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CITY OF JONESBORO 

Work Session 

170 SOUTH MAIN STREET 

November 6, 2017 – 6:00 PM 

 
NOTE: As set forth in the Americans with Disabilities Act of 1990, the City of Jonesboro will assist citizens with 
special needs given proper notice to participate in any open meetings of the City of Jonesboro. Please contact the 
City Clerk’s Office via telephone (770-478-3800) or email at rclark@jonesboroga.com should you need 
assistance.  

Agenda 

I.  CALL TO ORDER - MAYOR JOY B. DAY 

II.  ROLL CALL - RICKY L .CLARK, JR., CITY MANAGER 

III.  PUBLIC HEARING 

1. Public Hearing regarding FY' 18 Budget.  
 

IV.  INVOCATION 

V.  WORK SESSION 

A. Discussion regarding Conditional Use at 8557 Tara Blvd as requested by Uhaul.  
 

B. Council to consider approval of United Healthcare’s Medical Plan.  
 

C. Discussion regarding FY’ 18 Recommended Budget.  
 

VI.  OTHER BUSINESS 

VII.  ADJOURNMENT 

 

mailto:rclark@jonesboroga.com


 

FOLLOW-UP APPROVAL ACTION (City Clerk) 

Typed Name and Title 
Ricky L. Clark, City Manager 

Date 

November, 6, 2017 

 

Signature City Clerk’s Office 

 

                                                                                

 
CITY OF JONESBORO, GEORGIA COUNCIL 
Agenda Item Summary 

Agenda Item # 

 – A 

COUNCIL MEETING DATE 

  November 6, 2017 

Requesting Agency (Initiator) 

Office of the City Manager 

Sponsor(s) 

 

Requested Action  (Identify appropriate Action or Motion, purpose, cost, timeframe, etc.) 

Discussion regarding Conditional Use at 8557 Tara Blvd as requested by Uhaul.  
Requirement for Board Action (Cite specific Council policy, statute or code requirement) 

Conditional Use Permit 

Is this Item Goal Related? (If yes, describe how this action meets the specific Board Focus Area or Goal) 

No  

Summary & Background (First sentence includes Agency recommendation. Provide an executive summary of the action that gives an overview of the relevant details 

for the item.) 

 

 

• 

 

• 

 

•  

• 

 

Fiscal Impact (Include projected cost, approved budget amount and account number, source of funds, and any future funding requirements.) 
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Exhibits Attached (Provide copies of originals, number exhibits consecutively, and label all exhibits in the upper right corner.)  

• Clayton News-Pg 3A_Oct 25 2017 Legal Display 

• Acceptance Letter_Cathy Fields 

• 000000_ PRESENTATION 11x17 03AC 

• Conditional Use Application - FINAL 

Staff Recommendation (Type Name, Title, Agency and Phone) 

Denial 
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LOTTERY 

Tuesday
Cash 3 Midday: 5-3-1
Cash 4 Midday: 1-3-4-3
Ga. 5 Midday: 6-1-6-5-6

Wednesday
Cash 3 Midday: 5-6-6
Cash 3 Evening: 9-8-4
Cash 3 Night: 1-2-5
Cash 4 Midday: 3-5-6-8
Cash 4 Evening: 9-7-4-8
Cash 4 Night: 8-7-4-4
Ga. 5 Midday: 5-4-0-4 3
Ga. 5 Evening: 4-1-2-1-1
Fantasy 5: 4-6-8-25-37

 HOROSCOPESWEATHER WATCH

Open the floodgates and 
share your feelings this year. 
Communication is your greatest 
asset when it comes to getting 
what you want. Study, research 
and experience will help you 
discover your next adventure. 
Your intuitive insight will lead 
you in the right direction. 

SCORPIO (Oct. 24-Nov. 22) 
— Clear a space at home or 
make a move that is conducive 
to following a lifelong dream. 
Travel, education and com-
munication will help you reach 
your goal. 

SAGITTARIUS (Nov. 23-
Dec. 21) — If you want to make 
a statement or draw attention to 
something you believe in, you 
must take action. If you have 
an important presentation com-
ing up, make sure it’s visually 
captivating. 

CAPRICORN (Dec. 22-Jan. 
19) — Get down to business 
and don’t leave anything unfin-
ished. Your precision and atten-
tion to detail will be impressive 
and will help you gain respect 
and confidence. 

AQUARIUS (Jan. 20-Feb. 
19) — Get along with others 
and get things done. Avoid 
overspending or making unre-
alistic promises. Live up to your 
own expectations, not to the 
expectations of others. Take a 
moment to relax. 

PISCES (Feb. 20-March 
20) — A sound mind and a 
schedule that will allow you to 
explore your options is favored. 
Change may entice you, but 
know what you are getting into 
before you take flight. 

ARIES (March 21-April 19) 
— Go with the flow no matter 
what happens. Reach out with 

understanding and compassion 
to find a way to overcome any 
dilemma that crops up. Don’t 
make a rash decision. 

TAURUS (April 20-May 20) 
— Travel and communication 
are highlighted. Associating 
with people from different back-
grounds will be eye-opening. 
Collaboration will help you 
find solutions to matters that 
concern you.

GEMINI (May 21-June 
20) — Get whatever job is 
expected of you out of the way. 
Look for alternative ways to 
use your skills, qualifications 
and experience to get ahead. 
Personal improvements are 
highlighted. 

CANCER (June 21-July 
22) — If you share your 
thoughts and emotions, you 
will resolve issues that have 
been bothering you. A business 
trip or conference will lead to a 
window of opportunity. Explore 
new possibilities. 

LEO (July 23-Aug. 22) — 
Don’t raise your temper. Keep 
your promises, but don’t feel 
you must go above and beyond 
the call of duty to please 
others. Take time to relax and 
pamper yourself. 

VIRGO (Aug. 23-Sept. 22) 
— Have alternative ideas ready 
if someone opposes what you 
want to do. Your strength will 
come from well-laid plans and 
the gumption to see matters 
through to the end. 

LIBRA (Sept. 23-Oct. 23) — 
You’ll find it difficult to deal with 
peers or relatives. Don’t get into 
an emotional dispute. You are 
best off letting matters settle 
before you address issues and 
disclose your plans.

Phone — 770-478-5753

WHO TO CALL
The Clayton News encour-
ages your input. Here are 
some guidelines to help 
you communicate with us. 

OFFICE HOURS: 
We are located at 148 
Courthouse St., Jones-
boro, GA  30236. Office 
hours are Monday through 
Friday, from 

10 a.m. to 5 p.m. Between 
1 and 2 p.m. the office will 
be closed for lunch.

SUBSCRIPTION RATES:
Subscriptions are $12 for 
three months; $23 for six 
months; or $46 for one 
year. 

TO PLACE AN AD:
Call Tammy Cody 770-
560-1935 or email tcody@
news-daily.com.

Classified: Classified ads 
can be placed on the 
newspaper’s website, 
www.news-daily.com, or 
during business hours by 
calling 770-236-9988.

LEGAL NOTICES: To 
place a legal notice in the 
newspaper call 770-963-
9205, ext. 1165, fax 770-
339-5869 or email 
legals@news-daily.com.

OBITUARIES: Call 770-
963-9205, ext. 1165, send 
a fax to 770-339-5869 or 
email obits@news-daily.
com.

DELIVERY 
PROBLEMS: 
Customers who have 
questions about newspa-
per delivery or subscrip-
tions may contact Sub-
scriber Services at 770-
339-5845.

READER’S GUIDE

OFFICIAL LEGAL ORGAN OF CLAYTON COUNTY
news-daily.com

Clayton News

Clayton News (USPS 
116860) is published weekly 
on Wednesdays by Southern 
Community Newspapers, 
Inc., 148 Courthouse Street, 
Jonesboro, GA 30236. 
Periodical postage paid at 
Jonesboro, GA 30236.
POSTMASTER: Send ad-
dress changes to Clayton 
News, P.O. Box 128, Law-
renceville, GA 30046.
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SOLUNAR TABLES
The solunar tables for lakes are 
based on studies that show fish 
and game are more active at 
certain times during the lunar 
period.
MAJOR
5:40-7:40 a.m. ...........6:04-8:04 p.m.
MINOR
12:50-1:50 p.m. ................................
......................11:17 a.m.-12:17 p.m.

POLLEN COUNTS
Trees: Low
Weeds: Low
Grass: Low

Allatoona .............(840.0) .....836.63

Blackshear ...........(237.0) ..... 237.08

Blue Ridge ........(1690.0) ...1676.63

Burton ...............(1865.0) ...1865.80

Carters .............. (1072.0) ...1072.79

Chatuge .............(1927.0) ...1919.70

Harding ................(521.0) .....520.85

Hartwell ...............(660.0) .....652.37

Jackson ...............(530.0) .....529.22

Lanier .................(1071.0) ...1065.38

Nottely ...............(1779.0) ...1765.36

Oconee ...............(435.0) .....434.85

Seminole ................(77.5) .......76.78

Sinclair ................(339.8) .....338.90

Thurmond ...........(330.0) .....320.66

Tugalo ...................(891.5) .....889.79

Walter F. George . (188.0) .....188.14

West Point ...........(635.0) .....629.61

Lake Full Yesterday Lake Full Yesterday
LAKE LEVELS

WEDNESDAY, OCTOBER 25, 2017 3A •news-daily.com
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LEGAL NOTICE

Public Hearing will be held by the Mayor and Council of 
the City of Jonesboro at 6:00 P.M. on November 13, 2017 
in the chambers of the Jonesboro Municipal Court facility, 
170 South Main Street, Jonesboro, GA, to consider a 
Conditional Use for the purpose of a U-Haul Rental, Self-
Storage facility, for property located at 8557 Tara Boulevard, 
Jonesboro, Georgia 30236. 

Applicant – Amerco /U-Haul/Jon Scoville

Ricky L. Clark, Jr. 
City Manager51

49
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GOT AN OLDER CAR, VAN OR SUV? 
Do the humane thing. 

Donate it to the Humane Society.
You’ll be supporting the nation’s largest and most effective animal protection organi-
zation, seeking a humane world for people and animals alike.

Call 1-866-358-4194

51
49

92
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DISH DEALS!!
$49./mo.

99
$14./mo.

95
where available

for 24 months
ADD 
HIGH-SPEED 
INTERNET

190 Channels

1-866-369-1468

Now only ...

Requires credit quali�cation and commitment    

CALL TODAY - PROMO CODE: FreeEchoDot

Switch to DISH and
Get a FREE Echo Dot
Control your TV hands-free with DISH 
Hopper + Amazon Alexa

Requires internet-connected Hopper® or Wally® and Echo, Echo Dot or Amazon Tap device.Requires internet-connected Hopper® or Wally® and Echo, Echo Dot or Amazon Tap device.

LIMITED TIME! Mention o�er code FreeEchoDot

“Alexa, go to HGTV.”Switch to DISH and

51
49
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DENTAL Insurance
Physicians Mutual Insurance Company

A less expensive way to help get the dental care you deserve

If you’re over 50, you can get coverage for about 
$1 a day*

Keep your own dentist! NO networks to worry about

NO annual or lifetime cap on the cash benefi ts 
you can receive 

No wait for preventive care and no deductibles 
– you could get a checkup tomorrow

Coverage for over 350 procedures  including 
cleanings, exams, fi llings, crowns…even dentures

FREE Information Kit
1-877-914-2062
www.dental50plus.com/georgia

*Individual plan. Product not available in MN, MT, NH, RI, VT, WA. Acceptance guaranteed for one insurance policy/certificate of this type. Contact us for complete details 
about this insurance solicitation. This specific offer is not available in CO, NY; call 1-800-969-4781 or respond for similar offer. Certificate C250A (ID: C250E; PA: C250Q); 
Insurance Policy P150(GA: P150GA; NY: P150NY; OK: P150OK; TN: P150TN)  6096C                        MB16-NM001Gc  
                            

*Individual plan. Product not available in MN, MT, NH, RI, VT, WA. Acceptance guaranteed for one insurance policy/certificate of this type. Contact us for complete details 
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Get FAA approved hands on Aviation training.
Financial aid for qualified students - 

Career placement assistance.
CALL Aviation Institute of Maintenance

866-564-9634

AIRLINE
CAREER

2017 

514221-1

Request for Proposals for an individual 
Attorney to provide services as a  

Municipal Court Judge

Please be advised that the City of Morrow, Georgia, 
will be accepting proposals between Monday, 
October 23, 2017 and Friday, November 17, 
2017, for an individual Attorney to provide 
services as a Municipal Court Judge.  
A detailed description of the RFP will be available 
beginning October 23, 2017 on our website at 
www.cityofmorrow.com. The proposals are 
due Friday, November 17, 2017 at 10:00 am  
at Morrow City Hall (1500 Morrow Road, Morrow, 
GA 30260). Should you have any questions, please 
contact Administration Support Essie West at  
ewest@cityofmorrow.com.

TO: ALL CITIZENS

FROM: CLAYTON COUNTY BOARD OF 
 REGISTRATION AND ELECTIONS

SUBJECT: NOTICE OF INTENT TO BEGIN 
 ABSENTEE BALLOT TABULATION 
 PRIOR TO CLOSE OF POLLS
DATE:  OCTOBER 20, 2017

Notice is hereby given in accordance with Georgia 
Election Code § 21-2-386(a)(4) that Tabulation of 
absentee ballots for the 2017 November General For 
the City of Morrow, City of Riverdale & House District 
60 Special Election will begin at 12:00 P.M. on Election 
Day, at the Clayton County Elections Center, 7946 
North McDonough Street, Jonesboro and will continue 
until completed.

Results of the tabulation will not be available until close of 
all polls.

Election Results on Election Night can be obtained by 
telephone at (770) 477-3372, until 12 a.m.

The public can view the results on the internet at:  
www.claytonelections.com.

For additional information regarding the tabulation of 
absentee ballots, please contact the Clayton County 
Elections & Registration Office at (770) 477-3372.

Shauna Dozier, Elections Director 
Clayton County Board of Elections & Registration

51
51

92
-1

CLAYTON COUNTY BOARD OF 
ELECTIONS & REGISTRATION

121 S MCDONOUGH STREET 
JONESBORO, GA 30236 

770-477-3372

N O T I C E

515259-1

NOTICE OF PUBLIC HEARING  
FOR VARIANCE REQUEST

The Clayton County Board of Zoning Appeals 
will hold a Public Hearing to consider the following 
zoning matter:

The Applicant, Electric Guard Dog, LLC, on behalf 
of AAA Cooper Transportation, is requesting a 
variance from Article 6, Section 6.30 Fence and Wall 
Standards, to erect a ten (10) foot, electrified wire 
fence in all yards. The subject property is located 
at 4975 Old Grant Road, Ellenwood, Georgia and 
otherwise known as parcel number 12203A A004. 
The subject property is approximately 29.23+/- 
acres of land and has a Heavy Industrial (HI) zoning 
classification.

The Public Hearing regarding the foregoing application 
will be on Thursday, November 16, 2017, at 7:00 p.m., 
with a pre-meeting at 6:45 p.m., located at the Clayton 
County Administration Building, 112 Smith Street, 
Jonesboro, Georgia.

Copies of the variance request are available for 
public inspection at the Community Development 
Department, P.K. Dixon Building, Annex 2, and  
121 South McDonough Street, Jonesboro, Georgia. 
Submit written comments before the hearing to the 
Community Development Department, Planning and 
Zoning Division.515256-1

Notice for Public Hearing on 
Adoption of Amendments to 
the Zoning Ordinance, Map, 

Future Land Use Map.

The Clayton County Zoning Advisory Group will 
hold a Public Hearing to consider the following 
zoning matters:

The adoption of the amendments to the Official 
Zoning Ordinance and Map, and the Future Land 
Use Map and the zoning standards which govern 
the exercise of zoning power of Clayton County.

The Public Hearing will be held at 7:00 p.m., 
with a pre-meeting at 645 p.m., on Thursday, 
November 6, 2017 at the Clayton County 
Administration Building, 112 Smith Street, 
Jonesboro, Georgia.

The Board of Commissioners for Clayton 
County, Georgia, will hold a Public Hearing 
to consider the adoption of the amendments 
to the Official Zoning Ordinance and Map and 
Future Land Use Map at 7:00 p.m., on Tuesday, 
November 21, 2017 at the Commissioners’ Board 
Room of the Clayton County Administration 
Building, 112 Smith Street, Jonesboro, Georgia.

Copies of the proposed amendments are 
available for public inspection at the Community 
Development Department, P.K. Dixon Building, 
Annex 2, 121 South McDonough Street, 
Jonesboro, Georgia.

The public is invited to attend and speak at the 
hearings, pursuant to the procedures in the 
Zoning Ordinance.   Written comments may 
also be submitted before the hearings to the 
Community Development Department, P.K. 
Dixon Building, Annex 2, 121 South McDonough 
Street, Jonesboro, Georgia.
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ADVERTISING & MARKETING ASSOCIATES, INC.

2727 N. CENTRAL AVENUE • PHOENIX, ARIZONA 85004 • (602) 760-4983

AT
TARA BLVD.

8557 TARA BLVD.
JONESBORO, GA 30236

00000
00000 MSTR ART-01AC

10/04/2017

FI
N

A
L 

A
P

P
R

O
V

E
D

 
IM

A
G

IN
G

ANY CHANGES REQUIRE
REBID OF PROJECT

1004 1004 1004 1004 1004 1004

MAX
 MAX IMUM SECUR I TY

1-800-238-4364 ©1993 U-HAUL® INT'L.UH-5736   38618058

TM

1004 1004 1004 1004

MAX
 MAX IMUM SECUR I TY

1-800-238-4364 ©1993 U-HAUL® INT'L.UH-5736   38618058

PROTECTED BYPROTECTED BY

TM

AUTOMATIC
DOOR

ATTENTION

TIME-LOCK SAFE.
ATTENDANT CANNOT OPEN.

M

boxes  moving supplies  hitchesCENTER
self-storage   propaneclimate

controlled

8557

SW2197
YELLOW STONE

SW2199
AUGUST MOON

SW6108
LATTE

SW6161
NONCHALANT WHITE

SW6161
NONCHALANT WHITE

SW LIGHT GRAY

SW2197
YELLOW STONE

ARCHITECTURAL FENESTRATION
TO ENHANCE RETAIL UNIFORMITY 

IN THE AREA.

ARCHITECTURAL FENESTRATION
TO ENHANCE RETAIL UNIFORMITY 
IN THE AREA.

ARCHITECTURAL MODULATION
CONVEYING A MORE
RETAIL APPEARANCE
SIERRA SUNSET

SW6768
GULFSTREAM

SW6884
OBSTINATE

ORANGE

PROJECTED CUSTOMER CANOPY
SW HIGH GLOSS GREEN
 

SW2199
August Moon

SW6768
Gulfstream

SW2197
Yellow Stone

Sierra Sunset

SW6108
Latte

SW High
Gloss Green

SW6884
Obstinate Orange

COMMUNITY LIFESTYLE TO PROMOTE A
SAFE AND WELCOMING ENVIRONMENT
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ADVERTISING & MARKETING ASSOCIATES, INC.

2727 N. CENTRAL AVENUE • PHOENIX, ARIZONA 85004 • (602) 760-4983

AT
TARA BLVD.

8557 TARA BLVD.
JONESBORO, GA 30236
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00000 MSTR ART-01AC

10/04/2017
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ANY CHANGES REQUIRE
REBID OF PROJECT

SW2199
August Moon

SW6768
Gulfstream

SW2197
Yellow Stone

Sierra Sunset

SW6108
Latte

SW High
Gloss Green

SW6884
Obstinate Orange
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FOLLOW-UP APPROVAL ACTION (City Clerk) 

Typed Name and Title 
Ricky L. Clark, City Manager 

Date 

November, 6, 2017 

 

Signature City Clerk’s Office 

 

                                                                                

 
CITY OF JONESBORO, GEORGIA COUNCIL 
Agenda Item Summary 

Agenda Item # 

 – B 

COUNCIL MEETING DATE 

  November 6, 2017 

Requesting Agency (Initiator) 

Office of the City Manager 

Sponsor(s) 

 

Requested Action  (Identify appropriate Action or Motion, purpose, cost, timeframe, etc.) 

Council to consider approval of United Healthcare’s Medical Plan.  

Requirement for Board Action (Cite specific Council policy, statute or code requirement) 

 

Is this Item Goal Related? (If yes, describe how this action meets the specific Board Focus Area or Goal) 

  

Summary & Background (First sentence includes Agency recommendation. Provide an executive summary of the action that gives an overview of the relevant details 

for the item.) 

 

 

Upon receipt of our 2018 major medical insurance rates, we experienced a 15% increase in our 

insurance rates (major medical) from GMA. After seeing the budgetary impact of an increase that 

significant, we informed our brokers that we wished to go to market.  

 

After speaking with our broker and reviewing all options, I am recommending that we in fact switch 

carriers from GMA (Blue Cross / Blue Shield) to United Healthcare.  

 

United Healthcare offers a comprehensive network of providers. In addition, the proposal, if 

approved by Mayor & Council will result in a cost saving for both the City and a great majority of our 

employees. For the five of our employees that currently have employee & spousal coverage, the 

rate is proportionally higher.   

 

The overall savings compared to GMA is roughly $85,000 per annum.  

 

See attachments for a full breakdown of costs.  

 

 

Fiscal Impact (Include projected cost, approved budget amount and account number, source of funds, and any future funding requirements.) 

 
 

 
Exhibits Attached (Provide copies of originals, number exhibits consecutively, and label all exhibits in the upper right corner.)  

• AR-W3 Plan Summary 

• AR-WW Plan Summary 

• City of Jonesboro - Renewal Presentation 

• Prescription Drug 2V Plan Summary 

5.B
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Staff Recommendation (Type Name, Title, Agency and Phone) 

Approval 
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5.B.a
Benefit Summary

Georgia - Choice Plus
Traditional with Deductible - Plan ARW3

What is a benefit summary?
This is a summary of what the plan does and does not cover. This summary can also help you understand your share
of the costs. It’s always best to review your Certificate of Coverage (COC) and check your coverage before getting any
health services, when possible.

What are the benefits of the Choice Plus Plan?
Get more protection with a national network and out-of-network coverage.

A network is a group of health care providers and facilities that have a contract with
UnitedHealthcare. You can receive care and services from anyone in or out of our net-
work, but you save money when you use the network.

> There's coverage if you need to go out of the network.  Out-of-network means that a 
provider does not have a contract with us. Choose what's best for you. Just remember 
out-of-network providers will likely charge you more.

> There's no need to choose a primary care provider (PCP) or get referrals to see a 
specialist. Consider a PCP; they can be helpful in managing your care.

> Preventive care is covered 100% in our network. 

Not enrolled yet?Learn more about this plan and search for network doctors or hospitals 
atwelcometouhc.com/choiceplusor call 1-866-873-3903, TTY 711, 8 a.m. to 8 p.m. local 
time, Monday through Friday.

Are you a member?

Easily manage your benefits 
online at myuhc.com® and 
on the go with the 
UnitedHealthcare 
Health4Me™ mobile app.

For questions, call the 
member phone number on 
your health plan ID card.

Benefits At-A-Glance
What you may pay for network care

This chart is a simple summary of the costs you may have to pay when you receive care in the network. It doesn’t include all 
of the deductibles and co-payments you may have to pay. You can find more benefit details beginning on page 2.

Co-payment
(Your cost for an office visit)

Individual Deductible
(Your cost before the plan starts to pay)

Co-insurance
(Your cost share after the deductible)

$30 $500 20%

This Benefit Summary is to highlight your Benefits. Don't use this document to understand your exact coverage for certain 
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conditions. If this Benefit Summary conflicts with the Certificate of Coverage (COC), Riders, and/or Amendments, those 
documents are correct. Review your COC for an exact description of the services and supplies that are and are not covered, those 
which are excluded or limited, and other terms and conditions of coverage.

UnitedHealthcare Insurance Company
Page 1 of 18                    Packet Pg. 17



Your Costs
In addition to your premium (monthly) payments paid by you or your employer, you are responsible for paying these 
costs.

Your cost if you use
Network Benefits

Your cost if you use
Out-of-Network Benefits

Deductible
What is a deductible?
The deductible is the amount you have to pay for covered health care services (common medical event) before your 
health plan begins to pay. The deductible may not apply to all services. You may have more than one type of deductible.

> Your co-pays don't count towards meeting the deductible unless otherwise described within the specific 
common medical event.

> All individual deductible amounts will count towards meeting the family deductible, but an individual will not 
have to pay more than the individual deductible amount.

Medical Deductible - Individual $500 per year $1,000 per year
Medical Deductible - Family $1,000 per year $2,000 per year
Out-of-Pocket Limit
What is an out-of-pocket limit?
The most you pay during a policy year before your health plan begins to pay 100%. Once you reach the out-of-pocket 
limit, your health plan will pay for all covered services. This will not include any amounts over the amount we allow 
when you see an out-of-network provider.

> All individual out-of-pocket limit amounts will count towards meeting the family out-of-pocket limit, but an 
individual will not have to pay more than the individual out-of-pocket limit amount.

> Your co-pays, co-insurance and deductibles (including pharmacy) count towards meeting the out-of-pocket 
limit.

Out-of-Pocket Limit - Individual $4,000 per year $8,000 per year
Out-of-Pocket Limit - Family $8,000 per year $16,000 per year

5.B.a
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Your Costs
What is co-insurance?
Co-insurance is your share of the costs of a covered health care service, calculated as a percent (for example, 20%) of 
the allowed amount for the service. You pay co-insurance plus any deductibles you owe. Co-insurance is not the same 
as a co-payment (or co-pay).
What is a co-payment?
A co-payment (co-pay) is a fixed amount (for example, $15) you pay for a covered health care service, usually when 
you receive the service. You will pay a co-pay or the allowed amount, whichever is less. The amount can vary by the 
type of covered health care service. Please see the specific common medical event to see if a co-pay applies and how 
much you have to pay.
What is Prior Authorization?
Prior Authorization is getting approval before you can get access to medicine or services. Services that require prior 
authorization are noted in the list of Common Medical Events. To get approval, call the member phone number on your 
health plan ID card.
Want more information? 
Find additional definitions in the glossary at justplainclear.com.
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Your Costs
Following is a list of services that your plan covers in alphabetical order. In addition to your premium (monthly) payments 
paid by you or your employer, you are responsible for paying these costs.

Common Medical Event Your cost if you use
Network Benefits

Your cost if you use
Out-of-Network Benefits

Ambulance Services
Emergency 20% co-insurance, after the medical 

deductible has been met.
20% co-insurance, after the 
network medical deductible has 
been met.

Non-Emergency 20% co-insurance, after the medical 
deductible has been met.

40% co-insurance, after the medical 
deductible has been met.

Prior Authorization is required for 
Non-Emergency Ambulance.

Prior Authorization is required for 
Non-Emergency Ambulance.

Autism Spectrum Disorder Services
Unlimited physical, speech and 
occupational therapy services for 
autism spectrum disorders for members 
age 6 and under.

The amount you pay is based on where the covered health service is 
provided.

Prior Authorization is required for 
certain services.

Clinical Trials
The amount you pay is based on where the covered health service is 
provided.
Prior Authorization is required. Prior Authorization is required.

Congenital Heart Disease (CHD) Surgeries
20% co-insurance, after the medical 
deductible has been met.

40% co-insurance, after the medical 
deductible has been met.
Prior Authorization is required.

Dental Services - Accident Only
20% co-insurance, after the medical 
deductible has been met.

20% co-insurance, after the 
network medical deductible has 
been met.

Prior Authorization is required. Prior Authorization is required.
Dental Services - Anesthesia and Hospitalization

The amount you pay is based on where the covered health service is 
provided.
Prior Authorization is required. Prior Authorization is required.
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Your Costs
Common Medical Event Your cost if you use 

Network Benefits
Your cost if you use 

Out-of-Network Benefits

5.B.a
Diabetes Services
Diabetes Self Management and 
Training/Diabetic Eye Examinations/
Foot Care:

The amount you pay is based on where the covered health service is 
provided.

Diabetes Self Management Items: The amount you pay is based on where the covered health service is provided 
under Durable Medical Equipment or in the Prescription Drug Rider.

Prior Authorization is required for 
Durable Medical Equipment that 
costs more than $1,000.

Durable Medical Equipment
Limited to a single purchase of a type of 
Durable Medical Equipment (including 
repair and replacement) every 3 years. 
This limit does not apply to wound 
vacuums.

20% co-insurance, after the medical 
deductible has been met.

40% co-insurance, after the medical 
deductible has been met.

Prior Authorization is required for 
Durable Medical Equipment that 
costs more than $1,000.

Emergency Health Services - Outpatient
$350 co-pay per visit. A deductible 
does not apply.

$350 co-pay per visit. A deductible 
does not apply.
Notification is required if confined 
in an Out-of-Network Hospital.

Gender Dysphoria
The amount you pay is based on where the covered health service is 
provided.

Prior Authorization is required for 
certain services.

Hearing Aids
Limited to one hearing aid per hearing 
impaired ear not to exceed $3,000 per 
hearing aid including its medically 
necessary services and supplies. Repair 
and/or replacement of a hearing aid is 
limited to a single purchase per hearing 
impaired ear every three years.

20% co-insurance, after the medical 
deductible has been met.

40% co-insurance, after the medical 
deductible has been met.

Home Health Care
Limited to 60 visits per year. 20% co-insurance, after the medical 

deductible has been met.
40% co-insurance, after the medical 
deductible has been met.
Prior Authorization is required.
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Your Costs
Common Medical Event Your cost if you use 

Network Benefits
Your cost if you use 

Out-of-Network Benefits

5.B.a
Hospice Care
20% co-insurance, after the medical 
deductible has been met.

40% co-insurance, after the medical 
deductible has been met.
Prior Authorization is required for 
Inpatient Stay.

Hospital - Inpatient Stay
 20% co-insurance, after the medical 

deductible has been met.
40% co-insurance, after the medical 
deductible has been met.
Prior Authorization is required.

Lab, X-Ray and Diagnostics - Outpatient
You pay nothing. A deductible does 
not apply.

40% co-insurance, after the medical 
deductible has been met.
Prior Authorization is required for 
certain services.

Lab, X-Ray and Major Diagnostics - CT, PET, MRI, MRA and Nuclear Medicine - Outpatient
 20% co-insurance, after the medical 

deductible has been met.
40% co-insurance, after the medical 
deductible has been met.

Prior Authorization is required.
Mental Health Services
Inpatient: 20% co-insurance, after the medical 

deductible has been met.
40% co-insurance, after the medical 
deductible has been met.

Outpatient: $60 co-pay per visit. A deductible 
does not apply.

40% co-insurance, after the medical 
deductible has been met.

Partial Hospitalization/Intensive 
Outpatient Treatment:

20% co-insurance, after the medical 
deductible has been met.

40% co-insurance, after the medical 
deductible has been met.
Prior Authorization is required for 
certain services.

Neurobiological Disorders – Autism Spectrum Disorder Services
Inpatient: 20% co-insurance, after the medical 

deductible has been met.
40% co-insurance, after the medical 
deductible has been met.

Outpatient: $60 co-pay per visit. A deductible 
does not apply.

40% co-insurance, after the medical 
deductible has been met.

Partial Hospitalization/Intensive 
Outpatient Treatment:

20% co-insurance, after the medical 
deductible has been met.

40% co-insurance, after the medical 
deductible has been met.
Prior Authorization is required for 
certain services.

Ostomy Supplies
20% co-insurance, after the medical 
deductible has been met.

40% co-insurance, after the medical 
deductible has been met.
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Your Costs
Common Medical Event Your cost if you use 

Network Benefits
Your cost if you use 

Out-of-Network Benefits

5.B.a
Pharmaceutical Products - Outpatient
This includes medications given at a 
doctor’s office, or in a Covered 
Person’s home.

20% co-insurance, after the medical 
deductible has been met.

40% co-insurance, after the medical 
deductible has been met.

Physician Fees for Surgical and Medical Services
20% co-insurance, after the medical 
deductible has been met.

40% co-insurance, after the medical 
deductible has been met.

Physician’s Office Services - Sickness and Injury
Primary Physician Office Visit
Services include the diagnosis of 
infertility.

$30 co-pay per visit. A deductible 
does not apply.

40% co-insurance, after the medical 
deductible has been met.

Specialist Physician Office Visit 
Services include the diagnosis of 
infertility.

$60 co-pay per visit. A deductible 
does not apply.

40% co-insurance, after the medical 
deductible has been met.

Prior Authorization is required for 
Breast Cancer Genetic Test 
Counseling (BRCA) for women at 
higher risk for breast cancer.

Additional co-pays, deductible, or co-insurance may apply when you receive other services at your physician's office. 
For example, surgery.
Pregnancy - Maternity Services 

The amount you pay is based on where the covered health service is 
provided.

Prior Authorization is required if 
the stay in the hospital is longer than 
48 hours following a normal 
vaginal delivery or 96 hours 
following a cesarean section 
delivery.

Prescription Drug Benefits
Prescription drug benefits are shown in the Prescription Drug benefit summary.
Preventive Care Services
Physician Office Services, Scopic 
Procedures, Lab, X-Ray or other 
preventive tests.

You pay nothing. A deductible does 
not apply.

40% co-insurance, after the medical 
deductible has been met.

Certain preventive care services are provided as specified by the Patient Protection and Affordable Care Act (ACA), 
with no cost-sharing to you. These services are based on your age, gender and other health factors. UnitedHealthcare 
also covers other routine services that may require a co-pay, co-insurance or deductible.
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Your Costs
Common Medical Event Your cost if you use 

Network Benefits
Your cost if you use 

Out-of-Network Benefits

5.B.a
Prosthetic Devices
Limited to a single purchase of each 
type of prosthetic device every 3 years.

20% co-insurance, after the medical 
deductible has been met.

40% co-insurance, after the medical 
deductible has been met.
Prior Authorization is required for 
Prosthetic Devices that costs more 
than $1,000.

Reconstructive Procedures
The amount you pay is based on where the covered health service is 
provided.

Prior Authorization is required.
Rehabilitation and Habilitative Services - Outpatient Therapy and Manipulative Treatment
Limited to:
20 visits of pulmonary rehabilitation.
36 visits of cardiac rehabilitation.
37 visits of physical therapy.
37 visits of occupational therapy.
37 visits of speech therapy.
30 visits of post-cochlear implant aural 
therapy.
20 visits of cognitive rehabilitation 
therapy.
20 visits of manipulative treatments.

$30 co-pay per visit. A deductible 
does not apply.

40% co-insurance, after the medical 
deductible has been met.

Prior Authorization is required for 
certain services.

Scopic Procedures - Outpatient Diagnostic and Therapeutic
Diagnostic/therapeutic scopic 
procedures include, but are not limited 
to colonoscopy, sigmoidoscopy and 
endoscopy.

20% co-insurance, after the medical 
deductible has been met.

40% co-insurance, after the medical 
deductible has been met.

Skilled Nursing Facility / Inpatient Rehabilitation Facility Services
Limited to 60 days per year. 20% co-insurance, after the medical 

deductible has been met.
40% co-insurance, after the medical 
deductible has been met.
Prior Authorization is required. A
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Your Costs
Common Medical Event Your cost if you use 

Network Benefits
Your cost if you use 

Out-of-Network Benefits

5.B.a
Substance Use Disorder Services
Inpatient: 20% co-insurance, after the medical 

deductible has been met.
40% co-insurance, after the medical 
deductible has been met.

Outpatient: $60 co-pay per visit. A deductible 
does not apply.

40% co-insurance, after the medical 
deductible has been met.

Partial Hospitalization/Intensive 
Outpatient Treatment:

20% co-insurance, after the medical 
deductible has been met.

40% co-insurance, after the medical 
deductible has been met.
Prior Authorization is required for 
certain services.

Surgery - Outpatient
20% co-insurance, after the medical 
deductible has been met.

40% co-insurance, after the medical 
deductible has been met.
Prior Authorization is required for 
certain services.

Temporomandibular Joint Services
The amount you pay is based on where the covered health service is 
provided.

Prior Authorization is required for 
Inpatient Stay. 

Therapeutic Treatments - Outpatient
Therapeutic treatments include, but are 
not limited to dialysis, intravenous 
chemotherapy, intravenous infusion, 
medical education services and 
radiation oncology. 

20% co-insurance, after the medical 
deductible has been met.

40% co-insurance, after the medical 
deductible has been met.

Prior Authorization is required for 
certain services.

Transplantation Services
Network Benefits must be received at a 
designated facility.

The amount you pay is based on where the covered health service is 
provided.
Prior Authorization is required. Prior Authorization is required.

Urgent Care Center Services
$75 co-pay per visit. A deductible 
does not apply.

40% co-insurance, after the medical 
deductible has been met.

Additional co-pays, deductible, or co-insurance may apply when you receive other services at the urgent care facility. 
For example, surgery.
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Your Costs
Common Medical Event Your cost if you use 

Network Benefits
Your cost if you use 

Out-of-Network Benefits

5.B.a
Virtual Visits
Network Benefits are available only 
when services are delivered through a 
Designated Virtual Visit Network 
Provider. Find a Designated Virtual 
Visit Network Provider Group at 
myuhc.com or by calling Customer 
Care at the telephone number on your 
ID card. Access to Virtual Visits and 
prescription services may not be 
available in all states or for all groups.

$10 co-pay per visit. A deductible 
does not apply.

40% co-insurance, after the medical 
deductible has been met.
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Services your plan does not cover (Exclusions)

It is recommended that you review your COC, Amendments and Riders for an exact description of the services and 
supplies that are covered, those which are excluded or limited, and other terms and conditions of coverage.

Acupressure; acupuncture; aromatherapy; hypnotism; massage therapy; rolfing; art therapy, music therapy, dance 
therapy, horseback therapy; and other forms of alternative treatment as defined by the National Center for 
Complementary and Alternative Medicine (NCCAM) of the National Institutes of Health. This exclusion does not apply 
to Manipulative Treatment and non-manipulative osteopathic care for which Benefits are provided as described in 
Section 1 of the COC.

Dental care (which includes dental X-rays, supplies and appliances and all associated expenses, including 
hospitalizations and anesthesia). This exclusion does not apply to Benefits as described under Dental Services – 
Anesthesia and Hospitalization in Section 1 of the COC. This exclusion does not apply to accident-related dental 
services for which Benefits are provided as described under Dental Services – Accident Only in Section 1 of the COC. 
This exclusion does not apply to dental care (oral examination, X-rays, extractions and non-surgical elimination of oral 
infection) required for the direct treatment of a medical condition for which Benefits are available under the Policy, 
limited to: Transplant preparation; prior to initiation of immunosuppressive drugs; the direct treatment of acute 
traumatic Injury, cancer or cleft palate. Dental care that is required to treat the effects of a medical condition, but that is 
not necessary to directly treat the medical condition, is excluded. Examples include treatment of dental caries resulting 
from dry mouth after radiation treatment or as a result of medication. Endodontics, periodontal surgery and restorative 
treatment are excluded. Preventive care, diagnosis, treatment of or related to the teeth, jawbones or gums. Examples 
include: extraction, restoration and replacement of teeth; medical or surgical treatments of dental conditions; and 
services to improve dental clinical outcomes. This exclusion does not apply to preventive care for which Benefits are 
provided under the United States Preventive Services Task Force requirement or the Health Resources and Services 
Administration (HRSA) requirement. This exclusion also does not apply to accidental-related dental services for which 
Benefits are provided as described under Dental Services – Accidental Only in Section 1 of the COC. Dental implants, 
bone grafts and other implant-related procedures. This exclusion does not apply to accident-related dental services for 
which Benefits are provided as described under Dental Services – Accident Only in Section 1 of the COC. Dental braces 
(orthodontics). Treatment of congenitally missing, malpositioned, or supernumerary teeth, even if part of a Congenital 
Anomaly.

Devices used specifically as safety items or to affect performance in sports-related activities. Orthotic appliances that 
straighten or re-shape a body part. Examples include foot orthotics and some types of braces, including over-the-counter 
orthotic braces. Cranial banding. The following items are excluded, even if prescribed by a Physician: blood pressure 
cuff/monitor; enuresis alarm; non-wearable external defibrillator; trusses and ultrasonic nebulizers. Devices and 
computers to assist in communication and speech except for speech aid devices and tracheo-esophogeal voice devices 
for which Benefits are provided as described under Durable Medical Equipment in Section 1 of the COC. Oral 
appliances for snoring. Repairs to prosthetic devices due to misuse, malicious damage or gross neglect. Replacement of 
prosthetic devices due to misuse, malicious damage or gross neglect or to replace lost or stolen items.

Alternative Treatments

Dental

Devices, Appliances and Prosthetics
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5.B.a

Services your plan does not cover (Exclusions)

Prescription drug products for outpatient use that are filled by a prescription order or refill. Self-injectable medications. 
This exclusion does not apply to medications which, due to their characteristics (as determined by us), must typically be 
administered or directly supervised by a qualified provider or licensed/certified health professional in an outpatient 
setting. Non-injectable medications given in a Physician’s office. This exclusion does not apply to non-injectable 
medications that are required in an Emergency and consumed in the Physician’s office. Over-the-counter drugs and 
treatments. Growth hormone therapy. New Pharmaceutical Products and/or new dosage forms until the date they are 
reviewed. A Pharmaceutical Product that contains (an) active ingredient(s) available in and therapeutically equivalent 
(having essentially the same efficacy and adverse effect profile) to another covered Pharmaceutical Product. Such 
determinations may be made up to six times during a calendar year. A Pharmaceutical Product that contains (an) active 
ingredient(s) which is (are) a modified version of and therapeutically equivalent (having essentially the same efficacy 
and adverse effect profile) to another covered Pharmaceutical Product. Such determinations may be made up to six times 
during a calendar year. A Pharmaceutical Product with an approved biosimilar or a biosimilar and therapeutically 
equivalent (having essentially the same efficacy and adverse effect profile) to another covered Pharmaceutical Product. 
For the purpose of this exclusion a "biosimilar" is a biological Pharmaceutical Product approved based on showing that 
it is highly similar to a reference product (a biological Pharmaceutical Product) and has no clinically meaningful 
differences in terms of safety and effectiveness from the reference product. Such determinations may be made up to six 
times per calendar year. Certain Pharmaceutical Products for which there are therapeutically equivalent (having 
essentially the same efficacy and adverse effect profile) alternatives available, unless otherwise required by law or 
approved by us. Such determinations may be made up to six times during a calendar year.

Experimental or Investigational and Unproven Services and all services related to Experimental or Investigational and 
Unproven Services are excluded. The fact that an Experimental or Investigational or Unproven Service, treatment, 
device or pharmacological regimen is the only available treatment for a particular condition will not result in Benefits if 
the procedure is considered to be Experimental or Investigational or Unproven in the treatment of that particular 
condition. This exclusion does not apply to Covered Health Services provided during a clinical trial for which Benefits 
are provided as described under Clinical Trials in Section 1 of the COC.

Routine foot care. Examples include the cutting or removal of corns and calluses. This exclusion does not apply to 
preventive foot care for Covered Persons with diabetes for which Benefits are provided as described under Diabetes 
Services in Section 1 of the COC. Nail trimming, cutting, or debriding. Hygienic and preventive maintenance foot care. 
Examples include: cleaning and soaking the feet; applying skin creams in order to maintain skin tone. This exclusion 
does not apply to preventive foot care for Covered Persons who are at risk of neurological or vascular disease arising 
from diseases such as diabetes. Treatment of flat feet. Treatment of subluxation of the foot. Shoes; shoe orthotics; shoe 
inserts and arch supports. Note: This exclusion does not apply to therapeutic shoes, custom fitted inserts and related 
orthopedic footwear for Covered Persons with diabetes for which Benefits are provided as described under Diabetes 
Services in Section 1 of the COC.

Cosmetic Procedures including the following:  Abdominoplasty. Blepharoplasty.  Breast enlargement, including 
augmentation mammoplasty and breast implants. Body contouring, such as lipoplasty. Brow lift. Calf implants. Cheek, 
chin, and nose implants. Injection of fillers or neurotoxins. Face lift, forehead lift, or neck tightening. Facial bone 
remodeling for facial feminizations. Hair removal. Hair transplantation. Lip augmentation. Lip reduction.  Liposuction. 
Mastopexy. Pectoral implants for chest masculinization. Rhinoplasty. Skin resurfacing. Thyroid cartilage reduction; 
reduction thyroid chondroplasty; trachea shave (removal or reduction of the Adam's Apple). Voice modification surgery. 
Voice lessons and voice therapy.

Drugs

Experimental, Investigational or Unproven Services

Foot Care

Gender Dysphoria
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Services your plan does not cover (Exclusions)
5.B.a
Prescribed or non-prescribed medical supplies and disposable supplies. Examples include: compression stockings, ace 
bandages, gauze and dressings, urinary catheters. This exclusion does not apply to:• Disposable supplies necessary for the effective use of Durable Medical Equipment for which Benefits are 

provided as described under Durable Medical Equipment in Section 1 of the COC.• Diabetic supplies for which Benefits are provided as described under Diabetes Services in Section 1 of the COC.• Ostomy supplies for which Benefits are provided as described under Ostomy Supplies in Section 1 of the COC.
Tubing and masks, except when used with Durable Medical Equipment as described under Durable Medical Equipment 
in Section 1 of the COC.

Services performed in connection with conditions not classified in the current edition of the Diagnostic and Statistical 
Manual of the American Psychiatric Association. Outside of an initial assessment, services as treatments for a primary 
diagnosis of conditions and problems that may be a focus of clinical attention, but are specifically noted not to be mental 
disorders within the current edition of the Diagnostic and Statistical Manual of the American Psychiatric Association. 
Outside of initial assessment, services as treatments for the primary diagnoses of learning disabilities, conduct and 
impulse control disorders, pyromania, kleptomania, gambling disorder, and paraphilic disorder. Educational services 
that are focused on primarily building skills and capabilities in communication, social interaction and learning. Tuition 
or services that are school-based for children and adolescents required to be provided by, or paid for, by the school under 
the Individuals with Disabilities Education Act. Outside of initial assessment, unspecified disorders for which the 
provider is not obligated to provide clinical rationale as defined in the current edition of the Diagnostic and Statistical 
Manual of the American Psychiatric Association. Transitional Living services.

Individual and group nutritional counseling including non-specific disease nutritional education such as general good 
eating habits, calorie control or dietary preferences. This exclusion does not apply to preventive care for which Benefits 
are provided under the United States Preventive Services Task Force requirement. This exclusion also does not apply to 
medical nutritional education services that are provided as part of treatment for a disease by appropriately licensed or 
registered health care professionals when both of the following are true:• Nutritional education is required for a disease in which patient self-management is an important component of 

treatment.• There exists a knowledge deficit regarding the disease which requires the intervention of a trained health 
professional.

Enteral feedings, even if the sole source of nutrition. Infant formula and donor breast milk. Nutritional or cosmetic 
therapy using high dose or mega quantities of vitamins, minerals or elements and other nutrition-based therapy. 
Examples include supplements, electrolytes, and foods of any kind (including high protein foods and low carbohydrate 
foods).

Television; telephone; beauty/barber service; guest service. Supplies, equipment and similar incidental services and 
supplies for personal comfort. Examples include: air conditioners, air purifiers and filters, dehumidifiers; batteries and 
battery chargers; breast pumps (This exclusion does not apply to breast pumps for which Benefits are provided under the 
Health Resources and Services Administration (HRSA) requirement); car seats; chairs, bath chairs, feeding chairs, 
toddler chairs, chair lifts, recliners; exercise equipment; home modifications such as elevators, handrails and ramps; hot 
and cold compresses; hot tubs; humidifiers; Jacuzzis; mattresses; medical alert systems; motorized beds; music devices; 
personal computers, pillows; power-operated vehicles; radios; saunas; stair lifts and stair glides; strollers; safety 
equipment; treadmills; vehicle modifications such as van lifts; video players, whirlpools. 

Medical Supplies

Mental Health, Neurobiological/Autism Spectrum, and Substance Use Disorders

Nutrition

Personal Care, Comfort or Convenience
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Services your plan does not cover (Exclusions)
5.B.a
Cosmetic Procedures. See the definition in Section 9 of the COC. Examples include: pharmacological regimens, 
nutritional procedures or treatments. Scar or tattoo removal or revision procedures (such as salabrasion, chemosurgery 
and other such skin abrasion procedures). Skin abrasion procedures performed as a treatment for acne. Liposuction or 
removal of fat deposits considered undesirable, including fat accumulation under the male breast and nipple. Treatment 
for skin wrinkles or any treatment to improve the appearance of the skin. Treatment for spider veins. Hair removal or 
replacement by any means. Replacement of an existing breast implant if the earlier breast implant was performed as a 
Cosmetic Procedure. Note: Replacement of an existing breast implant is considered reconstructive if the initial breast 
implant followed mastectomy. See Reconstructive Procedures in Section 1 of the COC. Treatment of benign 
gynecomastia (abnormal breast enlargement in males). Physical conditioning programs such as athletic training, body-
building, exercise, fitness, flexibility, and diversion or general motivation. Weight loss programs whether or not they are 
under medical supervision. Weight loss programs for medical reasons are also excluded. Wigs regardless of the reason 
for the hair loss.

Excision or elimination of hanging skin on any part of the body. Examples include plastic surgery procedures called 
abdominoplasty and brachioplasty. Medical and surgical treatment of excessive sweating (hyperhidrosis). Medical and 
surgical treatment for snoring, except when provided as a part of treatment for documented obstructive sleep apnea. 
Rehabilitation services and Manipulative Treatment to improve general physical condition that are provided to reduce 
potential risk factors, where significant therapeutic improvement is not expected, including routine, long-term or 
maintenance/preventive treatment. Rehabilitation services for speech therapy except as required for treatment of a 
speech impediment or speech dysfunction that results from Injury, stroke, cancer, Congenital Anomaly or Autism 
Spectrum Disorder. Outpatient cognitive rehabilitation therapy except as Medically Necessary following a post-
traumatic brain Injury or cerebral vascular accident. Psychosurgery. Physiological modalities and procedures that result 
in similar or redundant therapeutic effects when performed on the same body region during the same visit or office 
encounter. Biofeedback. The following services for the diagnosis and treatment of TMJ: surface electromyography; 
Doppler analysis; vibration analysis; computerized mandibular scan or jaw tracking; craniosacral therapy; orthodontics; 
occlusal adjustment; dental restorations. Upper and lower jawbone surgery, orthognathic surgery, and jaw alignment. 
This exclusion does not apply to reconstructive jaw surgery required for Covered Persons because of a Congenital 
Anomaly, acute traumatic Injury, dislocation, tumors, cancer or obstructive sleep apnea. This exclusion does not apply 
to Benefits as described under Dental Services – Anesthesia and Hospitalization and Temporomandibular Joint Services 
in Section 1 of the COC. Surgical and non-surgical treatment of obesity. Stand-alone multi-disciplinary smoking 
cessation programs. These are programs that usually include health care providers specializing in smoking cessation and 
may include a psychologist, social worker or other licensed or certified professional. The programs usually include 
intensive psychological support, behavior modification techniques and medications to control cravings. Breast reduction 
surgery except as coverage is required by the Women’s Health and Cancer Rights Act of 1998 for which Benefits are 
described under Reconstructive Procedures in Section 1 of the COC. In vitro fertilization regardless of the reason for 
treatment.

Services performed by a provider who is a family member by birth or marriage. Examples include a spouse, brother, 
sister, parent or child. This includes any service the provider may perform on himself or herself. Services performed by 
a provider with your same legal residence. Services provided at a Freestanding Facility or diagnostic Hospital-based 
Facility without an order written by a Physician or other provider. Services which are self-directed to a Freestanding 
Facility or diagnostic or Hospital-based Facility. Services ordered by a Physician or other provider who is an employee 
or representative of a Freestanding Facility or diagnostic Hospital-based Facility, when that Physician or other provider 
has not been actively involved in your medical care prior to ordering the service, or is not actively involved in your 
medical care after the service is received. This exclusion does not apply to mammography.

Physical Appearance

Procedures and Treatments

Providers
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5.B.a

Services your plan does not cover (Exclusions)

Health services and associated expenses for infertility treatments, including assisted reproductive technology, regardless 
of the reason for the treatment. This exclusion does not apply to services required to treat or correct underlying causes of 
infertility. Surrogate parenting, donor eggs, donor sperm and host uterus. Storage and retrieval of all reproductive 
materials. Examples include eggs, sperm, testicular tissue and ovarian tissue. The reversal of voluntary sterilization.

Health services for which other coverage is required by federal, state or local law to be purchased or provided through 
other arrangements. Examples include coverage required by workers’ compensation or similar legislation. If coverage 
under workers’ compensation or similar legislation is optional for you because you could elect it, or could have it elected 
for you, Benefits will not be paid for any Injury, Sickness, or Mental Illness that would have been covered under 
workers’ compensation or similar legislation had that coverage been elected. Services resulting from accidental bodily 
injuries arising out of a motor vehicle accident to the extent the services are payable under a medical expense payment 
provision of an automobile insurance policy. Health services for treatment of military service-related disabilities, when 
you are legally entitled to other coverage and facilities are reasonably available to you. Health services while on active 
military duty.

Health services for organ and tissue transplants, except those described under Transplantation Services in Section 1 of 
the COC. Health services connected with the removal of an organ or tissue from you for purposes of a transplant to 
another person. (Donor costs that are directly related to organ removal are payable for a transplant through the organ 
recipient’s Benefits under the Policy.) Health services for transplants involving permanent mechanical or animal organs.

Health services provided in a foreign country, unless required as Emergency Health Services. Travel or transportation 
expenses, even though prescribed by a Physician. Some travel expenses related to Covered Health Services received 
from a Designated Facility or Designated Physician may be reimbursed as determined by us. This exclusion does not 
apply to ambulance transportation for which Benefits are provided as described under Ambulance Services in Section 1 
of the COC.

Multi-disciplinary pain management programs provided on an inpatient basis for acute pain or for exacerbation of 
chronic pain. Custodial care or maintenance care; domiciliary care. Private Duty Nursing. Respite care. This exclusion 
does not apply to respite care that is part of an integrated hospice care program of services provided to a terminally ill 
person by a licensed hospice care agency for which Benefits are provided as described under Hospice Care in Section 1 
of the COC. Rest cures; services of personal care attendants. Work hardening (individualized treatment programs 
designed to return a person to work or to prepare a person for specific work).

Purchase cost and fitting charge for eye glasses and contact lenses. Implantable lenses used only to correct a refractive 
error (such as Intacs corneal implants). Eye exercise or vision therapy. Surgery that is intended to allow you to see better 
without glasses or other vision correction. Examples include radial keratotomy, laser, and other refractive eye surgery. 
Bone anchored hearing aids except when either of the following applies: For Covered Persons with craniofacial 
anomalies whose abnormal or absent ear canals preclude the use of a wearable hearing aid. For Covered Persons with 
hearing loss of sufficient severity that it would not be adequately remedied by a wearable hearing aid. More than one 
bone anchored hearing aid per Covered Person who meets the above coverage criteria during the entire period of time 
the Covered Person is enrolled under the Policy. Repairs and/or replacement for a bone anchored hearing aid for 
Covered Persons who meet the above coverage criteria, other than for malfunctions. Routine vision examinations, 
including refractive examinations to determine the need for vision correction.

Reproduction

Services Provided under Another Plan

Transplants

Travel

Types of Care

Vision and Hearing
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Services your plan does not cover (Exclusions)
5.B.a
Health services and supplies that do not meet the definition of a Covered Health Service – see the definition in Section 9 
of the COC. Covered Health Services are those health services, including services, supplies, or Pharmaceutical Products, 
which we determine to be all of the following: Medically Necessary; described as a Covered Health Service in Section 1 
of the COC and Schedule of Benefits; and not otherwise excluded in Section 2 of the COC. Physical, psychiatric or 
psychological exams, testing, all form of  vaccinations and immunizations or treatments that are otherwise covered 
under the Policy when: required solely for purposes of school, sports or camp, travel, career or employment, insurance, 
marriage or adoption; related to judicial or administrative proceedings or orders; conducted for purposes of medical 
research (This exclusion does not apply to Covered Health Services provided during a clinical trial for which Benefits 
are provided as described under Clinical Trials in Section 1 of the COC); required to obtain or maintain a license of any 
type. Health services received as a result of war or any act of war, whether declared or undeclared or caused during 
service in the armed forces of any country. This exclusion does not apply to Covered Persons who are civilians injured 
or otherwise affected by war, any act of war, or terrorism in non-war zones. Health services received after the date your 
coverage under the Policy ends. This applies to all health services, even if the health service is required to treat a medical 
condition that arose before the date your coverage under the Policy ended. This exclusion does not apply to those Health 
Services covered as described under Extended Coverage for Total Disability in Section 4 of the COC. Health services 
for which you have no legal responsibility to pay, or for which a charge would not ordinarily be made in the absence of 
coverage under the Policy. In the event an Out-of-Network provider waives, does not pursue, or fails to collect co-
payments, co-insurance, any deductible or other amount owed for a particular health service, no Benefits are provided 
for the health service for which the co-payments, co-insurance and/or deductible are waived. Charges in excess of 
Eligible Expenses or in excess of any specified limitation. Long term (more than 30 days) storage. Examples include 
cryopreservation of tissue, blood and blood products. Autopsy. Foreign language and sign language services. Health 
services related to a non-Covered Health Service: When a service is not a Covered Health Service, all services related to 
that non-Covered Health Service are also excluded. This exclusion does not apply to services we would otherwise 
determine to be Covered Health Services if they are to treat complications that arise from the non-Covered Health 
Service. For the purpose of this exclusion, a “complication” is an unexpected or unanticipated condition that is 
superimposed on an existing disease and that affects or modifies the prognosis of the original disease or condition. 
Examples of a “complication” are bleeding or infections, following a Cosmetic Procedure, that require hospitalization.

All Other Exclusions
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UnitedHealthcare Insurance Company does not treat members differently because of sex, age, race, color, disability or 
national origin.
If you think you were treated unfairly because of your sex, age, race, color, disability or national origin, you can send 
a complaint to Civil Rights Coordinator.
Online: UHC_Civil_Rights@uhc.com
Mail: Civil Rights Coordinator. United HealthCare Civil Rights Grievance. P.O. Box 30608 Salt Lake City, UTAH 
84130

You must send the complaint within 60 days of when you found out about it. A decision will be sent to you within 30 
days. If you disagree with the decision, you have 15 days to ask us to look at it again.
If you need help with your complaint, please call the toll-free member phone number listed on your ID card, TTY 711, 
Monday through Friday, 8 a.m. to 8 p.m. 

You can also file a complaint with the U.S. Dept. of Health and Human Services.
Online: https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.
Phone: Toll-free 1-800-368-1019, 800-537-7697 (TDD)
Mail: U.S. Dept. of Health and Human Services. 200 Independence Avenue, SW Room 509F, HHH Building 
Washington, D.C. 20201

We provide free services to help you communicate with us. Such as, letters in others languages or large print. Or, you 
can ask for an interpreter. To ask for help, please call the toll-free member phone number listed on your health plan ID 
card, TTY 711, Monday through Friday, 8 a.m. to 8 p.m. ET.
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5.B.b
Benefit Summary

Georgia - Choice Plus
Traditional with Deductible - Plan ARWW

What is a benefit summary?
This is a summary of what the plan does and does not cover. This summary can also help you understand your share
of the costs. It’s always best to review your Certificate of Coverage (COC) and check your coverage before getting any
health services, when possible.

What are the benefits of the Choice Plus Plan?
Get more protection with a national network and out-of-network coverage.

A network is a group of health care providers and facilities that have a contract with
UnitedHealthcare. You can receive care and services from anyone in or out of our net-
work, but you save money when you use the network.

> There's coverage if you need to go out of the network.  Out-of-network means that a 
provider does not have a contract with us. Choose what's best for you. Just remember 
out-of-network providers will likely charge you more.

> There's no need to choose a primary care provider (PCP) or get referrals to see a 
specialist. Consider a PCP; they can be helpful in managing your care.

> Preventive care is covered 100% in our network. 

Not enrolled yet?Learn more about this plan and search for network doctors or hospitals 
atwelcometouhc.com/choiceplusor call 1-866-873-3903, TTY 711, 8 a.m. to 8 p.m. local 
time, Monday through Friday.

Are you a member?

Easily manage your benefits 
online at myuhc.com® and 
on the go with the 
UnitedHealthcare 
Health4Me™ mobile app.

For questions, call the 
member phone number on 
your health plan ID card.

Benefits At-A-Glance
What you may pay for network care

This chart is a simple summary of the costs you may have to pay when you receive care in the network. It doesn’t include all 
of the deductibles and co-payments you may have to pay. You can find more benefit details beginning on page 2.

Co-payment
(Your cost for an office visit)

Individual Deductible
(Your cost before the plan starts to pay)

Co-insurance
(Your cost share after the deductible)

$20 $250 10%

This Benefit Summary is to highlight your Benefits. Don't use this document to understand your exact coverage for certain 
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conditions. If this Benefit Summary conflicts with the Certificate of Coverage (COC), Riders, and/or Amendments, those 
documents are correct. Review your COC for an exact description of the services and supplies that are and are not covered, those 
which are excluded or limited, and other terms and conditions of coverage.
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Your Costs
In addition to your premium (monthly) payments paid by you or your employer, you are responsible for paying these 
costs.

Your cost if you use
Network Benefits

Your cost if you use
Out-of-Network Benefits

Deductible
What is a deductible?
The deductible is the amount you have to pay for covered health care services (common medical event) before your 
health plan begins to pay. The deductible may not apply to all services. You may have more than one type of deductible.

> Your co-pays don't count towards meeting the deductible unless otherwise described within the specific 
common medical event.

> All individual deductible amounts will count towards meeting the family deductible, but an individual will not 
have to pay more than the individual deductible amount.

Medical Deductible - Individual $250 per year $500 per year
Medical Deductible - Family $500 per year $1,000 per year
Out-of-Pocket Limit
What is an out-of-pocket limit?
The most you pay during a policy year before your health plan begins to pay 100%. Once you reach the out-of-pocket 
limit, your health plan will pay for all covered services. This will not include any amounts over the amount we allow 
when you see an out-of-network provider.

> All individual out-of-pocket limit amounts will count towards meeting the family out-of-pocket limit, but an 
individual will not have to pay more than the individual out-of-pocket limit amount.

> Your co-pays, co-insurance and deductibles (including pharmacy) count towards meeting the out-of-pocket 
limit.

Out-of-Pocket Limit - Individual $3,000 per year $6,000 per year
Out-of-Pocket Limit - Family $6,000 per year $12,000 per year
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Your Costs
What is co-insurance?
Co-insurance is your share of the costs of a covered health care service, calculated as a percent (for example, 20%) of 
the allowed amount for the service. You pay co-insurance plus any deductibles you owe. Co-insurance is not the same 
as a co-payment (or co-pay).
What is a co-payment?
A co-payment (co-pay) is a fixed amount (for example, $15) you pay for a covered health care service, usually when 
you receive the service. You will pay a co-pay or the allowed amount, whichever is less. The amount can vary by the 
type of covered health care service. Please see the specific common medical event to see if a co-pay applies and how 
much you have to pay.
What is Prior Authorization?
Prior Authorization is getting approval before you can get access to medicine or services. Services that require prior 
authorization are noted in the list of Common Medical Events. To get approval, call the member phone number on your 
health plan ID card.
Want more information? 
Find additional definitions in the glossary at justplainclear.com.
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Your Costs
Following is a list of services that your plan covers in alphabetical order. In addition to your premium (monthly) payments 
paid by you or your employer, you are responsible for paying these costs.

Common Medical Event Your cost if you use
Network Benefits

Your cost if you use
Out-of-Network Benefits

Ambulance Services
Emergency 10% co-insurance, after the medical 

deductible has been met.
10% co-insurance, after the 
network medical deductible has 
been met.

Non-Emergency 10% co-insurance, after the medical 
deductible has been met.

30% co-insurance, after the medical 
deductible has been met.

Prior Authorization is required for 
Non-Emergency Ambulance.

Prior Authorization is required for 
Non-Emergency Ambulance.

Autism Spectrum Disorder Services
Unlimited physical, speech and 
occupational therapy services for 
autism spectrum disorders for members 
age 6 and under.

The amount you pay is based on where the covered health service is 
provided.

Prior Authorization is required for 
certain services.

Clinical Trials
The amount you pay is based on where the covered health service is 
provided.
Prior Authorization is required. Prior Authorization is required.

Congenital Heart Disease (CHD) Surgeries
10% co-insurance, after the medical 
deductible has been met.

30% co-insurance, after the medical 
deductible has been met.
Prior Authorization is required.

Dental Services - Accident Only
10% co-insurance, after the medical 
deductible has been met.

10% co-insurance, after the 
network medical deductible has 
been met.

Prior Authorization is required. Prior Authorization is required.
Dental Services - Anesthesia and Hospitalization

The amount you pay is based on where the covered health service is 
provided.
Prior Authorization is required. Prior Authorization is required.

5.B.b
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Your Costs
Common Medical Event Your cost if you use 

Network Benefits
Your cost if you use 

Out-of-Network Benefits

5.B.b
Diabetes Services
Diabetes Self Management and 
Training/Diabetic Eye Examinations/
Foot Care:

The amount you pay is based on where the covered health service is 
provided.

Diabetes Self Management Items: The amount you pay is based on where the covered health service is provided 
under Durable Medical Equipment or in the Prescription Drug Rider.

Prior Authorization is required for 
Durable Medical Equipment that 
costs more than $1,000.

Durable Medical Equipment
Limited to a single purchase of a type of 
Durable Medical Equipment (including 
repair and replacement) every 3 years. 
This limit does not apply to wound 
vacuums.

10% co-insurance, after the medical 
deductible has been met.

30% co-insurance, after the medical 
deductible has been met.

Prior Authorization is required for 
Durable Medical Equipment that 
costs more than $1,000.

Emergency Health Services - Outpatient
$350 co-pay per visit. A deductible 
does not apply.

$350 co-pay per visit. A deductible 
does not apply.
Notification is required if confined 
in an Out-of-Network Hospital.

Gender Dysphoria
The amount you pay is based on where the covered health service is 
provided.

Prior Authorization is required for 
certain services.

Hearing Aids
Limited to one hearing aid per hearing 
impaired ear not to exceed $3,000 per 
hearing aid including its medically 
necessary services and supplies. Repair 
and/or replacement of a hearing aid is 
limited to a single purchase per hearing 
impaired ear every three years.

10% co-insurance, after the medical 
deductible has been met.

30% co-insurance, after the medical 
deductible has been met.

Home Health Care
Limited to 60 visits per year. 10% co-insurance, after the medical 

deductible has been met.
30% co-insurance, after the medical 
deductible has been met.
Prior Authorization is required.
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Your Costs
Common Medical Event Your cost if you use 

Network Benefits
Your cost if you use 

Out-of-Network Benefits

5.B.b
Hospice Care
10% co-insurance, after the medical 
deductible has been met.

30% co-insurance, after the medical 
deductible has been met.
Prior Authorization is required for 
Inpatient Stay.

Hospital - Inpatient Stay
 10% co-insurance, after the medical 

deductible has been met.
30% co-insurance, after the medical 
deductible has been met.
Prior Authorization is required.

Lab, X-Ray and Diagnostics - Outpatient
You pay nothing. A deductible does 
not apply.

30% co-insurance, after the medical 
deductible has been met.
Prior Authorization is required for 
certain services.

Lab, X-Ray and Major Diagnostics - CT, PET, MRI, MRA and Nuclear Medicine - Outpatient
 10% co-insurance, after the medical 

deductible has been met.
30% co-insurance, after the medical 
deductible has been met.

Prior Authorization is required.
Mental Health Services
Inpatient: 10% co-insurance, after the medical 

deductible has been met.
30% co-insurance, after the medical 
deductible has been met.

Outpatient: $40 co-pay per visit. A deductible 
does not apply.

30% co-insurance, after the medical 
deductible has been met.

Partial Hospitalization/Intensive 
Outpatient Treatment:

10% co-insurance, after the medical 
deductible has been met.

30% co-insurance, after the medical 
deductible has been met.
Prior Authorization is required for 
certain services.

Neurobiological Disorders – Autism Spectrum Disorder Services
Inpatient: 10% co-insurance, after the medical 

deductible has been met.
30% co-insurance, after the medical 
deductible has been met.

Outpatient: $40 co-pay per visit. A deductible 
does not apply.

30% co-insurance, after the medical 
deductible has been met.

Partial Hospitalization/Intensive 
Outpatient Treatment:

10% co-insurance, after the medical 
deductible has been met.

30% co-insurance, after the medical 
deductible has been met.
Prior Authorization is required for 
certain services.

Ostomy Supplies
10% co-insurance, after the medical 
deductible has been met.

30% co-insurance, after the medical 
deductible has been met.
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Your Costs
Common Medical Event Your cost if you use 

Network Benefits
Your cost if you use 

Out-of-Network Benefits

5.B.b
Pharmaceutical Products - Outpatient
This includes medications given at a 
doctor’s office, or in a Covered 
Person’s home.

10% co-insurance, after the medical 
deductible has been met.

30% co-insurance, after the medical 
deductible has been met.

Physician Fees for Surgical and Medical Services
10% co-insurance, after the medical 
deductible has been met.

30% co-insurance, after the medical 
deductible has been met.

Physician’s Office Services - Sickness and Injury
Primary Physician Office Visit
Services include the diagnosis of 
infertility.

$20 co-pay per visit. A deductible 
does not apply.

30% co-insurance, after the medical 
deductible has been met.

Specialist Physician Office Visit 
Services include the diagnosis of 
infertility.

$40 co-pay per visit. A deductible 
does not apply.

30% co-insurance, after the medical 
deductible has been met.

Prior Authorization is required for 
Breast Cancer Genetic Test 
Counseling (BRCA) for women at 
higher risk for breast cancer.

Additional co-pays, deductible, or co-insurance may apply when you receive other services at your physician's office. 
For example, surgery.
Pregnancy - Maternity Services 

The amount you pay is based on where the covered health service is 
provided.

Prior Authorization is required if 
the stay in the hospital is longer than 
48 hours following a normal 
vaginal delivery or 96 hours 
following a cesarean section 
delivery.

Prescription Drug Benefits
Prescription drug benefits are shown in the Prescription Drug benefit summary.
Preventive Care Services
Physician Office Services, Scopic 
Procedures, Lab, X-Ray or other 
preventive tests.

You pay nothing. A deductible does 
not apply.

30% co-insurance, after the medical 
deductible has been met.

Certain preventive care services are provided as specified by the Patient Protection and Affordable Care Act (ACA), 
with no cost-sharing to you. These services are based on your age, gender and other health factors. UnitedHealthcare 
also covers other routine services that may require a co-pay, co-insurance or deductible.
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Your Costs
Common Medical Event Your cost if you use 

Network Benefits
Your cost if you use 

Out-of-Network Benefits

5.B.b
Prosthetic Devices
Limited to a single purchase of each 
type of prosthetic device every 3 years.

10% co-insurance, after the medical 
deductible has been met.

30% co-insurance, after the medical 
deductible has been met.
Prior Authorization is required for 
Prosthetic Devices that costs more 
than $1,000.

Reconstructive Procedures
The amount you pay is based on where the covered health service is 
provided.

Prior Authorization is required.
Rehabilitation and Habilitative Services - Outpatient Therapy and Manipulative Treatment
Limited to:
20 visits of pulmonary rehabilitation.
36 visits of cardiac rehabilitation.
37 visits of physical therapy.
37 visits of occupational therapy.
37 visits of speech therapy.
30 visits of post-cochlear implant aural 
therapy.
20 visits of cognitive rehabilitation 
therapy.
20 visits of manipulative treatments.

$20 co-pay per visit. A deductible 
does not apply.

30% co-insurance, after the medical 
deductible has been met.

Prior Authorization is required for 
certain services.

Scopic Procedures - Outpatient Diagnostic and Therapeutic
Diagnostic/therapeutic scopic 
procedures include, but are not limited 
to colonoscopy, sigmoidoscopy and 
endoscopy.

10% co-insurance, after the medical 
deductible has been met.

30% co-insurance, after the medical 
deductible has been met.

Skilled Nursing Facility / Inpatient Rehabilitation Facility Services
Limited to 60 days per year. 10% co-insurance, after the medical 

deductible has been met.
30% co-insurance, after the medical 
deductible has been met.
Prior Authorization is required. A
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Your Costs
Common Medical Event Your cost if you use 

Network Benefits
Your cost if you use 

Out-of-Network Benefits

5.B.b
Substance Use Disorder Services
Inpatient: 10% co-insurance, after the medical 

deductible has been met.
30% co-insurance, after the medical 
deductible has been met.

Outpatient: $40 co-pay per visit. A deductible 
does not apply.

30% co-insurance, after the medical 
deductible has been met.

Partial Hospitalization/Intensive 
Outpatient Treatment:

10% co-insurance, after the medical 
deductible has been met.

30% co-insurance, after the medical 
deductible has been met.
Prior Authorization is required for 
certain services.

Surgery - Outpatient
10% co-insurance, after the medical 
deductible has been met.

30% co-insurance, after the medical 
deductible has been met.
Prior Authorization is required for 
certain services.

Temporomandibular Joint Services
The amount you pay is based on where the covered health service is 
provided.

Prior Authorization is required for 
Inpatient Stay. 

Therapeutic Treatments - Outpatient
Therapeutic treatments include, but are 
not limited to dialysis, intravenous 
chemotherapy, intravenous infusion, 
medical education services and 
radiation oncology. 

10% co-insurance, after the medical 
deductible has been met.

30% co-insurance, after the medical 
deductible has been met.

Prior Authorization is required for 
certain services.

Transplantation Services
Network Benefits must be received at a 
designated facility.

The amount you pay is based on where the covered health service is 
provided.
Prior Authorization is required. Prior Authorization is required.

Urgent Care Center Services
$75 co-pay per visit. A deductible 
does not apply.

30% co-insurance, after the medical 
deductible has been met.

Additional co-pays, deductible, or co-insurance may apply when you receive other services at the urgent care facility. 
For example, surgery.
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Your Costs
Common Medical Event Your cost if you use 

Network Benefits
Your cost if you use 

Out-of-Network Benefits

5.B.b
Virtual Visits
Network Benefits are available only 
when services are delivered through a 
Designated Virtual Visit Network 
Provider. Find a Designated Virtual 
Visit Network Provider Group at 
myuhc.com or by calling Customer 
Care at the telephone number on your 
ID card. Access to Virtual Visits and 
prescription services may not be 
available in all states or for all groups.

$10 co-pay per visit. A deductible 
does not apply.

30% co-insurance, after the medical 
deductible has been met.
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Services your plan does not cover (Exclusions)

It is recommended that you review your COC, Amendments and Riders for an exact description of the services and 
supplies that are covered, those which are excluded or limited, and other terms and conditions of coverage.

Acupressure; acupuncture; aromatherapy; hypnotism; massage therapy; rolfing; art therapy, music therapy, dance 
therapy, horseback therapy; and other forms of alternative treatment as defined by the National Center for 
Complementary and Alternative Medicine (NCCAM) of the National Institutes of Health. This exclusion does not apply 
to Manipulative Treatment and non-manipulative osteopathic care for which Benefits are provided as described in 
Section 1 of the COC.

Dental care (which includes dental X-rays, supplies and appliances and all associated expenses, including 
hospitalizations and anesthesia). This exclusion does not apply to Benefits as described under Dental Services – 
Anesthesia and Hospitalization in Section 1 of the COC. This exclusion does not apply to accident-related dental 
services for which Benefits are provided as described under Dental Services – Accident Only in Section 1 of the COC. 
This exclusion does not apply to dental care (oral examination, X-rays, extractions and non-surgical elimination of oral 
infection) required for the direct treatment of a medical condition for which Benefits are available under the Policy, 
limited to: Transplant preparation; prior to initiation of immunosuppressive drugs; the direct treatment of acute 
traumatic Injury, cancer or cleft palate. Dental care that is required to treat the effects of a medical condition, but that is 
not necessary to directly treat the medical condition, is excluded. Examples include treatment of dental caries resulting 
from dry mouth after radiation treatment or as a result of medication. Endodontics, periodontal surgery and restorative 
treatment are excluded. Preventive care, diagnosis, treatment of or related to the teeth, jawbones or gums. Examples 
include: extraction, restoration and replacement of teeth; medical or surgical treatments of dental conditions; and 
services to improve dental clinical outcomes. This exclusion does not apply to preventive care for which Benefits are 
provided under the United States Preventive Services Task Force requirement or the Health Resources and Services 
Administration (HRSA) requirement. This exclusion also does not apply to accidental-related dental services for which 
Benefits are provided as described under Dental Services – Accidental Only in Section 1 of the COC. Dental implants, 
bone grafts and other implant-related procedures. This exclusion does not apply to accident-related dental services for 
which Benefits are provided as described under Dental Services – Accident Only in Section 1 of the COC. Dental braces 
(orthodontics). Treatment of congenitally missing, malpositioned, or supernumerary teeth, even if part of a Congenital 
Anomaly.

Devices used specifically as safety items or to affect performance in sports-related activities. Orthotic appliances that 
straighten or re-shape a body part. Examples include foot orthotics and some types of braces, including over-the-counter 
orthotic braces. Cranial banding. The following items are excluded, even if prescribed by a Physician: blood pressure 
cuff/monitor; enuresis alarm; non-wearable external defibrillator; trusses and ultrasonic nebulizers. Devices and 
computers to assist in communication and speech except for speech aid devices and tracheo-esophogeal voice devices 
for which Benefits are provided as described under Durable Medical Equipment in Section 1 of the COC. Oral 
appliances for snoring. Repairs to prosthetic devices due to misuse, malicious damage or gross neglect. Replacement of 
prosthetic devices due to misuse, malicious damage or gross neglect or to replace lost or stolen items.

Alternative Treatments

Dental

Devices, Appliances and Prosthetics

5.B.b
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5.B.b

Services your plan does not cover (Exclusions)

Prescription drug products for outpatient use that are filled by a prescription order or refill. Self-injectable medications. 
This exclusion does not apply to medications which, due to their characteristics (as determined by us), must typically be 
administered or directly supervised by a qualified provider or licensed/certified health professional in an outpatient 
setting. Non-injectable medications given in a Physician’s office. This exclusion does not apply to non-injectable 
medications that are required in an Emergency and consumed in the Physician’s office. Over-the-counter drugs and 
treatments. Growth hormone therapy. New Pharmaceutical Products and/or new dosage forms until the date they are 
reviewed. A Pharmaceutical Product that contains (an) active ingredient(s) available in and therapeutically equivalent 
(having essentially the same efficacy and adverse effect profile) to another covered Pharmaceutical Product. Such 
determinations may be made up to six times during a calendar year. A Pharmaceutical Product that contains (an) active 
ingredient(s) which is (are) a modified version of and therapeutically equivalent (having essentially the same efficacy 
and adverse effect profile) to another covered Pharmaceutical Product. Such determinations may be made up to six times 
during a calendar year. A Pharmaceutical Product with an approved biosimilar or a biosimilar and therapeutically 
equivalent (having essentially the same efficacy and adverse effect profile) to another covered Pharmaceutical Product. 
For the purpose of this exclusion a "biosimilar" is a biological Pharmaceutical Product approved based on showing that 
it is highly similar to a reference product (a biological Pharmaceutical Product) and has no clinically meaningful 
differences in terms of safety and effectiveness from the reference product. Such determinations may be made up to six 
times per calendar year. Certain Pharmaceutical Products for which there are therapeutically equivalent (having 
essentially the same efficacy and adverse effect profile) alternatives available, unless otherwise required by law or 
approved by us. Such determinations may be made up to six times during a calendar year.

Experimental or Investigational and Unproven Services and all services related to Experimental or Investigational and 
Unproven Services are excluded. The fact that an Experimental or Investigational or Unproven Service, treatment, 
device or pharmacological regimen is the only available treatment for a particular condition will not result in Benefits if 
the procedure is considered to be Experimental or Investigational or Unproven in the treatment of that particular 
condition. This exclusion does not apply to Covered Health Services provided during a clinical trial for which Benefits 
are provided as described under Clinical Trials in Section 1 of the COC.

Routine foot care. Examples include the cutting or removal of corns and calluses. This exclusion does not apply to 
preventive foot care for Covered Persons with diabetes for which Benefits are provided as described under Diabetes 
Services in Section 1 of the COC. Nail trimming, cutting, or debriding. Hygienic and preventive maintenance foot care. 
Examples include: cleaning and soaking the feet; applying skin creams in order to maintain skin tone. This exclusion 
does not apply to preventive foot care for Covered Persons who are at risk of neurological or vascular disease arising 
from diseases such as diabetes. Treatment of flat feet. Treatment of subluxation of the foot. Shoes; shoe orthotics; shoe 
inserts and arch supports. Note: This exclusion does not apply to therapeutic shoes, custom fitted inserts and related 
orthopedic footwear for Covered Persons with diabetes for which Benefits are provided as described under Diabetes 
Services in Section 1 of the COC.

Cosmetic Procedures including the following:  Abdominoplasty. Blepharoplasty.  Breast enlargement, including 
augmentation mammoplasty and breast implants. Body contouring, such as lipoplasty. Brow lift. Calf implants. Cheek, 
chin, and nose implants. Injection of fillers or neurotoxins. Face lift, forehead lift, or neck tightening. Facial bone 
remodeling for facial feminizations. Hair removal. Hair transplantation. Lip augmentation. Lip reduction.  Liposuction. 
Mastopexy. Pectoral implants for chest masculinization. Rhinoplasty. Skin resurfacing. Thyroid cartilage reduction; 
reduction thyroid chondroplasty; trachea shave (removal or reduction of the Adam's Apple). Voice modification surgery. 
Voice lessons and voice therapy.

Drugs

Experimental, Investigational or Unproven Services

Foot Care

Gender Dysphoria
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Services your plan does not cover (Exclusions)
5.B.b
Prescribed or non-prescribed medical supplies and disposable supplies. Examples include: compression stockings, ace 
bandages, gauze and dressings, urinary catheters. This exclusion does not apply to:• Disposable supplies necessary for the effective use of Durable Medical Equipment for which Benefits are 

provided as described under Durable Medical Equipment in Section 1 of the COC.• Diabetic supplies for which Benefits are provided as described under Diabetes Services in Section 1 of the COC.• Ostomy supplies for which Benefits are provided as described under Ostomy Supplies in Section 1 of the COC.
Tubing and masks, except when used with Durable Medical Equipment as described under Durable Medical Equipment 
in Section 1 of the COC.

Services performed in connection with conditions not classified in the current edition of the Diagnostic and Statistical 
Manual of the American Psychiatric Association. Outside of an initial assessment, services as treatments for a primary 
diagnosis of conditions and problems that may be a focus of clinical attention, but are specifically noted not to be mental 
disorders within the current edition of the Diagnostic and Statistical Manual of the American Psychiatric Association. 
Outside of initial assessment, services as treatments for the primary diagnoses of learning disabilities, conduct and 
impulse control disorders, pyromania, kleptomania, gambling disorder, and paraphilic disorder. Educational services 
that are focused on primarily building skills and capabilities in communication, social interaction and learning. Tuition 
or services that are school-based for children and adolescents required to be provided by, or paid for, by the school under 
the Individuals with Disabilities Education Act. Outside of initial assessment, unspecified disorders for which the 
provider is not obligated to provide clinical rationale as defined in the current edition of the Diagnostic and Statistical 
Manual of the American Psychiatric Association. Transitional Living services.

Individual and group nutritional counseling including non-specific disease nutritional education such as general good 
eating habits, calorie control or dietary preferences. This exclusion does not apply to preventive care for which Benefits 
are provided under the United States Preventive Services Task Force requirement. This exclusion also does not apply to 
medical nutritional education services that are provided as part of treatment for a disease by appropriately licensed or 
registered health care professionals when both of the following are true:• Nutritional education is required for a disease in which patient self-management is an important component of 

treatment.• There exists a knowledge deficit regarding the disease which requires the intervention of a trained health 
professional.

Enteral feedings, even if the sole source of nutrition. Infant formula and donor breast milk. Nutritional or cosmetic 
therapy using high dose or mega quantities of vitamins, minerals or elements and other nutrition-based therapy. 
Examples include supplements, electrolytes, and foods of any kind (including high protein foods and low carbohydrate 
foods).

Television; telephone; beauty/barber service; guest service. Supplies, equipment and similar incidental services and 
supplies for personal comfort. Examples include: air conditioners, air purifiers and filters, dehumidifiers; batteries and 
battery chargers; breast pumps (This exclusion does not apply to breast pumps for which Benefits are provided under the 
Health Resources and Services Administration (HRSA) requirement); car seats; chairs, bath chairs, feeding chairs, 
toddler chairs, chair lifts, recliners; exercise equipment; home modifications such as elevators, handrails and ramps; hot 
and cold compresses; hot tubs; humidifiers; Jacuzzis; mattresses; medical alert systems; motorized beds; music devices; 
personal computers, pillows; power-operated vehicles; radios; saunas; stair lifts and stair glides; strollers; safety 
equipment; treadmills; vehicle modifications such as van lifts; video players, whirlpools. 

Medical Supplies

Mental Health, Neurobiological/Autism Spectrum, and Substance Use Disorders

Nutrition

Personal Care, Comfort or Convenience
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Services your plan does not cover (Exclusions)
5.B.b
Cosmetic Procedures. See the definition in Section 9 of the COC. Examples include: pharmacological regimens, 
nutritional procedures or treatments. Scar or tattoo removal or revision procedures (such as salabrasion, chemosurgery 
and other such skin abrasion procedures). Skin abrasion procedures performed as a treatment for acne. Liposuction or 
removal of fat deposits considered undesirable, including fat accumulation under the male breast and nipple. Treatment 
for skin wrinkles or any treatment to improve the appearance of the skin. Treatment for spider veins. Hair removal or 
replacement by any means. Replacement of an existing breast implant if the earlier breast implant was performed as a 
Cosmetic Procedure. Note: Replacement of an existing breast implant is considered reconstructive if the initial breast 
implant followed mastectomy. See Reconstructive Procedures in Section 1 of the COC. Treatment of benign 
gynecomastia (abnormal breast enlargement in males). Physical conditioning programs such as athletic training, body-
building, exercise, fitness, flexibility, and diversion or general motivation. Weight loss programs whether or not they are 
under medical supervision. Weight loss programs for medical reasons are also excluded. Wigs regardless of the reason 
for the hair loss.

Excision or elimination of hanging skin on any part of the body. Examples include plastic surgery procedures called 
abdominoplasty and brachioplasty. Medical and surgical treatment of excessive sweating (hyperhidrosis). Medical and 
surgical treatment for snoring, except when provided as a part of treatment for documented obstructive sleep apnea. 
Rehabilitation services and Manipulative Treatment to improve general physical condition that are provided to reduce 
potential risk factors, where significant therapeutic improvement is not expected, including routine, long-term or 
maintenance/preventive treatment. Rehabilitation services for speech therapy except as required for treatment of a 
speech impediment or speech dysfunction that results from Injury, stroke, cancer, Congenital Anomaly or Autism 
Spectrum Disorder. Outpatient cognitive rehabilitation therapy except as Medically Necessary following a post-
traumatic brain Injury or cerebral vascular accident. Psychosurgery. Physiological modalities and procedures that result 
in similar or redundant therapeutic effects when performed on the same body region during the same visit or office 
encounter. Biofeedback. The following services for the diagnosis and treatment of TMJ: surface electromyography; 
Doppler analysis; vibration analysis; computerized mandibular scan or jaw tracking; craniosacral therapy; orthodontics; 
occlusal adjustment; dental restorations. Upper and lower jawbone surgery, orthognathic surgery, and jaw alignment. 
This exclusion does not apply to reconstructive jaw surgery required for Covered Persons because of a Congenital 
Anomaly, acute traumatic Injury, dislocation, tumors, cancer or obstructive sleep apnea. This exclusion does not apply 
to Benefits as described under Dental Services – Anesthesia and Hospitalization and Temporomandibular Joint Services 
in Section 1 of the COC. Surgical and non-surgical treatment of obesity. Stand-alone multi-disciplinary smoking 
cessation programs. These are programs that usually include health care providers specializing in smoking cessation and 
may include a psychologist, social worker or other licensed or certified professional. The programs usually include 
intensive psychological support, behavior modification techniques and medications to control cravings. Breast reduction 
surgery except as coverage is required by the Women’s Health and Cancer Rights Act of 1998 for which Benefits are 
described under Reconstructive Procedures in Section 1 of the COC. In vitro fertilization regardless of the reason for 
treatment.

Services performed by a provider who is a family member by birth or marriage. Examples include a spouse, brother, 
sister, parent or child. This includes any service the provider may perform on himself or herself. Services performed by 
a provider with your same legal residence. Services provided at a Freestanding Facility or diagnostic Hospital-based 
Facility without an order written by a Physician or other provider. Services which are self-directed to a Freestanding 
Facility or diagnostic or Hospital-based Facility. Services ordered by a Physician or other provider who is an employee 
or representative of a Freestanding Facility or diagnostic Hospital-based Facility, when that Physician or other provider 
has not been actively involved in your medical care prior to ordering the service, or is not actively involved in your 
medical care after the service is received. This exclusion does not apply to mammography.

Physical Appearance

Procedures and Treatments

Providers
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5.B.b

Services your plan does not cover (Exclusions)

Health services and associated expenses for infertility treatments, including assisted reproductive technology, regardless 
of the reason for the treatment. This exclusion does not apply to services required to treat or correct underlying causes of 
infertility. Surrogate parenting, donor eggs, donor sperm and host uterus. Storage and retrieval of all reproductive 
materials. Examples include eggs, sperm, testicular tissue and ovarian tissue. The reversal of voluntary sterilization.

Health services for which other coverage is required by federal, state or local law to be purchased or provided through 
other arrangements. Examples include coverage required by workers’ compensation or similar legislation. If coverage 
under workers’ compensation or similar legislation is optional for you because you could elect it, or could have it elected 
for you, Benefits will not be paid for any Injury, Sickness, or Mental Illness that would have been covered under 
workers’ compensation or similar legislation had that coverage been elected. Services resulting from accidental bodily 
injuries arising out of a motor vehicle accident to the extent the services are payable under a medical expense payment 
provision of an automobile insurance policy. Health services for treatment of military service-related disabilities, when 
you are legally entitled to other coverage and facilities are reasonably available to you. Health services while on active 
military duty.

Health services for organ and tissue transplants, except those described under Transplantation Services in Section 1 of 
the COC. Health services connected with the removal of an organ or tissue from you for purposes of a transplant to 
another person. (Donor costs that are directly related to organ removal are payable for a transplant through the organ 
recipient’s Benefits under the Policy.) Health services for transplants involving permanent mechanical or animal organs.

Health services provided in a foreign country, unless required as Emergency Health Services. Travel or transportation 
expenses, even though prescribed by a Physician. Some travel expenses related to Covered Health Services received 
from a Designated Facility or Designated Physician may be reimbursed as determined by us. This exclusion does not 
apply to ambulance transportation for which Benefits are provided as described under Ambulance Services in Section 1 
of the COC.

Multi-disciplinary pain management programs provided on an inpatient basis for acute pain or for exacerbation of 
chronic pain. Custodial care or maintenance care; domiciliary care. Private Duty Nursing. Respite care. This exclusion 
does not apply to respite care that is part of an integrated hospice care program of services provided to a terminally ill 
person by a licensed hospice care agency for which Benefits are provided as described under Hospice Care in Section 1 
of the COC. Rest cures; services of personal care attendants. Work hardening (individualized treatment programs 
designed to return a person to work or to prepare a person for specific work).

Purchase cost and fitting charge for eye glasses and contact lenses. Implantable lenses used only to correct a refractive 
error (such as Intacs corneal implants). Eye exercise or vision therapy. Surgery that is intended to allow you to see better 
without glasses or other vision correction. Examples include radial keratotomy, laser, and other refractive eye surgery. 
Bone anchored hearing aids except when either of the following applies: For Covered Persons with craniofacial 
anomalies whose abnormal or absent ear canals preclude the use of a wearable hearing aid. For Covered Persons with 
hearing loss of sufficient severity that it would not be adequately remedied by a wearable hearing aid. More than one 
bone anchored hearing aid per Covered Person who meets the above coverage criteria during the entire period of time 
the Covered Person is enrolled under the Policy. Repairs and/or replacement for a bone anchored hearing aid for 
Covered Persons who meet the above coverage criteria, other than for malfunctions. Routine vision examinations, 
including refractive examinations to determine the need for vision correction.

Reproduction

Services Provided under Another Plan

Transplants

Travel

Types of Care

Vision and Hearing
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Services your plan does not cover (Exclusions)
5.B.b
Health services and supplies that do not meet the definition of a Covered Health Service – see the definition in Section 9 
of the COC. Covered Health Services are those health services, including services, supplies, or Pharmaceutical Products, 
which we determine to be all of the following: Medically Necessary; described as a Covered Health Service in Section 1 
of the COC and Schedule of Benefits; and not otherwise excluded in Section 2 of the COC. Physical, psychiatric or 
psychological exams, testing, all form of  vaccinations and immunizations or treatments that are otherwise covered 
under the Policy when: required solely for purposes of school, sports or camp, travel, career or employment, insurance, 
marriage or adoption; related to judicial or administrative proceedings or orders; conducted for purposes of medical 
research (This exclusion does not apply to Covered Health Services provided during a clinical trial for which Benefits 
are provided as described under Clinical Trials in Section 1 of the COC); required to obtain or maintain a license of any 
type. Health services received as a result of war or any act of war, whether declared or undeclared or caused during 
service in the armed forces of any country. This exclusion does not apply to Covered Persons who are civilians injured 
or otherwise affected by war, any act of war, or terrorism in non-war zones. Health services received after the date your 
coverage under the Policy ends. This applies to all health services, even if the health service is required to treat a medical 
condition that arose before the date your coverage under the Policy ended. This exclusion does not apply to those Health 
Services covered as described under Extended Coverage for Total Disability in Section 4 of the COC. Health services 
for which you have no legal responsibility to pay, or for which a charge would not ordinarily be made in the absence of 
coverage under the Policy. In the event an Out-of-Network provider waives, does not pursue, or fails to collect co-
payments, co-insurance, any deductible or other amount owed for a particular health service, no Benefits are provided 
for the health service for which the co-payments, co-insurance and/or deductible are waived. Charges in excess of 
Eligible Expenses or in excess of any specified limitation. Long term (more than 30 days) storage. Examples include 
cryopreservation of tissue, blood and blood products. Autopsy. Foreign language and sign language services. Health 
services related to a non-Covered Health Service: When a service is not a Covered Health Service, all services related to 
that non-Covered Health Service are also excluded. This exclusion does not apply to services we would otherwise 
determine to be Covered Health Services if they are to treat complications that arise from the non-Covered Health 
Service. For the purpose of this exclusion, a “complication” is an unexpected or unanticipated condition that is 
superimposed on an existing disease and that affects or modifies the prognosis of the original disease or condition. 
Examples of a “complication” are bleeding or infections, following a Cosmetic Procedure, that require hospitalization.

All Other Exclusions
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UnitedHealthcare Insurance Company does not treat members differently because of sex, age, race, color, disability or 
national origin.
If you think you were treated unfairly because of your sex, age, race, color, disability or national origin, you can send 
a complaint to Civil Rights Coordinator.
Online: UHC_Civil_Rights@uhc.com
Mail: Civil Rights Coordinator. United HealthCare Civil Rights Grievance. P.O. Box 30608 Salt Lake City, UTAH 
84130

You must send the complaint within 60 days of when you found out about it. A decision will be sent to you within 30 
days. If you disagree with the decision, you have 15 days to ask us to look at it again.
If you need help with your complaint, please call the toll-free member phone number listed on your ID card, TTY 711, 
Monday through Friday, 8 a.m. to 8 p.m. 

You can also file a complaint with the U.S. Dept. of Health and Human Services.
Online: https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.
Phone: Toll-free 1-800-368-1019, 800-537-7697 (TDD)
Mail: U.S. Dept. of Health and Human Services. 200 Independence Avenue, SW Room 509F, HHH Building 
Washington, D.C. 20201

We provide free services to help you communicate with us. Such as, letters in others languages or large print. Or, you 
can ask for an interpreter. To ask for help, please call the toll-free member phone number listed on your health plan ID 
card, TTY 711, Monday through Friday, 8 a.m. to 8 p.m. ET.

5.B.b
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Presented by: Dan Nackers & Karen Larkin
Midsouth Benefits
4994 Lower Roswell Road
Suite 5
Marietta, GA 30068

City of Jonesboro
2017-2018 Medical Renewal Presentation

5.B.c
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MEDICAL RENEWAL & MARKETING SUMMARY
Renewal Date: 1/1/2018

BCBS (current carrier)

City of Jonesboro received a 15% increase on the Medical rates for the upcoming plan year for the benefits in place with BCBS through 
the Georgia Municipal Association (GMA).  After going to market, we have found that nearly every carrier is offering lower rates than the 
BCBS renewal rates.  See below for details on each carrier.  Our recommendation after reviewing all options is to move the Medical 
coverage to United Healthcare, effective 1/1/18.

United Healthcare is the most competitive option, coming in at about 3.6% below the current BCBS rates for similar options.  This would 
offer just over $85,000 in savings for the year compared to the BCBS renewal rates.  There are some differences in the plans compared 
to BCBS, but overall the benefits are still very rich and the in-network out-of-pocket exposure to employees is actually lower than on the 
current BCBS plans.

United Healthcare

Cigna Cigna is the only carrier that is able to match the current benefits.  For nearly idental plans (Rx is slightly different), Cigna is coming in 
around 2% below the BCBS renewal rates.  The small savings here likely isn't enough to warrant a change in carriers.

Humana was unable to provide underwritten rates due to the fact that Jonesboro is currently covered under an association plan.  Their 
baseline rates look somewhat competitive, however UHC is coming in extremely competitive and would not require employees to 
complete individual applications.

Humana

Aetna
Aetna is coming in very competitive, at about 12.3% below the current BCBS rates.  However, Aetna does not offer plans as rich as what 
Jonesboro currently has in place.  So, the richest plan options available are a $1,000 80% plan and a $1,500 100% plan.  That said, we 
feel that there are better options available in the marketplace for Jonesboro at this time.
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Coverage Type HMO POS
Monthly 
Premium

Total Monthly 
Cost

Jonesboro 
Monthly Cost

Combined EE 
Monthly Cost

Monthly 
Premium

Total Monthly 
Cost

Jonesboro 
Monthly Cost

Combined EE 
Monthly Cost

Employee Only 6 19  $            705.00  $         4,230.00  $         3,744.00  $            486.00  $            624.00  $       11,856.00  $       11,856.00  $                     -   
Employee & Spouse 1 4  $         1,409.00  $         1,409.00  $            935.50  $            473.50  $         1,247.00  $         4,988.00  $         3,742.00  $         1,246.00 
Employee & Child(ren) 2 7  $         1,339.00  $         2,678.00  $         1,808.00  $            870.00  $         1,184.00  $         8,288.00  $         6,328.00  $         1,960.00 
Family 0 6  $         2,112.00  $                     -    $                     -    $                     -    $         1,870.00  $       11,220.00  $         7,482.00  $         3,738.00 

 $         8,317.00  $         6,487.50  $         1,829.50  $       36,352.00  $       29,408.00  $         6,944.00 

 $       44,669.00  $       35,895.50  $         8,773.50 Combined Total Monthly Cost

HMO POSMonthly Rates

CURRENT - BCBS

Pharmacy Benefits

Out-of-Network Benefits

In-Network Benefits

Major Diagnostic Testing (MRI, CT, etc.)
Out-Patient Facilities
In-Patient Facilities
Urgent Care Copay
Hospital Emergency Copay
Specialist Care Provider Office Visit Copay
Primary Care Provider Office Visit Copay

Medical Annual Out-of-Pocket Max (Ind/Fam)
Individual/Family Annual Deductible
Carrier Coinsurance

60%
$1,000 / $3,000

$5,000 / $10,000 (includes deductible, coinsurance & copayments)

Rx Tier 4 Copay - Retail/Mail Order
Rx Tier 3 Copay - Retail/Mail Order

N/A

$30 
$40 

$150 (waived if admitted)
$60 

20% after the deductible
20% after the deductible
20% after the deductible

Rx Annual Out-of-Pocket Max (Ind/Fam) $4,450 / $8,900 $1,600 / $3,200

Medical Annual Out-of-Pocket Max (Ind/Fam)

City of Jonesboro
BCBS Current Medical Benefits & Rates

1/1/2017 - 12/31/2017

HMO POS
90%

10% after the deductible
10% after the deductible
10% after the deductible

$60 
$150 (waived if admitted)

$30 
$20 

$1,000 / $2,000 (includes deductible, coinsurance & copayments)
$0 / $0

N/A
N/A
N/A

80%

Individual/Family Annual Deductible
Carrier Coinsurance

$500 / $1,500
$2,500 / $5,000 (includes deductible, coinsurance & copayments)

Rx Annual Out-of-Pocket Max (Ind/Fam) $3,200 / $6,400N/A

This is only an outline of coverage and rates; and is not considered binding.  Please reference carrier contracts for full details.  Should there be a discrepancy between this outline and any contracts, the 
contracts will apply.  Proposed carrier rates are estimated based on preliminary census submitted; firm rates are not set until final application is made with final census and effective date requested.

Total Monthly Premium

Rx Tier 2 Copay - Retail/Mail Order
Rx Tier 1 Copay - Retail/Mail Order
Rx Deductible

$10 / $20
$35 / $70

$60 / $120
N/AN/A

$60 / $120
$35 / $70
$10 / $20

N/A
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Coverage Type HMO POS
Monthly 
Premium

Total Monthly 
Cost

Jonesboro 
Monthly Cost

Combined EE 
Monthly Cost

Monthly 
Premium

Total Monthly 
Cost

Jonesboro 
Monthly Cost

Combined EE 
Monthly Cost

Employee Only 6 19  $            811.00  $         4,866.00  $         4,308.00  $            558.00  $            718.00  $       13,642.00  $       13,642.00  $                     -   
Employee & Spouse 1 4  $         1,621.00  $         1,621.00  $         1,076.00  $            545.00  $         1,434.00  $         5,736.00  $         4,304.00  $         1,432.00 
Employee & Child(ren) 2 7  $         1,540.00  $         3,080.00  $         2,080.00  $         1,000.00  $         1,362.00  $         9,534.00  $         7,280.00  $         2,254.00 
Family 0 6  $         2,429.00  $                     -    $                     -    $                     -    $         2,151.00  $       12,906.00  $         8,607.00  $         4,299.00 

 $         9,567.00  $         7,464.00  $         2,103.00  $       41,818.00  $       33,833.00  $         7,985.00 

 $       51,385.00  $       41,297.00  $       10,088.00 

 $         6,716.00  $         5,401.50  $         1,314.50 
15.04% 15.05% 14.98%

$1,600 / $3,200
Primary Care Provider Office Visit Copay $20 $30 
Specialist Care Provider Office Visit Copay $30 

Percentage Increase from Current

Total Monthly Premium

Combined Total Monthly Cost

This is only an outline of coverage and rates; and is not considered binding.  Please reference carrier contracts for full details.  Should there be a discrepancy between this outline and any contracts, the 
contracts will apply.  Proposed carrier rates are estimated based on preliminary census submitted; firm rates are not set until final application is made with final census and effective date requested.

City of Jonesboro
BCBS Renewal Medical Benefits & Rates

1/1/2018 - 12/31/2018

RENEWAL - BCBS

Individual/Family Annual Deductible $0 / $0 $500 / $1,500
Medical Annual Out-of-Pocket Max (Ind/Fam) $1,000 / $2,000 (includes deductible, coinsurance & copayments) $2,500 / $5,000 (includes deductible, coinsurance & copayments)
Rx Annual Out-of-Pocket Max (Ind/Fam) $4,450 / $8,900

Monthly $ Increase from Current

In-Network Benefits HMO POS
Carrier Coinsurance 90% 80%

$40 
Hospital Emergency Copay $150 (waived if admitted) $150 (waived if admitted)
Urgent Care Copay $60 $60 
In-Patient Facilities 10% after the deductible 20% after the deductible
Out-Patient Facilities 10% after the deductible 20% after the deductible
Major Diagnostic Testing (MRI, CT, etc.) 10% after the deductible 20% after the deductible

Out-of-Network Benefits
Carrier Coinsurance N/A 60%
Individual/Family Annual Deductible N/A $1,000 / $3,000
Medical Annual Out-of-Pocket Max (Ind/Fam) N/A $5,000 / $10,000 (includes deductible, coinsurance & copayments)
Rx Annual Out-of-Pocket Max (Ind/Fam) N/A $3,200 / $6,400

Pharmacy Benefits
Rx Deductible N/A N/A
Rx Tier 1 Copay - Retail/Mail Order $10 / $20 $10 / $20
Rx Tier 2 Copay - Retail/Mail Order $35 / $70 $35 / $70
Rx Tier 3 Copay - Retail/Mail Order $60 / $120 $60 / $120
Rx Tier 4 Copay - Retail/Mail Order N/A N/A

Monthly Rates HMO POS
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Coverage Type
OAMC 
1500

OAMC 
1000

Monthly 
Premium

Total Monthly 
Cost

Jonesboro 
Monthly Cost

Combined EE 
Monthly Cost

Monthly 
Premium

Total Monthly 
Cost

Jonesboro 
Monthly Cost

Combined EE 
Monthly Cost

Employee Only 6 19  $            525.00  $         3,150.00  $         3,150.00  $                     -    $            536.00  $       10,184.00  $         9,975.00  $            209.00 
Employee & Spouse 1 4  $         1,155.00  $         1,155.00  $            840.00  $            315.00  $         1,179.00  $         4,716.00  $         3,360.00  $         1,356.00 
Employee & Child(ren) 2 7  $         1,076.00  $         2,152.00  $         1,601.00  $            551.00  $         1,099.00  $         7,693.00  $         5,603.50  $         2,089.50 
Family 0 6  $         1,654.00  $                     -    $                     -    $                     -    $         1,689.00  $       10,134.00  $         6,537.00  $         3,597.00 

 $         6,457.00  $         5,591.00  $            866.00  $       32,727.00  $       25,475.50  $         7,251.50 

 $       39,184.00  $       31,066.50  $         8,117.50 

 $       (5,485.00)  $       (4,829.00)  $           (656.00)
-12.28% -13.45% -7.48%

Carrier Coinsurance 100% 80%
Individual/Family Annual Deductible $1,500 / $3,000 $1,000 / $2,000
Medical Annual Out-of-Pocket Max (Ind/Fam) $4,500 / $9,000 (includes deductible, coinsurance & copayments) $4,000 / $8,000 (includes deductible, coinsurance & copayments)

$35 $20 

Total Monthly Premium

Monthly Rates OAMC 1500 100/70 OAMC 1000 80/60

Monthly $ Increase from Current
Percentage Increase from Current

This is only an outline of coverage and rates; and is not considered binding.  Please reference carrier contracts for full details.  Should there be a discrepancy between this outline and any contracts, the 
contracts will apply.  Proposed carrier rates are estimated based on preliminary census submitted; firm rates are not set until final application is made with final census and effective date requested.

Rx Annual Out-of-Pocket Max (Ind/Fam) N/A - Rx copays count towards Medical OOP Maximum N/A - Rx copays count towards Medical OOP Maximum
Primary Care Provider Office Visit Copay

Combined Total Monthly Cost

In-Network Benefits OAMC 1500 100/70 OAMC 1000 80/60

City of Jonesboro
Aetna Medical Benefits & Rates

1/1/2018 - 12/31/2018

OPTION 1 - Aetna

Specialist Care Provider Office Visit Copay $60 $50 
Hospital Emergency Copay $300 (waived if admitted) $300 (waived if admitted)
Urgent Care Copay $75 $75 
In-Patient Facilities $100 Copay after the deductible 20% after the deductible
Out-Patient Facilities 0% after the deductible 20% after the deductible
Major Diagnostic Testing (MRI, CT, etc.) 0% after the deductible 20% after the deductible

Out-of-Network Benefits
Carrier Coinsurance 70% 60%
Individual/Family Annual Deductible $3,000 / $6,000 $2,000 / $4,000
Medical Annual Out-of-Pocket Max (Ind/Fam) $13,000 / $26,000 (includes deductible, coinsurance & copayments) $12,000 / $24,000 (includes deductible, coinsurance & copayments)
Rx Annual Out-of-Pocket Max (Ind/Fam) N/A - Rx copays count towards Medical OOP Maximum N/A - Rx copays count towards Medical OOP Maximum

Pharmacy Benefits
Rx Deductible N/A N/A
Rx Tier 1 Copay - Retail/Mail Order Tier 1A:  $3 / $7.50; Tier 1:  $15 / $37.5 Tier 1A:  $3 / $7.50; Tier 1:  $10 / $25
Rx Tier 2 Copay - Retail/Mail Order $35 / $87.50 $35 / $87.50
Rx Tier 3 Copay - Retail/Mail Order $65 / $162.50 $65 / $162.50
Rx Tier 4 Copay - Retail Preferred: 30% to $250 Max; Non-Preferred: 40% to $500 Max Preferred: 30% to $250 Max; Non-Preferred: 40% to $500 Max
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Coverage Type OAPIN OAP
Monthly 
Premium

Total Monthly 
Cost

Jonesboro 
Monthly Cost

Combined EE 
Monthly Cost

Monthly 
Premium

Total Monthly 
Cost

Jonesboro 
Monthly Cost

Combined EE 
Monthly Cost

Employee Only 6 19  $            773.25  $         4,639.50  $         4,263.90  $            375.60  $            710.65  $       13,502.35  $       13,502.35  $                     -   
Employee & Spouse 1 4  $         1,546.51  $         1,546.51  $         1,065.97  $            480.54  $         1,421.29  $         5,685.16  $         4,263.88  $         1,421.28 
Employee & Child(ren) 2 7  $         1,469.20  $         2,938.40  $         2,060.88  $            877.52  $         1,350.23  $         9,451.61  $         7,213.08  $         2,238.53 
Family 0 6  $         2,319.75  $                     -    $                     -    $                     -    $         2,131.92  $       12,791.52  $         8,527.71  $         4,263.81 

 $         9,124.41  $         7,390.75  $         1,733.66  $       41,430.64  $       33,507.02  $         7,923.62 

 $       50,555.05  $       40,897.77  $         9,657.28 

 $         5,886.05  $         5,002.27  $            883.78 
13.18% 13.94% 10.07%

Major Diagnostic Testing (MRI, CT, etc.)

Individual/Family Annual Deductible

Rx Deductible

Urgent Care Copay $60 $60 
In-Patient Facilities 10% after the deductible 20% after the deductible
Out-Patient Facilities 10% after the deductible 20% after the deductible

10% after the deductible 20% after the deductible

Primary Care Provider Office Visit Copay $20 $30 
Specialist Care Provider Office Visit Copay

N/A $1,000 / $3,000
Medical Annual Out-of-Pocket Max (Ind/Fam) N/A $5,000 / $10,000 (includes deductible, coinsurance & copayments)

Cigna Medical Benefits & Rates
1/1/2018 - 12/31/2018

OPTION 2 - Cigna (LEVEL FUNDED)
In-Network Benefits Open Access Plus In Open Access Plus

City of Jonesboro

Rx Tier 2 Copay - Retail/Mail Order $35 / $105 $35 / $105
Rx Tier 3 Copay - Retail/Mail Order

$1,000 / $2,000 (includes deductible, coinsurance & copayments) $2,500 / $5,000 (includes deductible, coinsurance & copayments)

$150 (waived if admitted) $150 (waived if admitted)

Out-of-Network Benefits
Carrier Coinsurance N/A 60%

$30 $40 
Hospital Emergency Copay

Rx Annual Out-of-Pocket Max (Ind/Fam) N/A $3,200 / $6,400
Pharmacy Benefits

N/A N/A
Rx Tier 1 Copay - Retail/Mail Order $10 / $30 $10 / $30

Carrier Coinsurance 90% 80%
Individual/Family Annual Deductible $0 / $0 $500 / $1,500
Medical Annual Out-of-Pocket Max (Ind/Fam)
Rx Annual Out-of-Pocket Max (Ind/Fam) $4,450 / $8,900 $1,600 / $3,200

Combined Total Monthly Cost

Monthly $ Increase from Current
Percentage Increase from Current

This is only an outline of coverage and rates; and is not considered binding.  Please reference carrier contracts for full details.  Should there be a discrepancy between this outline and any contracts, the 
contracts will apply.  Proposed carrier rates are estimated based on preliminary census submitted; firm rates are not set until final application is made with final census and effective date requested.

$60 / $180 $60 / $180
N/A N/A

Monthly Rates Open Access Plus In Open Access Plus

Total Monthly Premium

Rx Tier 4 Copay - Retail/Mail Order
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Coverage Type AR-WW AR-W3
Monthly 
Premium

Total Monthly 
Cost

Jonesboro 
Monthly Cost

Combined EE 
Monthly Cost

Monthly 
Premium

Total Monthly 
Cost

Jonesboro 
Monthly Cost

Combined EE 
Monthly Cost

Employee Only 6 19  $            651.79  $         3,910.74  $         3,551.04  $            359.70  $            591.84  $       11,244.96  $       11,244.96  $                     -   
Employee & Spouse 1 4  $         1,564.06  $         1,564.06  $         1,006.02  $            558.04  $         1,420.20  $         5,680.80  $         4,024.08  $         1,656.72 
Employee & Child(ren) 2 7  $         1,100.42  $         2,200.84  $         1,591.05  $            609.79  $            999.21  $         6,994.47  $         5,568.68  $         1,425.80 
Family 0 6  $         2,116.64  $                     -    $                     -    $                     -    $         1,921.96  $       11,531.76  $         7,541.40  $         3,990.36 

 $         7,675.64  $         6,148.11  $         1,527.53  $       35,451.99  $       28,379.12  $         7,072.88 

 $       43,127.63  $       34,527.23  $         8,600.41 

 $       (1,541.37)  $       (1,368.27)  $           (173.10)
-3.45% -3.81% -1.97%

This is only an outline of coverage and rates; and is not considered binding.  Please reference carrier contracts for full details.  Should there be a discrepancy between this outline and any contracts, the 
contracts will apply.  Proposed carrier rates are estimated based on preliminary census submitted; firm rates are not set until final application is made with final census and effective date requested.

Monthly Rates AR-WW w/2V Rx AR-W3 w/2V Rx

Total Monthly Premium

Combined Total Monthly Cost

Monthly $ Increase from Current
Percentage Increase from Current

Rx Tier 2 Copay - Retail/Mail Order $35 / $87.50 $35 / $87.50
Rx Tier 3 Copay - Retail/Mail Order $60 / $150 $60 / $150
Rx Tier 4 Copay - Retail/Mail Order N/A N/A

Rx Annual Out-of-Pocket Max (Ind/Fam) N/A - Rx copays count towards Medical OOP Maximum N/A - Rx copays count towards Medical OOP Maximum
Pharmacy Benefits

Rx Deductible N/A N/A
Rx Tier 1 Copay - Retail/Mail Order $10 / $25 $10 / $25

Out-of-Network Benefits
Carrier Coinsurance 70% 60%
Individual/Family Annual Deductible $500 / $1,000 $1,000 / $2,000
Medical Annual Out-of-Pocket Max (Ind/Fam) $6,000 / $12,000 (includes deductible, coinsurance & copayments) $8,000 / $16,000 (includes deductible, coinsurance & copayments)

In-Patient Facilities 10% after the deductible 20% after the deductible
Out-Patient Facilities 10% after the deductible 20% after the deductible
Major Diagnostic Testing (MRI, CT, etc.) 10% after the deductible 20% after the deductible

Specialist Care Provider Office Visit Copay $40 $60 
Hospital Emergency Copay $350 (waived if admitted) $350 (waived if admitted)
Urgent Care Copay $75 $75 

Medical Annual Out-of-Pocket Max (Ind/Fam) $3,000 / $6,000 (includes deductible, coinsurance & copayments) $4,000 / $8,000 (includes deductible, coinsurance & copayments)
Rx Annual Out-of-Pocket Max (Ind/Fam) N/A - Rx copays count towards Medical OOP Maximum N/A - Rx copays count towards Medical OOP Maximum
Primary Care Provider Office Visit Copay $20 $30 

1/1/2018 - 12/31/2018

OPTION 3 - UHC
In-Network Benefits AR-WW w/2V Rx AR-W3 w/2V Rx

Carrier Coinsurance 90% 80%
Individual/Family Annual Deductible $250 / $500 $500 / $1,000

City of Jonesboro
United Healthcare Medical Benefits & Rates
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YOUR BENEFITS

Page 1 of 4                          

Benefit Summary
Outpatient Prescription Drug

Georgia
10/35/60 Plan 02V

Your Copayment and/or Coinsurance is determined by the tier to which the Prescription Drug List (PDL) Management Committee 
has assigned the Prescription Drug Product. All Prescription Drug Products on the Prescription Drug List are assigned to Tier 1, 
Tier 2 or Tier 3. Find individualized information on your benefit coverage, determine tier status, check the status of claims and 
search for network pharmacies by logging on to www.myuhc.com® or calling the Customer Care number on your ID card.

* Only certain Prescription Drug Products are available through mail order; please visit www.myuhc.com or call Customer Care at 
the telephone number on the back of your ID card for more information.

Annual Drug Deductible
Individual Deductible
Family Deductible

No Deductible
No Deductible

Out-of-Pocket Drug Maximum
Individual Out-of-Pocket Maximum
Family Out-of-Pocket Maximum

See Medical Benefit Summary
See Medical Benefit Summary

Tier Level Retail
Up to 31-day supply

*Mail Order
Up to 90-day supply

Network Network
Tier 1 $10 $25

Tier 2 $35 $87.50

Tier 3 $60 $150

This summary of Benefits is intended only to highlight your Benefits for Outpatient Prescription Drug Products and should not be 
relied upon to determine coverage. Your plan may not cover all of your Outpatient Prescription Drug expenses. Please refer to your 
Outpatient Prescription Drug Rider and Certificate of Coverage for a complete listing of services, limitations, exclusions and a 
description of all the terms and conditions of coverage. If this description conflicts in any way with the Outpatient Prescription Drug 
Rider or the Certificate of Coverage, the Outpatient Prescription Drug Rider and Certificate of Coverage shall prevail.

GAMQAA02V15
Item#           Rev. Date
200-7758     0914_rev02 UnitedHealthcare of Georgia, Inc.
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Page 2 of 4                      

You are responsible for paying the lower of the applicable Copayment and/or Coinsurance or the retail Network Pharmacy's Usual 
and Customary Charge, or the lower of the applicable Copayment and/or Coinsurance or the mail order Network Pharmacy's 
Prescription Drug Cost.

For a single Copayment and/or Coinsurance, you may receive a Prescription Drug Product up to the stated supply limit. Some 
products are subject to additional supply limits.

Specialty Prescription Drug Products supply limits are as written by the provider, up to a consecutive 31-day supply of the Specialty 
Prescription Drug Product, unless adjusted based on the drug manufacturer's packaging size, or based on supply limits. Supply 
limits apply to Specialty Prescription Drug Products whether obtained at a retail pharmacy or through a mail order pharmacy.

Some Prescription Drug Products or Pharmaceutical Products for which Benefits are described under the Prescription Drug Rider 
or Certificate are subject to step therapy requirements. This means that in order to receive Benefits for such Prescription Drug 
Products or Pharmaceutical Products you are required to use a different Prescription Drug Product(s) or Pharmaceutical Product(s) 
first.

Also note that some Prescription Drug Products require that you obtain prior authorization from us in advance to determine whether 
the Prescription Drug Product meets the definition of a Covered Health Service and is not Experimental, Investigational or 
Unproven.

If you require certain Prescription Drug Products, we may direct you to a Designated Pharmacy with whom we have an 
arrangement to provide those Prescription Drug Products. If you are directed to a Designated Pharmacy and you choose not to 
obtain your Prescription Drug Product from the Designated Pharmacy, no Benefit will be paid for that Prescription Drug Product.

You may be required to fill an initial Prescription Drug Product order and obtain one refill through a retail pharmacy prior to using a 
mail order Network Pharmacy.

Georgia law allows you to request, without penalty and in a timely fashion, that we authorize payment for a Prescription Drug 
Product that is not covered on any tier of the PDL if: You had been taking the Prescription Drug Product prior to its exclusion from 
coverage and we determine, after consulting with your prescribing Physician, that the PDL's Therapeutically Equivalent drug has 
been ineffective in the treatment of the disease or condition; or the PDL's Therapeutically Equivalent drug causes or is reasonably 
expected to cause adverse or harmful reactions in the patient. If the request is denied, you have the right to appeal that decision. 
The process is described in your Certificate in Section 6: Questions, Complaints and Appeals. You may also call Customer Care at 
the telephone number on your ID card for assistance.

Benefits are available for refills of Prescription Drug Products only when dispensed as ordered by a duly licensed health care 
provider and only after 3/4 of the original Prescription Drug Product has been used.

If you require certain Maintenance Medications, we may direct you to the Mail Order Network Pharmacy to obtain those 
Maintenance Medications. If you choose not to obtain your Maintenance Medications from the Mail Order Network Pharmacy, you 
may opt-out of the Maintenance Medication Program each year through the Internet at myuhc.com or by calling Customer Care at 
the telephone number on your ID card.

Other Important Information about your Outpatient Prescription Drug Benefits
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Page 3 of 4                        

PHARMACY EXCLUSIONS

Exclusions from coverage listed in the Certificate apply also to this Rider. In addition, the exclusions listed below apply.

• Coverage for Prescription Drug Products for the amount dispensed (days' supply or quantity limit) which exceeds the supply 
limit. 

• Coverage for Prescription Drug Products for the amount dispensed (days' supply or quantity limit) which is less than the 
minimum supply limit.

• Prescription Drug Products dispensed outside the United States, except as required for Emergency treatment.
• Drugs which are prescribed, dispensed or intended for use during an Inpatient Stay. 
• Experimental, Investigational or Unproven Services and medications; medications used for experimental indications and/or 

dosage regimens determined by us to be experimental, investigational or unproven. This exclusion does not apply to drugs 
prescribed for a use that is different from the use for which that drug has been approved for marketing by the federal Food and 
Drug Administration ("FDA"), provided all of the following conditions are met: The drug has been approved by the FDA; The 
drug is prescribed by a Physician for the treatment of a life-threatening disease or condition, or the treatment of a chronic and 
seriously debilitating disease or condition and is medically appropriate to treat that disease or condition, or the treatment of a 
disease or condition in a child where it has been approved by the FDA for similar conditions or diseases in adults and the drug 
is medically appropriate to treat that disease or condition; and The drug has been recognized for treatment of that disease or 
condition or pediatric application by one of the following: The American Medical Association Drug Evaluations; The American 
Hospital Formulary Service Drug Information; The United States Pharmacopoeia Dispensing Information; or Two articles from 
major peer reviewed medical journals. This exclusion does not apply to prescribed drugs ordered for Phase II and III in 
prescription drug children's cancer clinical trial programs.

• Prescription Drug Products furnished by the local, state or federal government. Any Prescription Drug Product to the extent 
payment or benefits are provided or available from the local, state or federal government (for example, Medicare) whether or 
not payment or benefits are received, except as otherwise provided by law.

• Prescription Drug Products for any condition, Injury, Sickness or mental illness arising out of, or in the course of, employment 
for which benefits are available under any workers' compensation law or other similar laws, whether or not a claim for such 
benefits is made or payment or benefits are received.

• Any product dispensed for the purpose of appetite suppression or weight loss.
• A Pharmaceutical Product for which Benefits are provided in your Certificate. This exclusion does not apply to Depo Provera 

and other injectable drugs used for contraception.
• Durable Medical Equipment. Prescribed and non-prescribed outpatient supplies, other than the diabetic supplies and inhaler 

spacers specifically stated as covered.
• General vitamins, except the following which require a Prescription Order or Refill: prenatal vitamins, vitamins with fluoride, and 

single entity vitamins.
• Unit dose packaging or repackagers of Prescription Drug Products.
• Medications used for cosmetic purposes.
• Prescription Drug Products, including New Prescription Drug Products or new dosage forms, that we determine do not meet the 

definition of a Covered Health Service.
• Prescription Drug Products as a replacement for a previously dispensed Prescription Drug Product that was lost, stolen, broken 

or destroyed.
• Prescription Drug Products when prescribed to treat infertility.
• Certain Prescription Drug Products for smoking cessation.
• Compounded drugs that do not contain at least one ingredient that has been approved by the U.S. Food and Drug 

Administration (FDA) and requires a Prescription Order or Refill. Compounded drugs that contain a non-FDA approved bulk 
chemical. Compounded drugs that are available as a similar commercially available Prescription Drug Product. (Compounded 
drugs that contain at least one ingredient that requires a Prescription Order or Refill are assigned to Tier 3.) Any prescription 
medication that must be compounded into its final form by the dispensing pharmacist, Physician, or other health care provider.

• Drugs available over-the-counter that do not require a Prescription Order or Refill by federal or state law before being 
dispensed, unless we have designated the over-the-counter medication as eligible for coverage as if it were a Prescription Drug 
Product and it is obtained with a Prescription Order or Refill from a Physician. Prescription Drug Products that are available in 
over-the-counter form or comprised of components that are available in over-the-counter form or equivalent. Certain 
Prescription Drug Products that we have determined are Therapeutically Equivalent to an over-the-counter drug or supplement. 
Such determinations may be made up to six times during a calendar year, and we may decide at any time to reinstate Benefits 
for a Prescription Drug Product that was previously excluded under this provision.

• Certain New Prescription Drug Products and/or new dosage forms until the date they are reviewed and assigned to a tier by our 
PDL Management Committee.

• Growth hormone for children with familial short stature (short stature based upon heredity and not caused by a diagnosed 
medical condition).

• Any product for which the primary use is a source of nutrition, nutritional supplements, or dietary management of disease, even 
when used for the treatment of Sickness or Injury.

Exclusions

5.B.d

Packet Pg. 62

A
tt

ac
h

m
en

t:
 P

re
sc

ri
p

ti
o

n
 D

ru
g

 2
V

 P
la

n
 S

u
m

m
ar

y 
 (

11
87

 :
 2

01
8 

M
aj

o
r 

M
ed

ic
al

 -
 U

n
it

ed
 H

ea
lt

h
ca

re
)



Page 4 of 4                        

PHARMACY EXCLUSIONS CONTINUED

• A Prescription Drug Product that contains (an) active ingredient(s) available in and Therapeutically Equivalent to another 
covered Prescription Drug Product. Such determinations may be made up to six times during a calendar year, and we may 
decide at any time to reinstate Benefits for a Prescription Drug Product that was previously excluded under this provision.

• A Prescription Drug Product that contains (an) active ingredient(s) which is (are) a modified version of and Therapeutically 
Equivalent to another covered Prescription Drug Product. Such determinations may be made up to six times during a calendar 
year, and we may decide at any time to reinstate Benefits for a Prescription Drug Product that was previously excluded under 
this provision.

• Certain Prescription Drug Products that have not been prescribed by a Specialist Physician.
• Outpatient Prescription Drug Products obtained from a non-Network Pharmacy.
• A Prescription Drug Product that contains marijuana, including medical marijuana.

UnitedHealthcare of Georgia, Inc.
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FOLLOW-UP APPROVAL ACTION (City Clerk) 

Typed Name and Title 
Ricky L. Clark, City Manager 

Date 

November, 6, 2017 

 

Signature City Clerk’s Office 

 

                                                                                

 
CITY OF JONESBORO, GEORGIA COUNCIL 
Agenda Item Summary 

Agenda Item # 

 – C 

COUNCIL MEETING DATE 

  November 6, 2017 

Requesting Agency (Initiator) 

Office of the City Manager 

Sponsor(s) 

 

Requested Action  (Identify appropriate Action or Motion, purpose, cost, timeframe, etc.) 

Discussion regarding FY’ 18 Recommended Budget.  
Requirement for Board Action (Cite specific Council policy, statute or code requirement) 

Presentation 

Is this Item Goal Related? (If yes, describe how this action meets the specific Board Focus Area or Goal) 

  

Summary & Background (First sentence includes Agency recommendation. Provide an executive summary of the action that gives an overview of the relevant details 

for the item.) 

 

 

• 

• 

• 

• 

• 

• 

• 

• 

• 

5.C
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Fiscal Impact (Include projected cost, approved budget amount and account number, source of funds, and any future funding requirements.) 

 
 

 
Exhibits Attached (Provide copies of originals, number exhibits consecutively, and label all exhibits in the upper right corner.)  

• FY18 Budget Book - FINAL 

• FY' 18 City of Jonesboro Budget (Web View) 

Staff Recommendation (Type Name, Title, Agency and Phone) 

Public Hearing 
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https://issuu.com/cityofjonesboro/docs/fy18_budget_book_-_final
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Joy B. Day 
Mayor 

 

Jack Bruce                                 Larry Boak 
Councilmember                 Councilmember    

 

 

Billy Powell                                           Pat Sebo 
Councilmember                 Councilmember  

 

 

Ed Wise                              Alfred Dixon 
Councilmember                 Councilmember    

   

 

 

 

 

 

 

 

 

 

 

 

 

 

Ricky L. Clark, Jr. 
City Manager 

 

Sandra Meyers 
Finance Officer 

 

 

 

 

    Chief Franklin Allen                     Joe Nettleton 
                       Chief of Police                                                                                                                Public Works Director 
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• 

• 

• 

• 

• 

• 

• 
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• 
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• Strengthen Neighborhoods 

• Implement economic 

development strategies 

• Improve mobility 

• Safeguard our environment & 

natural resources 

• Provide a safe community 

     Serve the Customer 

 

          Run the Business 

• Improve customer service 

• Optimize business processes 

• Promote effective 

communication 

• Nurture community 

partnerships 

 

• Ensure long-term financial 

health & stewardship 

• Maintain & invest in facilities 

and infrastructure 

• Manage labor cost 

• Leverage & invest in 

technology 

 

 

• Recruit and retain a 

skilled & diverse 

workforce 

• Promote leadership and 

learning  

• Enhance employee 

safety & well-being 

 

      Manage Resources          Develop Employees 

Vision: Jonesboro will be the most livable and best managed city in the country.  

FY2018 MANAGEMENT PLAN 

5.C.a

Packet Pg. 71

A
tt

ac
h

m
en

t:
 F

Y
18

 B
u

d
g

et
 B

o
o

k 
- 

F
IN

A
L

  (
11

88
 :

 F
Y

' 1
8 

B
u

d
g

et
 P

re
se

n
ta

ti
o

n
)



 

• 

• 

• 

• 

▪ 

5.C.a

Packet Pg. 72

A
tt

ac
h

m
en

t:
 F

Y
18

 B
u

d
g

et
 B

o
o

k 
- 

F
IN

A
L

  (
11

88
 :

 F
Y

' 1
8 

B
u

d
g

et
 P

re
se

n
ta

ti
o

n
)



 

  

5.C.a

Packet Pg. 73

A
tt

ac
h

m
en

t:
 F

Y
18

 B
u

d
g

et
 B

o
o

k 
- 

F
IN

A
L

  (
11

88
 :

 F
Y

' 1
8 

B
u

d
g

et
 P

re
se

n
ta

ti
o

n
)



 

▪ 

▪ 

▪ 

▪ 

▪ 

▪ 

▪ 

▪ 

5.C.a

Packet Pg. 74

A
tt

ac
h

m
en

t:
 F

Y
18

 B
u

d
g

et
 B

o
o

k 
- 

F
IN

A
L

  (
11

88
 :

 F
Y

' 1
8 

B
u

d
g

et
 P

re
se

n
ta

ti
o

n
)



 

5.C.a

Packet Pg. 75

A
tt

ac
h

m
en

t:
 F

Y
18

 B
u

d
g

et
 B

o
o

k 
- 

F
IN

A
L

  (
11

88
 :

 F
Y

' 1
8 

B
u

d
g

et
 P

re
se

n
ta

ti
o

n
)



 

▪ 

▪ 

▪ 

▪ 

▪ 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

5.C.a

Packet Pg. 76

A
tt

ac
h

m
en

t:
 F

Y
18

 B
u

d
g

et
 B

o
o

k 
- 

F
IN

A
L

  (
11

88
 :

 F
Y

' 1
8 

B
u

d
g

et
 P

re
se

n
ta

ti
o

n
)



 

 

 

      

5.C.a

Packet Pg. 77

A
tt

ac
h

m
en

t:
 F

Y
18

 B
u

d
g

et
 B

o
o

k 
- 

F
IN

A
L

  (
11

88
 :

 F
Y

' 1
8 

B
u

d
g

et
 P

re
se

n
ta

ti
o

n
)



 

 

  

  

  

 

 

  

  
 

  

5.C.a

Packet Pg. 78

A
tt

ac
h

m
en

t:
 F

Y
18

 B
u

d
g

et
 B

o
o

k 
- 

F
IN

A
L

  (
11

88
 :

 F
Y

' 1
8 

B
u

d
g

et
 P

re
se

n
ta

ti
o

n
)



 

  

    

 
    

 
    

  

  

 

  

 

     

 
 

 

5.C.a

Packet Pg. 79

A
tt

ac
h

m
en

t:
 F

Y
18

 B
u

d
g

et
 B

o
o

k 
- 

F
IN

A
L

  (
11

88
 :

 F
Y

' 1
8 

B
u

d
g

et
 P

re
se

n
ta

ti
o

n
)



 

 
 

 

 

 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

5.C.a

Packet Pg. 80

A
tt

ac
h

m
en

t:
 F

Y
18

 B
u

d
g

et
 B

o
o

k 
- 

F
IN

A
L

  (
11

88
 :

 F
Y

' 1
8 

B
u

d
g

et
 P

re
se

n
ta

ti
o

n
)



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

     

   

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

5.C.a

Packet Pg. 81

A
tt

ac
h

m
en

t:
 F

Y
18

 B
u

d
g

et
 B

o
o

k 
- 

F
IN

A
L

  (
11

88
 :

 F
Y

' 1
8 

B
u

d
g

et
 P

re
se

n
ta

ti
o

n
)



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

5.C.a

Packet Pg. 82

A
tt

ac
h

m
en

t:
 F

Y
18

 B
u

d
g

et
 B

o
o

k 
- 

F
IN

A
L

  (
11

88
 :

 F
Y

' 1
8 

B
u

d
g

et
 P

re
se

n
ta

ti
o

n
)



 

 

5.C.a

Packet Pg. 83

A
tt

ac
h

m
en

t:
 F

Y
18

 B
u

d
g

et
 B

o
o

k 
- 

F
IN

A
L

  (
11

88
 :

 F
Y

' 1
8 

B
u

d
g

et
 P

re
se

n
ta

ti
o

n
)



 

5.C.a

Packet Pg. 84

A
tt

ac
h

m
en

t:
 F

Y
18

 B
u

d
g

et
 B

o
o

k 
- 

F
IN

A
L

  (
11

88
 :

 F
Y

' 1
8 

B
u

d
g

et
 P

re
se

n
ta

ti
o

n
)



 

5.C.a

Packet Pg. 85

A
tt

ac
h

m
en

t:
 F

Y
18

 B
u

d
g

et
 B

o
o

k 
- 

F
IN

A
L

  (
11

88
 :

 F
Y

' 1
8 

B
u

d
g

et
 P

re
se

n
ta

ti
o

n
)



 

5.C.a

Packet Pg. 86

A
tt

ac
h

m
en

t:
 F

Y
18

 B
u

d
g

et
 B

o
o

k 
- 

F
IN

A
L

  (
11

88
 :

 F
Y

' 1
8 

B
u

d
g

et
 P

re
se

n
ta

ti
o

n
)



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

5.C.a

Packet Pg. 87

A
tt

ac
h

m
en

t:
 F

Y
18

 B
u

d
g

et
 B

o
o

k 
- 

F
IN

A
L

  (
11

88
 :

 F
Y

' 1
8 

B
u

d
g

et
 P

re
se

n
ta

ti
o

n
)



 

 

 

 

 

 

 

 

 

  

 

 

 

 

 

5.C.a

Packet Pg. 88

A
tt

ac
h

m
en

t:
 F

Y
18

 B
u

d
g

et
 B

o
o

k 
- 

F
IN

A
L

  (
11

88
 :

 F
Y

' 1
8 

B
u

d
g

et
 P

re
se

n
ta

ti
o

n
)



 

 
     

  

 

  

  

 

 

 

 

 

   

 

5.C.a

Packet Pg. 89

A
tt

ac
h

m
en

t:
 F

Y
18

 B
u

d
g

et
 B

o
o

k 
- 

F
IN

A
L

  (
11

88
 :

 F
Y

' 1
8 

B
u

d
g

et
 P

re
se

n
ta

ti
o

n
)



 

   

 

   

  

  

   

  

 

 

 

 

   

 

 

 

5.C.a

Packet Pg. 90

A
tt

ac
h

m
en

t:
 F

Y
18

 B
u

d
g

et
 B

o
o

k 
- 

F
IN

A
L

  (
11

88
 :

 F
Y

' 1
8 

B
u

d
g

et
 P

re
se

n
ta

ti
o

n
)



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

5.C.a

Packet Pg. 91

A
tt

ac
h

m
en

t:
 F

Y
18

 B
u

d
g

et
 B

o
o

k 
- 

F
IN

A
L

  (
11

88
 :

 F
Y

' 1
8 

B
u

d
g

et
 P

re
se

n
ta

ti
o

n
)



 

 

 

 

 

 

 

 

 

 

 

5.C.a

Packet Pg. 92

A
tt

ac
h

m
en

t:
 F

Y
18

 B
u

d
g

et
 B

o
o

k 
- 

F
IN

A
L

  (
11

88
 :

 F
Y

' 1
8 

B
u

d
g

et
 P

re
se

n
ta

ti
o

n
)



 

  

 

 

  

 

      

   

 

  

 

5.C.a

Packet Pg. 93

A
tt

ac
h

m
en

t:
 F

Y
18

 B
u

d
g

et
 B

o
o

k 
- 

F
IN

A
L

  (
11

88
 :

 F
Y

' 1
8 

B
u

d
g

et
 P

re
se

n
ta

ti
o

n
)



 

 

 

 

 

 

5.C.a

Packet Pg. 94

A
tt

ac
h

m
en

t:
 F

Y
18

 B
u

d
g

et
 B

o
o

k 
- 

F
IN

A
L

  (
11

88
 :

 F
Y

' 1
8 

B
u

d
g

et
 P

re
se

n
ta

ti
o

n
)



 

5.C.a

Packet Pg. 95

A
tt

ac
h

m
en

t:
 F

Y
18

 B
u

d
g

et
 B

o
o

k 
- 

F
IN

A
L

  (
11

88
 :

 F
Y

' 1
8 

B
u

d
g

et
 P

re
se

n
ta

ti
o

n
)



 

5.C.a

Packet Pg. 96

A
tt

ac
h

m
en

t:
 F

Y
18

 B
u

d
g

et
 B

o
o

k 
- 

F
IN

A
L

  (
11

88
 :

 F
Y

' 1
8 

B
u

d
g

et
 P

re
se

n
ta

ti
o

n
)



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

    

 

 

 

 

 

 

 

 

 

 

 

 

 

5.C.a

Packet Pg. 97

A
tt

ac
h

m
en

t:
 F

Y
18

 B
u

d
g

et
 B

o
o

k 
- 

F
IN

A
L

  (
11

88
 :

 F
Y

' 1
8 

B
u

d
g

et
 P

re
se

n
ta

ti
o

n
)



 

 

 

 

 

 

 

 

 
 

 

 

 

 

 

  

  

5.C.a

Packet Pg. 98

A
tt

ac
h

m
en

t:
 F

Y
18

 B
u

d
g

et
 B

o
o

k 
- 

F
IN

A
L

  (
11

88
 :

 F
Y

' 1
8 

B
u

d
g

et
 P

re
se

n
ta

ti
o

n
)



 

  

 

  

  

      

   

 

 

 

5.C.a

Packet Pg. 99

A
tt

ac
h

m
en

t:
 F

Y
18

 B
u

d
g

et
 B

o
o

k 
- 

F
IN

A
L

  (
11

88
 :

 F
Y

' 1
8 

B
u

d
g

et
 P

re
se

n
ta

ti
o

n
)



 

  

  

  

  

  

  

  

 

 

  

  

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

5.C.a

Packet Pg. 100

A
tt

ac
h

m
en

t:
 F

Y
18

 B
u

d
g

et
 B

o
o

k 
- 

F
IN

A
L

  (
11

88
 :

 F
Y

' 1
8 

B
u

d
g

et
 P

re
se

n
ta

ti
o

n
)



 

 

 

 

 

 

 

 

5.C.a

Packet Pg. 101

A
tt

ac
h

m
en

t:
 F

Y
18

 B
u

d
g

et
 B

o
o

k 
- 

F
IN

A
L

  (
11

88
 :

 F
Y

' 1
8 

B
u

d
g

et
 P

re
se

n
ta

ti
o

n
)



 

5.C.a

Packet Pg. 102

A
tt

ac
h

m
en

t:
 F

Y
18

 B
u

d
g

et
 B

o
o

k 
- 

F
IN

A
L

  (
11

88
 :

 F
Y

' 1
8 

B
u

d
g

et
 P

re
se

n
ta

ti
o

n
)



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

5.C.a

Packet Pg. 103

A
tt

ac
h

m
en

t:
 F

Y
18

 B
u

d
g

et
 B

o
o

k 
- 

F
IN

A
L

  (
11

88
 :

 F
Y

' 1
8 

B
u

d
g

et
 P

re
se

n
ta

ti
o

n
)



 

 

 

 

 

 

 

 

  

  

  

    

    

    

    

   

   

   

 

5.C.a

Packet Pg. 104

A
tt

ac
h

m
en

t:
 F

Y
18

 B
u

d
g

et
 B

o
o

k 
- 

F
IN

A
L

  (
11

88
 :

 F
Y

' 1
8 

B
u

d
g

et
 P

re
se

n
ta

ti
o

n
)



 

  

    

   

  

   

  

    

  

5.C.a

Packet Pg. 105

A
tt

ac
h

m
en

t:
 F

Y
18

 B
u

d
g

et
 B

o
o

k 
- 

F
IN

A
L

  (
11

88
 :

 F
Y

' 1
8 

B
u

d
g

et
 P

re
se

n
ta

ti
o

n
)



 

  

    

    

   

  

    

 

 

 

 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

5.C.a

Packet Pg. 106

A
tt

ac
h

m
en

t:
 F

Y
18

 B
u

d
g

et
 B

o
o

k 
- 

F
IN

A
L

  (
11

88
 :

 F
Y

' 1
8 

B
u

d
g

et
 P

re
se

n
ta

ti
o

n
)



 

 

 

 

 

 

 

 

 

 

 

5.C.a

Packet Pg. 107

A
tt

ac
h

m
en

t:
 F

Y
18

 B
u

d
g

et
 B

o
o

k 
- 

F
IN

A
L

  (
11

88
 :

 F
Y

' 1
8 

B
u

d
g

et
 P

re
se

n
ta

ti
o

n
)



 

 

Acct# Account Name 2017 

Approved 

Amended 

FY' 17 

Request 

FY' 18 

Recommended 

FY' 18 

51.1000 Personal Services -  Salaries & Wages     

51.1100 Regular Employees $41,500.00 $41,500.00 $42,800.00  $42,800.00  

51.2100 Group Insurance $9,800.00 $9,800.00 $12,000.00  $12,000.00  

51.2200 Social Security (FICA) 

Contributions 

$3,000.00 $3,000.00 $2,700.00  $2,700.00  

51.2300 Medicare $650.00 $650.00 $650.00  $650.00  

51.2400 Retirement 

Contributions 

$1,274.00 $1,274.00 $2,000.00  $2,000.00  

51.2700 Workers Compensation $2,000.00 $2,000.00 $4,000.00  $4,000.00  

Total Personal Services and Employee 

Benefits 

 

$58,224.00 $58,224.00 $63,424.00  $64,150.00  

      

  Services         

52.2200 Repairs & Demolitions $5,000.00 $5,000.00 $5,000.00  $2,500.00  

52.3260 Cellular Telephone $500.00 $500.00 $500.00  $500.00  

52.3500 Travel $1,000.00 $1,000.00 $1,000.00  $750.00  

52.3600 Dues and Fees $500.00 $500.00 $250.00  $250.00  

52.3700 Education & Training $1,500.00 $1,500.00 $1,500.00  $1,000.00  

Total Services   $8,500.00 $8,500.00 $8,250.00  $5,000.00  

            

53.1130 Uniforms $500.00 $500.00 $500.00  $500.00  

53.1270 Gasoline $1,200.00 $1,200.00 $1,500.00  $1,500.00  

58.1200 Vehicle Lease - 

Purchase 

$0.00 $0.00 $0.00 $0.00 

    $1,700.00 $1,700.00 $2,000.00  $2,000.00  
      

Total Budget   $68,424.00 $68,424.00 $73,674.00  $71,150.00  
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2017 SOLID WASTE REVENUES 
 

34.4110 – Sanitation Fee Collected – Fees are collected at this time on the property tax bills. 

We have some business customers that we bill separately from the tax bills.   

 

Acct# Account Name 2017 

Approved 

Amended FY' 

17 

Requested FY' 

18 

  Sanitation Revenues   

34.4110 Refuse Collection Fees $164,400.00 $164,400.00 $180,600.00 

36.1010 Interest $0.00 $0.00 $0.00 

  Transfer From Reserves $0.00 $0.00 $0.00 

39.3200 Capital Lease $0.00 $0.00 $25,000.00 

          

Total Personal Services and Employee Benefits 

  

$164,400.00 $164,400.00 $205,600.00 

 

 

Acct# Account Name Approved 

2017 

Amended FY' 

17 

Requested FY' 

18 

51.1000 Personal Services -  Salaries & Wages   

51.1100 Regular Employees $50,800.00 $50,800.00 $55,500.00 

51.2200 Social Security (FICA) 

Contributions 

$3,200.00 $3,200.00 $3,500.00 

51.2300 Medicare $740.00 $740.00 $900.00 

51.2700 Workers Compensation $6,000.00 $6,000.00 $8,000.00 

Total Personal Services and Employee Benefits 

  

$60,740.00 $60,740.00 $67,900.00 

     

  Other Costs       

52.2110 Disposal Landfill Fees $84,000.00 $84,000.00 $90,000.00 

52.3100 Insurance  

(Non- Benefit) 

$6,000.00 $6,000.00 $9,000.00 

53.1100 Supplies/Materials $200.00 $200.00 $200.00 

53.1130 Uniforms $500.00 $500.00 $500.00 

53.1140 Vehicle/Equipment 

Parts 

$8,000.00 $8,000.00 $8,000.00 

53.1270 Gasoline $5,000.00 $5,000.00 $5,000.00 

5.C.a

Packet Pg. 109

A
tt

ac
h

m
en

t:
 F

Y
18

 B
u

d
g

et
 B

o
o

k 
- 

F
IN

A
L

  (
11

88
 :

 F
Y

' 1
8 

B
u

d
g

et
 P

re
se

n
ta

ti
o

n
)



 

54.2200 Vehicle Purchase $0.00 $0.00 $25,000.00 

Total Other Costs   $103,700.00   $137,700.00 

          

Total Budget   $164,440.00 $164,440.00 $205,600.00 

 

 

 

 

 

5.C.a

Packet Pg. 110

A
tt

ac
h

m
en

t:
 F

Y
18

 B
u

d
g

et
 B

o
o

k 
- 

F
IN

A
L

  (
11

88
 :

 F
Y

' 1
8 

B
u

d
g

et
 P

re
se

n
ta

ti
o

n
)


	Agenda Packet
	I. CALL TO ORDER - Mayor Joy B. Day
	A. Roll Call

	II. ROLL CALL - Ricky L .Clark, Jr., City Manager
	III. Public Hearing
	1. Public Hearing regarding FY' 18 Budget. 

	IV. INVOCATION
	V. WORK SESSION
	A. 1186 : U Haul 8557 Tara Blvd
	Printout: 1186 : U Haul 8557 Tara Blvd
	a. Clayton News-Pg 3A_Oct 25 2017 Legal Display
	b. Acceptance Letter_Cathy Fields
	c. 000000_ PRESENTATION 11x17 03AC
	d. Conditional Use Application - FINAL

	B. 1187 : 2018 Major Medical - United Healthcare
	Printout: 1187 : 2018 Major Medical - United Healthcare
	a. AR-W3 Plan Summary
	b. AR-WW Plan Summary
	c. City of Jonesboro - Renewal Presentation
	d. Prescription Drug 2V Plan Summary

	C. 1188 : FY' 18 Budget Presentation
	Printout: 1188 : FY' 18 Budget Presentation
	a. FY18 Budget Book - FINAL
	b. FY' 18 City of Jonesboro Budget (Web View)


	VI. OTHER BUSINESS
	VII. ADJOURNMENT

	Appendix
	5.A · 1186 : U Haul 8557 Tara Blvd
	5.A.a · Clayton News-Pg 3A_Oct 25 2017 Legal Display
	5.A.b · Acceptance Letter_Cathy Fields
	5.A.c · 000000_ PRESENTATION 11x17 03AC
	5.A.d · Conditional Use Application - FINAL

	5.B · 1187 : 2018 Major Medical - United Healthcare
	5.B.a · AR-W3 Plan Summary
	5.B.b · AR-WW Plan Summary
	5.B.c · City of Jonesboro - Renewal Presentation
	5.B.d · Prescription Drug 2V Plan Summary

	5.C · 1188 : FY' 18 Budget Presentation
	5.C.a · FY18 Budget Book - FINAL



