree ends.  You may also enroll 
as a CVT self-paid retiree if you qualify as a retiree under STRS or are the surviving spouse of a 
district or self-paid retiree.  If you do not qualify as a retiree, you and/or your spouse may be 
eligible for coverage under COBRA.  Please contact CVT’s Member Services Department (800) 
288-9870 for further information regarding COBRA. 
 
What Plan Options are available? 
 
The attached comparison sheet details the plan options for your consideration.  If you choose to 
enroll, please complete a Central Valley Trust-Group Enrollment Form and designate your plan 
selection.  Please note that these are full benefit plans and are designed to coordinate with your 
Medicare benefits for those over age 65.   
 
If you opt to enroll in Kaiser or PacifiCare HMO, please complete the required Kaiser/PacifiCare 
Enrollment Form as well as the Central Valley Trust-Group Enrollment Form.  You must live in 
either a Kaiser or PacifiCare approved zip code in order to elect these plans.  Subscribers and/or 
their spouse who have reached age 65 are also required by Kaiser to enroll in the Senior 
Advantage Program and by PacifiCare to enroll in the Secure Horizons Program.   
 
What Prescription Benefits are available? 
 
If you enroll in a PPO plan option, prescription benefits are provided by the Caremark network.  
All CVT plans have a co-payment on prescriptions.  The prescription benefits are specifically 
designed to encourage maximum cost containment through the use of generics.  Caremark 
pharmacies use electronic billing and have participating pharmacies nation-wide.   
 
All PPO plans include a generic drug co-payment, preferred brand drug co-payment and non-
preferred brand drug co-payment for a 30-day supply.  The mail-order service for these plans 
will allow you to order a 90-day supply of medication for a different co-payment.  Please refer to 
the PPO plan matrix for co-payment amounts. 
 
The Kaiser HMO and PacifiCare plan options include pharmacy coverage to also include a mail-
order program.   



 
What other benefits are available? 
 
If you are currently enrolled in a Delta Dental program as an active employee or a district-paid retiree, 
you may continue your DENTAL COVERAGE as a self-paid retiree.  Participation must be continuous 
and you may not have a break in coverage.  Should dental coverage ever be terminated, you may not re-
enroll.   
 
If you are currently enrolled in Vision Service Plan as an active employee or a district-paid retiree, you 
may continue your VISION COVERAGE as a self-paid retiree.  Participation must be continuous and 
you may not have a break in coverage.  Should vision coverage ever be terminated, you may not re-
enroll.   
 
The Employee Assistance Program (EAP) is also available for purchase.  Please refer to the descriptive 
flyer for information regarding this program. 
 
 
Termination of coverage 
 
Self-paid retirees who voluntarily terminate a coverage, (health, dental or vision) may not re-enroll at a 
later date.  Participation in CVT programs must be continuous and you may not have a break in 
coverage.  Self-paid retirees are allowed to purchase coverage as long as their school district remains 
with the Central Valley Trust. 
 
 
What are the CVT Medicare requirements? 
 
For retiree coverage under all CVT health plans, our Medicare requirements are as follows.  If the retiree 
or spouse is age 65 or over, he or she must be enrolled in at least Medicare “Part B.”  If the retiree, or 
spouse, is eligible for Medicare “Part A,” he or she must also enroll in Medicare “Part A.” 
 
Please note that if the retiree, or spouse, is not eligible for Medicare “Part A,” it is not necessary to 
enroll in “Part A,” but it is a CVT eligibility requirement that the retiree, or spouse, must be enrolled in 
at least Medicare “Part B” at age 65. 
 
CVT requires a photocopy of the Medicare Cards for both subscriber and/or spouse. 
 
In addition, under Kaiser and PacifiCare, if you and your spouse are AGE 65 OR OVER, Kaiser and 
PacifiCare REQUIRE the completion of a Senior Advantage Enrollment Form or Secure Horizons form.  
Kaiser and PacifiCare require Medicare Part A and Part B to enroll in Senior Advantage or Secure 
Horizons.  You may not enroll in Senior Advantage or Secure Horizons if you reside outside of the 
Kaiser or PacifiCare service area. 
When will I receive my identification cards? 
 
After your enrollment process is completed, you will receive your CVT PPO/Caremark Card, Kaiser ID 
Card, PacifiCare Card and/or your CVT Dental Card closer to the effective date. 



When will I be notified of possible rate changes? 
 
You will be notified during the month of August of any plan or rate changes for the next plan year.  The 
"window" for plan changes occurs during the month of September for an effective date of October 1st.  
At that time, you will be allowed to choose from the various plans that the Central Valley Trust has to 
offer or to remain on your current plan. 
 
 
How do I enroll in Central Valley Trust? 
 
 1) To enroll in our CVT PPO Plans: 
 
Please fill out the enclosed Central Valley Trust-Group Enrollment Form completely, designate which 
plan you have selected in the “BENEFIT PLAN SELECTION” box and make sure the form is signed.  
If you or your spouse has Medicare, please enclose a copy of your Medicare Cards. 
 
 2) To enroll in our CVT HMO Plans: 
 
Please fill out both the enclosed Central Valley Trust-Group Enrollment Form and the Kaiser or 
PacifiCare HMO enrollment form, (whichever is applicable); completely; making sure both forms are 
signed. 
 
Be sure to include copies of your Medicare Cards for both you and your spouse if applicable. 
 

 3) To continue your Delta Dental coverage: 
 
If you were enrolled in dental as an active employee or district-paid retiree, you may enroll in our dental 
program as a self-paid retiree.  Please complete the enclosed Central Valley Trust-Group Enrollment 
Form making sure the form is signed.  Check “DELTA DENTAL” in the “BENEFIT PLAN 
SELECTION” box.  Be sure to include the dental premium as part of your deposit.  Enclose your check 
for the deposit and first month's premium. 
 
 4) To continue your VSP coverage: 
 
If you were enrolled in vision as an active employee or district-paid retiree, you may continue your 
vision coverage as a self-paid retiree.  Please complete the enclosed Central Valley Trust-Group 
Enrollment Form making sure the form is signed. Check “VSP” in the “BENEFIT PLAN SELECTION” 
box. Be sure to include the vision premium as part of your deposit.  Enclose your check for the deposit 
and first month's premium. 
 
 5) To enroll in the Employee Assistance Program: 
 
To enroll in the EAP Program, check “EAP” in the “BENEFIT PLAN SELECTION” box indicated on 
the Central Valley Trust-Group Enrollment Form.    
 



As a final note: 
 
We hope this format of our Self-Paid Retiree Guidelines has helped you with your coverage questions.  
Central Valley Trust wishes to provide our retirees the best benefits at the most reasonable cost possible.  
Your comments, suggestions, and input are always welcome. 
 
Please remember that we are only a phone call away.  Questions regarding these Guidelines, the 
completion of your enrollment forms or CVT Medicare requirements may be directed to: 
 
 

CVT MEMBER SERVICES DEPARTMENT 
(800) 288-9870 

 
  
**Self-Paid Retirees who are eligible to participate in the LEA Trust Fund through 
McMullan and Associates may pay CVT directly 
 
When are my monthly payments due? 
 
Payments for retiree accounts are always due on the first of each month and are considered delinquent 
after the tenth of that month.  A billing statement is sent to you on the 20th of each month.  CVT offers 
the convenience of an Automatic Payment Plan.  Simply complete the Automatic Payment Plan 
Authorization Form and submit it to CVT. 
 
What are my “deposit” requirements? 
 
Under this direct arrangement with the Trust, self-paid retirees are required to pay one month's premium 
plus a "deposit" in the same amount.  The deposit is held in your account as a safeguard against 
cancellation for late payment of premium and, should you decide to leave the Trust in the future, is fully 
refundable or may be used as your last month's premium.  Please note that the deposit must always equal 
one month's total premium and is adjusted annually to correspond with current rates.  
 
Delinquent payments- Failure to keep your account in a current status could result in cancellation.  
 
Please note that payments are always due during the current month of coverage.  If you are running late, 
please call the CVT Financial Services Department and make arrangements.  If, for example, your 
March payment is not received during the month of March, your "deposit" may be transferred and 
applied to the month of March.  You would then be responsible to pay premium for the month of April 
and reestablish your "deposit" or your account would be terminated March 31st without possibility of 
reinstatement.  
 
If your coverage is terminated, you will be held responsible for all claims incurred after the date of 
termination. 

 



  

Livermore Education Association / Central Valley Trust 
2005-2006 Health Care Rates 

 
Self Paid Retirees 

 
Because Self Paid Retirees have a wide variety of options and needs, the rates for 
medical, vision and dental are rated in three separate sections. To find your complete 
total, please use the handy chart below: 
 
My Health Care Choice ___________________ Monthly Cost __________________ 

My Dental Care Choice ___________________ Monthly Cost __________________ 

My Vision Care Choice ___________________ Monthly Cost __________________ 

 
 Total Monthly Cost __________________ 
 
 
 
 



Under Age 
65

Medicare     
A & B

Medicare A 
Only

Medicare B 
Only

Without 
Medicare Rx

Retiree Only $540.75 $258.53 $438.78 $447.02 $865.20 $108.15
Retiree + One $928.03 $548.99 $911.55 $929.06 $1,759.24 $186.43
Retiree + Family $1,173.17 $792.07 $1,157.72 $1,175.23 $2,007.47 $236.90

Retiree Only $487.49 $232.78 $401.70 $412.00 $801.34 $108.15
Retiree + One $853.87 $501.61 $839.45 $854.90 $1,632.55 $186.43
Retiree + Family $1,081.50 $724.09 $1,063.99 $1,082.53 $1,861.21 $236.90

Retiree Only $451.14 $208.06 $363.59 $372.86 $734.39 $108.15
Retiree + One $777.65 $449.08 $764.26 $778.68 $1,499.68 $186.43
Retiree + Family $982.62 $650.96 $968.20 $983.65 $1,707.74 $236.90

Retiree Only $393.46 $174.07 $315.18 $323.42 $648.90 $108.15
Retiree + One $678.77 $382.13 $666.41 $679.80 $1,330.76 $186.43
Retiree + Family $857.99 $559.29 $844.60 $859.02 $1,511.01 $236.90

Retiree Only $287.37 $112.27 $225.57 $231.75 $491.31 $108.15
Retiree + One $495.43 $259.56 $485.13 $495.43 $1,014.55 $186.43
Retiree + Family $625.21 $388.31 $615.94 $628.30 $1,147.42 $236.90

Retiree Only $370.80 N/A N/A N/A $551.05 N/A
Retiree + One $638.60 N/A N/A N/A $1,095.92 N/A
Retiree + Family $807.52 N/A N/A N/A $1,266.90 N/A
Note: Plan 12 includes Rx benefits in the above rates.

*         

OCTOBER 1, 2004 - SEPTEMBER 30, 2005

                   $15 / $60 / $90 MAIL ORDER COPAY (90-DAY SUPPLY)

NEW PRESCRIPTION PLAN:

►
 I
M
P
O
R
T
A
N
T

       PRESCRIPTION  PLAN C -- $7 / $25 / $40 RETAIL CO-PAY (30-DAY SUPPLY)

EACH SUBSCRIBER AND THEIR DEPENDENT MUST INCLUDE PRESCRIPTION -- THE RATES FOR THE 
PRESCRIPTION PLAN ARE IN THE RX COLUMN.  EXAMPLE:   SUBSCRIBER (MEDICARE A/B-PLAN 1) 
=$258.53 PLUS SPOUSE (UNDER 65-PLAN 1) = $540.75 PLUS RX RETIREE + ONE) = $186.43 -- TOTAL 
PAYMENT DUE = $985.71

CENTRAL VALLEY TRUST
Livermore Education Assoc. HEALTH PLANS

SELF-PAID RETIREES (including 3% surcharge)
REGION 2 - NEW

REMEMBER:  YOU MUST MEET YOUR DEDUCTIBLE AND COINSURANCE  BEFORE THIS  PLAN 
BEGINS TO PAY.

Plan 10*

Plan 8*

Plan 1

Plan 4*

Plan 6*

Plan 12*
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CVT SELF-PAID RETIREE PPO HEALTH PLANS 
2005 / 2006 

 

 
BENEFIT 

 
PLAN 1C 

 
PLAN 4C 

 
PLAN 6C 

 
PLAN 8C PLAN 10C 

 
MAJOR MEDICAL* 

 
Deductible:   0 
Coinsurance:   100% 
 

 
Deductible: $100  Ind / $300 
family 
Coinsurance: 90/10 
Out-of-Pocket Max: $300 per 
person + deductible 

 
Deductible: $250  Ind / $750 
family 
Coinsurance  80/20 
Out-of-Pocket Max: $1,000 per 
person + deductible 

 
Deductible: $500  Ind / $1,500 
family 
Coinsurance  80/20 
Out-of-Pocket Max:  $2,000 per 
person + ded 

Deductible: $2,000 Ind / $6,000 
family 
Coinsurance: 80/20 
Out-of-Pocket Max: $4,000 per 
person + deductible 

LIFETIME MAX PER 
PERSON $5,000,000 $5,000,000 $5,000,000 $5,000,000 $5,000,000 

DOCTOR VISITS Paid at 100% to Par Providers 
$10 co-pay   
(co-pay not applied to deductible 
or out-of-pocket max) 

$10 co-pay   
(co-pay not applied to deductible 
or out-of-pocket max) 

Major Medical* Major Medical* 

ANNUAL PHYSICAL 
Up to $200/ year for employee & 
spouse, balance to Major 
Medical* 

Up to $200/ year for employee & 
spouse, balance to Major 
Medical* 

Up to $200/ year for employee & 
spouse, balance to Major 
Medical* 

Up to $200/ year for employee & 
spouse, balance to Major 
Medical* 

Up to $200/ year for employee & 
spouse, balance to Major 
Medical* 

IMMUNIZATIONS 
Employee & spouse covered 
under annual physical allowance. 
Paid at 100% to Par Providers for 
covered dependent children. 

Major Medical* 
Employee & spouse covered 
under annual physical allowance. 

Major Medical* 
Employee & spouse covered 
under annual physical allowance. 

Major Medical* 
Employee & spouse covered 
under annual physical allowance. 

Major Medical* 
Employee & spouse covered 
under annual physical allowance. 

PREVENTIVE CARE FOR 
CHILDREN 

Paid at 100% to Par Providers.  
Covered, as long as eligible 

Major Medical* 
Covered, as long as eligible 

Major Medical* 
Covered, as long as eligible 

Major Medical* 
Covered, as long as eligible 

Major Medical* 
Covered, as long as eligible 

WELL WOMAN: PAP 
SMEAR/ MAMMOGRAM Paid at 100% to Par Providers.   Major Medical* Major Medical* Major Medical* Major Medical* 

OUTPATIENT X-RAY & 
LAB Paid at 100% Par  Providers Major Medical* Major Medical* Major Medical* Major Medical* 

PHYSICAL THERAPY 

Paid at 100% to Par Providers.  
Non-Par Providers limited to 13 
visits per year, max $25 per visit. 
  

Major Medical* 
(Copay, if applicable) 
Non-Par Providers limited to 13 
visits per year, max $25 per visit.  

Major Medical* 
(Copay, if applicable) 
Non-Par Providers limited to 13 
visits per year, max $25 per visit.  

Major Medical* 
Non-Par Providers limited to 13 
visits per year, max $25 per visit.  

Major Medical* 
Non-Par Providers limited to 13 
visits per year, max $25 per visit.  

CHIROPRACTIC 
Paid at 100% to Par Providers   
Non-Par Providers limited to 13 
visits per year, max $25 per visit. 

Major Medical* 
(Co-pay, if applicable) 
Non-Par Providers limited to 13 
visits per year, max $25 per visit. 

Major Medical* 
(Co-pay, if applicable) 
Non-Par Providers limited to 13 
visits per year, max $25 per visit. 

Major Medical* 
 
Non-Par Providers limited to 13 
visits per year, max $25 per visit. 

Major Medical* 
 
Non-Par Providers limited to 13 
visits per year, max $25 per visit. 

ACUPUNCTURE 
Paid at 100% to Par Providers.   
Maximum of  12 visits per 
calendar year 

Major Medical* 
(Co-pay, if applicable) 
Max of 12 visits  per calendar 
year 

Major Medical* 
(Co-pay, if applicable) 
Maximum of 12 visits per 
calendar year 

Major Medical* 
Maximum of 12 visits per 
calendar year 

Major Medical* 
Maximum of 12 visits per 
calendar year 
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PLAN 1C 
 

PLAN 4C PLAN 6C PLAN 8C PLAN 10C 

HOSPITAL INPATIENT 
Paid at 100% to Par Providers;  
Unlimited days;  Semi private 
room 

Major Medical* 
Unlimited days, semi-private 
room 

Major Medical* 
Unlimited days, semi-private 
room 

Major Medical* 
Unlimited days, semi-private 
room 

Major Medical* 
Unlimited days, semi-private room 

HOSPITAL  
EMERGENCY ROOM 

$35 co-pay   
(co-pay waived if admitted as in-
patient) 

$35 co-pay   
Major Medical* 
(co-pay not applied to deductible 
or out-of-pocket max and waived 
if admitted as in-patient) 

$35 co-pay  
Major Medical* 
(co-pay not applied to deductible 
or out-of-pocket max and waived 
if admitted as in-patient) 

$35 co-pay   
Major Medical* 
(co-pay not applied to deductible 
or out-of-pocket max and waived 
if admitted as in-patient) 

$35 co-pay   
Major Medical* 
(co-pay not applied to deductible 
or out-of-pocket max and waived if 
admitted as in-patient) 

RADIATION THERAPY, 
CHEMOTHERAPY & 
SURGERY 

Paid at 100% to Par Providers Major Medical* Major Medical* Major Medical* Major Medical* 

HOME HEALTH CARE 
Paid at 100% to Par Providers 
Limited to 100 visits per calendar 
year 

Major Medical* 
Limited to 100 visits per calendar 
year 

Major Medical* 
Limited to 100 visits per calendar 
year 

Major Medical* 
Limited to 100 visits per calendar 
year 

Major Medical* 
Limited to 100 visits per calendar 
year 

HOSPICE 100% of Covered Expense with a 
lifetime maximum of $10,000 

100% of Covered Expense with a 
lifetime maximum of $10,000 

100% of Covered Expense with a 
lifetime maximum of $10,000 

100% of Covered Expense with a 
lifetime maximum of $10,000 

100% of Covered Expense with a 
lifetime maximum of $10,000 

DURABLE MEDICAL 
EQUIPMENT Paid at 100% to Par Providers Major Medical* Major Medical* Major Medical* Major Medical* 

AMBULANCE-
GROUND/AIR 100% of covered charges Major Medical* Major Medical* Major Medical* Major Medical* 

MENTAL HEALTH - 
INPATIENT 

Facility charges paid at 80% to 
Par Providers up to a maximum 
of 30 days per calendar year. 

After deductible met, facility 
charges paid at 80% to PB 
Providers up to a maximum of 30 
days per calendar yr. 

After deductible met, facility 
charges paid at 80% to PB 
Providers up to a maximum of 30 
days per calendar yr. 

After deductible met, facility 
charges paid at 80% to PB 
Providers up to a maximum of 30 
days per calendar yr. 

After deductible met, facility 
charges paid at 80% to Preferred 
Providers up to a maximum of 30 
days per calendar yr. 

MENTAL HEALTH & 
SUBSTANCE ABUSE 
PROFESSIONAL 
CHARGES 
(INPATIENT/OUTPATIENT) 

50% up to a maximum of $50 per 
visit to Par Providers & up to $25 
to Non-Par Providers. 
(Substance abuse limited to  50 
visits per year) 

After deductible met, 50% up to a 
maximum of $50 per visit to PB 
Providers & up to $25 to Non-Par 
Providers. 
(Substance abuse limited to  50 
visits per year) 

After deductible met, 50% up to a 
maximum of $50 per visit to PB 
Providers & up to $25 to Non-Par 
Providers. 
(Substance abuse limited to  50 
visits per year) 

After deductible met, 50% up to a 
maximum of $50 per visit to PB 
Providers & up to $25 to Non-Par 
Providers. 
(Substance abuse limited to  50 
visits per year) 

After deductible met, 50% up to a 
maximum of $50 per visit to 
Preferred Providers & up to $25 to 
Non-Par Providers. 
(Substance abuse limited to  50 
visits per year) 

SUBSTANCE ABUSE 
INPATIENT 

$300 Copay – After copay met, 
MHN Provider -- 100%.  Non-
MHN Provider – 50%.  Two 
courses of treatment during 
lifetime. 

$300 Copay – After copay met, 
MHN Provider -- 100%.  Non-
MHN Provider – 50%.  Two 
courses of treatment during 
lifetime. 

$300 Copay – After copay met, 
MHN Provider -- 100%.  Non-
MHN Provider – 50%.  Two 
courses of treatment during 
lifetime. 

$300 Copay – After copay met, 
MHN Provider -- 100%.  Non-
MHN Provider – 50%.  Two 
courses of treatment during 
lifetime. 

$300 Copay – After copay met, 
MHN Provider -- 100%.  Non-MHN 
Provider – 50%.  Two courses of 
treatment during lifetime. 

PRESCRIPTION DRUGS 
 (CO-PAYMENTS) 

Retail 
$7 Generic 
$25 Preferred 
$40 Non-Pref 
(30-day 
supply) 

Mail Order 
$15 Generic 
$60 Preferred 
$90 Non-Pref 
(90-day 
supply) 

Retail 
$7 Generic 
$25 Preferred 
$40 Non-Pref 
(30-day 
supply) 

Mail Order 
$15 Generic 
$60 Preferred 
$90 Non-Pref 
(90-day 
supply) 

Retail 
$7 Generic 
$25 Preferred 
$40 Non-Pref 
(30-day 
supply) 

Mail Order 
$15 Generic 
$60 Preferred 
$90 Non-Pref 
(90-day 
supply) 

Retail 
$7 Generic 
$25 Preferred 
$40 Non-Pref 
(30-day 
supply) 

Mail Order 
$15 Generic 
$60 Preferred 
$90 Non-Pref 
(90-day 
supply) 

Retail 
$7 Generic 
$25 Preferred 
$40 Non-Pref 
(30-day 
supply) 

Mail Order 
$15 Generic 
$60 Preferred 
$90 Non-Pref 
(90-day supply) 

 

ALL PERCENTAGES ARE BASED ON CONTRACTED HOSPITALS, PHYSICIANS AND OTHER NETWORK PROVIDERS.  Major Medical* - Deductible and coinsurance apply.  Non-par (non-participating) 
providers receive payments based on the non-participating fee allowance and are subject to the deductibles and coinsurance of the plan.  THIS SUMMARY IS FOR COMPARISON PURPOSES ONLY.  
PLEASE REFER TO THE ACTUAL SUMMARY PLAN DESCRIPTION FOR COMPLETE BENEFITS. 



  

KAISER Senior Advantage Coverage for Medical and Rx through CVT: 
 
 
CVT Kaiser HMO Senior Advantage Plan 3: 
$10/office co-pay 
$35/Emergency Room co-pay 
$10 Generic/$20 Brand Name Rx 
 

3 TIERED 
 

 Medical (E):  $382.00/month 
 Medical (E+1): $564.00/month 
 Medical (E+Fam): $856.00/month 
 Rx:   included in Medical 
 
Total Yearly (E):  $4,584.00 
Total Yearly (E+1):  $6,768.00 
Total Yearly (E+Fam): $10,272 
 

 
 
CVT Kaiser HMO Senior Advantage Plan 5: 
$25/office co-pay 
$35/Emergency Room co-pay 
$10 Generic/$20 Brand Name Rx 
 

3 TIERED 
 

 Medical (E):  $211.00/month 
 Medical (E+1): $422.00/month 
 Medical (E+Fam): $694.00/month 
 Rx:   included in Medical 
 
Total Yearly (E):  $2,532.00 
Total Yearly (E+1):  $5,064.00 
Total Yearly (E+Fam): $8,382.00 
 



KAISER FOUNDATION HEALTH PLAN, INC. 
Northern California Region 

6/9/2005 
CVT$10copay$10/20RXKPSA 

 

Central Valley Trust 
Purchaser ID: 815 

 

$10 Copay with $10/20 RX – Senior Advantage 
 

Principal Benefits for Kaiser Permanente Senior Advantage (10/1/05—9/30/06) 
 

 

The Services described below are covered only if all the following conditions are satisfied: 
• The Services are Medically Necessary 
• The Services are provided, prescribed, authorized, or directed by a Plan Physician and you receive the Services from Plan Providers inside our 

Service Area, except where specifically noted to the contrary for authorized referrals, Emergency Care, Post-stabilization Care, Out-of-Area 
Urgent Care, and emergency ambulance Services described in the Evidence of Coverage 

 

Annual Out-of-Pocket Maximum  
For one Member $1,500 per calendar year 
For an entire Family Unit $3,000 per calendar year 
 

Deductible or Lifetime Maximum None 
 

Professional Services (Plan Provider office visits) You Pay 
Primary and specialty care visits (includes routine and urgent care appointments) $10 per visit 
Routine physical exams $10 per visit 
Family planning visits $10 per visit 
Scheduled prenatal care and first postpartum visit No charge 
Eye exams and glaucoma screening $10 per visit 
Hearing tests $10 per visit 
Physical, occupational, and speech therapy visits $10 per visit 
 

Outpatient Services You Pay 
Outpatient surgery $10 per procedure 
Allergy injection visits No charge 
Allergy testing visits $10 per visit 
Immunizations No charge 
X-rays, annual mammograms, and lab tests No charge 
Manual manipulation of the spine $10 per visit 
Health education $10 per individual visit 

No charge for group visits 
 

Hospitalization Services You Pay 
Room and board, surgery, anesthesia, X-rays, lab tests, and drugs No charge 
 

Emergency Health Coverage You Pay 
Emergency Department and Out-of-Area Urgent Care visits $35 per visit (waived if you are held for observation in a 

hospital unit outside the Emergency Department or if 
admitted to the hospital as an inpatient within 24 hours 
for the same condition) 

 

Ambulance Services You Pay 
Ambulance Services No charge 
 

Prescription Drug Coverage You Pay 
Most covered outpatient items in accord with our drug formulary when obtained at Plan 

Pharmacies: 
 

Generic items $10 for up to a 100-day supply 
Brand name items $20 for up to a 100-day supply 

 

Durable Medical Equipment You Pay 
Covered durable medical equipment for home use in accord with our DME formulary No charge 
 

Mental Health Services You Pay 
Inpatient psychiatric care: first 190 days per lifetime as covered by Medicare. Thereafter, 

up to 45 days per calendar year 
No charge 

Outpatient visits:  
Individual and group therapy visits $10 per individual therapy visit 

$5 per group therapy visit 
Note: Visit and day limits do not apply to serious emotional disturbances of children and severe mental illnesses as described in the Evidence of 

Coverage. 
 



 

Chemical Dependency Services You Pay 
Inpatient detoxification No charge 
Outpatient individual therapy visits $10 per visit 
Outpatient group therapy visits $5 per visit 
Transitional residential recovery Services (up to 60 days per calendar year, not to 

exceed 120 days in any five-year period) 
$100 per admission 

Residential rehabilitation (up to 30 days per calendar year) No charge 
 

Home Health Services You Pay 
Home health care (part-time, intermittent) No charge 
 

Other You Pay 
Eyewear purchased from Plan optical sales offices every 24 months $150 Allowance 
Skilled nursing facility care (up to 100 days per benefit period) No charge 
   

This is a brief summary of the most frequently asked about benefits and their Copayments and Coinsurance. This chart does not describe benefits 
and it does not list all benefits, Copayments, and Coinsurance. Please refer to the Evidence of Coverage to learn about coverage (including 
exclusions and limitations) and other benefits, Copayments, and Coinsurance that are not included in this summary. Note: We cover benefits in 
accord with applicable law (for example, diabetes supplies). 
 
 
 
Kathy Ferguson, Senior Account Manager 
California License No: 0B32048 
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$20 Copay with $10/20 RX – Senior Advantage 
 

Principal Benefits for Kaiser Permanente Senior Advantage (10/1/05—9/30/06) 
 

The Services described below are covered only if all the following conditions are satisfied: 
• The Services are Medically Necessary 
• The Services are provided, prescribed, authorized, or directed by a Plan Physician and you receive the Services from Plan Providers inside our 

Service Area, except where specifically noted to the contrary for authorized referrals, Emergency Care, Post-stabilization Care, Out-of-Area 
Urgent Care, and emergency ambulance Services described in the Evidence of Coverage 

 

Annual Out-of-Pocket Maximum  
For one Member $1,500 per calendar year 
For an entire Family Unit $3,000 per calendar year 
 

Deductible or Lifetime Maximum None 
 

Professional Services (Plan Provider office visits) You Pay 
Primary and specialty care visits (includes routine and urgent care appointments) $20 per visit 
Routine physical exams $20 per visit 
Family planning visits $20 per visit 
Scheduled prenatal care and first postpartum visit No charge 
Eye exams and glaucoma screening $20 per visit 
Hearing tests $20 per visit 
Physical, occupational, and speech therapy visits $20 per visit 
 

Outpatient Services You Pay 
Outpatient surgery $20 per procedure 
Allergy injection visits No charge 
Allergy testing visits $20 per visit 
Immunizations No charge 
X-rays, annual mammograms, and lab tests No charge 
Manual manipulation of the spine $20 per visit 
Health education $20 per individual visit 

No charge for group visits 
 

Hospitalization Services You Pay 
Room and board, surgery, anesthesia, X-rays, lab tests, and drugs No charge 
 

Emergency Health Coverage You Pay 
Emergency Department and Out-of-Area Urgent Care visits $35 per visit (waived if you are held for observation in a 

hospital unit outside the Emergency Department or if 
admitted to the hospital as an inpatient within 24 hours 
for the same condition) 

 

Ambulance Services You Pay 
Ambulance Services No charge 
 

Prescription Drug Coverage You Pay 
Most covered outpatient items in accord with our drug formulary when obtained at Plan 

Pharmacies: 
 

Generic items $10 for up to a 100-day supply 
Brand name items $20 for up to a 100-day supply 

 

Durable Medical Equipment You Pay 
Covered durable medical equipment for home use in accord with our DME formulary No charge 
 

Mental Health Services You Pay 
Inpatient psychiatric care: first 190 days per lifetime as covered by Medicare. Thereafter, 

up to 45 days per calendar year 
No charge 

Outpatient visits:  
Individual and group therapy visits $20 per individual therapy visit 

$10 per group therapy visit 
Note: Visit and day limits do not apply to serious emotional disturbances of children and severe mental illnesses as described in the Evidence of 

Coverage. 
 



 

Chemical Dependency Services You Pay 
Inpatient detoxification No charge 
Outpatient individual therapy visits $20 per visit 
Outpatient group therapy visits $5 per visit 
Transitional residential recovery Services (up to 60 days per calendar year, not to 

exceed 120 days in any five-year period) 
$100 per admission 

Residential rehabilitation (up to 30 days per calendar year) No charge 
 

Home Health Services You Pay 
Home health care (part-time, intermittent) No charge 
 

Other You Pay 
Eyewear purchased from Plan optical sales offices every 24 months $150 Allowance 
Skilled nursing facility care (up to 100 days per benefit period) No charge 
   

This is a brief summary of the most frequently asked about benefits and their Copayments and Coinsurance. This chart does not describe benefits 
and it does not list all benefits, Copayments, and Coinsurance. Please refer to the Evidence of Coverage to learn about coverage (including 
exclusions and limitations) and other benefits, Copayments, and Coinsurance that are not included in this summary. Note: We cover benefits in 
accord with applicable law (for example, diabetes supplies). 
 
 
 
Kathy Ferguson, Senior Account Manager 
California License No: 0B32048 



  

PACIFICARE Secure Horizons Coverage for Medical and Rx through CVT: 
 
CVT Pacificare HMO Secure Horizons: 
 
 

3 TIERED 
 

Rates will be released in June, 2005 
 

 Medical (E):  $-----/month 
 Medical (E+1): $-----/month 
 Medical (E+Fam): $-----/month 
 Rx:   included in Medical 
 
Total Yearly (E):  $----- 
Total Yearly (E+1):  $----- 
Total Yearly (E+Fam): $----- 





  

CVT’s Delta Dental and VSP Vision Coverage 
 
Dental: 
 
Dental (E):   $49.08/month 
Dental (E+1):   $88.87/month 
Dental (E+Fam):  $127.77/month 
 
Usual, Customary and Reasonable Fee Concept. 
 
Two Cleanings per year 
100% Diagnostics and Preventative 
Nitrous Oxide 
 
Basic, Crowns, & Cast Restorations: 
 Co-Payment 70/30 First Year 
  80/20 Second Year 
  90/10 Third Year 
  100% Fourth Year 
  (Co-Payment carries with us during transfer) 
 
Prosthodontics: 
 Co-Payment 70/30 
 
100% payment for dental services rendered in case of accident subject 
to separate $1,000 maximum.  
 
$2,000 maximum per patient per calendar year. 
 
 
 

 
 
 
Vision: 
 
Vision (E):   $8.95/month 
Vision (E+1):   $16.83/month 
Vision (E+Fam):  $26.24/month 
 
$15.00 Office Co-Pay 
Eye Exam: Each 12 months 
Lenses: Each 12 months 
Frames: Each 12 months 

 


