2010 BENEFITS SUMMARY

(Non-Bargaining Employees in Florida)

Progress Energy-Sponsored Plans

Medical – Dental – Vision

EAP and Mental Health & Substance Abuse

Enrollment Begins October 21, 2009 (8:00 a.m.)
Enrollment Deadline November 4, 2009 (midnight)
The Plan Sponsor reserves the right to amend or terminate the Plan or any plan benefit at any time based on the cost of the benefits or other considerations without prior approval of or notification to any party.

Introduction

Annual enrollment is held each year to give you the opportunity to review your benefits and make coverage changes for the upcoming year. This booklet is designed to help you evaluate your benefit options and tailor your choices to meet your individual needs. 
You should review the enclosed enrollment materials and the Choice Benefits Enrollment Booklet on ProgressNet carefully for important messages and new options, even if you do not plan to make any changes.

Benefit Updates for 2010
.   

· Medical Plans

      Note:  You do not have to make a medical election unless you wish to change your coverage.

HDHP -
· The annual out-of-pocket limit has been reduced to be the same as the deductible ($2,500 for self/$5,000 for self + 1 or family).  Once you meet your deductible, your covered expenses will be paid at 100 percent for in-network care and 100% of the allowed amount for care received out-of-network for the rest of the plan year.  See the Summary of Benefits for specific plan details.
· There will be no premium rate changes to this plan for 2010.

Standard, Choice, Choice Plus -
· The premiums rates will not increase in these plans for 2010.

· The deductibles, out-of-pocket limits and copays (where applicable) under these plans will not change for 2010.  See the Summary of Benefits for specific plan details.
· Effective July 1, 2009 the Catalyst Rx Specialty Drug Management program which is supported by Walgreens was implemented. Specialty medications must be purchased through the Walgreens Specialty Pharmacy in order to be eligible for coverage.   The day supply for specialty medications changed from a 90-day supply to 30-day supply.
HMO Plans – 

· The premium rates will increase in these plans for 2010.  Please see the rate chart at the end of this document for information regarding specific rates. 
Enrollment must be done by IVR and completion of the Choice Benefits Enrollment Update Form to enroll dependents that qualify for the HMO dependent limiting age extension.  Online enrollment is not available for those adding dependents under the extended HMO eligibility.
Health Savings Accounts - 

· Participants in the High Deductible Health Plan (HDHP) during 2010 will continue to receive Company-provided seed money in their Health Savings Accounts (HSAs). Employees electing single coverage will receive $500 and those who elect self +1 or family coverage will receive $1,000 for 2010.

· HSA annual contribution limits will increase to $2,550 for individual and $5,150 for family (in addition to Company-provided seed money).

· HSA participants who will be age 55 or older in 2010 may make additional “catch-up” contributions of up to $1,000.

· If you are contributing money to your HSA for 2009 and you wish to continue making contributions for 2010, you will not need to make a new HSA election for 2010.   Your current employee contribution will remain in effect for 2010.
Michelle’s Law for Student Dependents –

Michelle’s Law is a new federal law that protects student dependents who take a medically-necessary leave of absence or change to part-time student status due to a serious illness or injury. Under the terms of the law, the student’s medical coverage, which would normally terminate when the child is no longer a full-time student, may be continued for up to one year, or until coverage would otherwise terminate, if earlier.  To qualify, the dependent must be enrolled for coverage when the leave began and must provide written certification from his or her physician that the illness or injury necessitates the leave or change in enrollment status. Once the extension period is up, your child may continue coverage under COBRA. 

Mental Health Parity Law –

As of Jan. 1, 2010, the company-sponsored medical plans will be in full compliance with the Mental Health Parity and Addiction Equity Act of 2008, which was recently signed into law. Generally, this act prohibits more restrictive benefit limitations for mental health/substance abuse services than for other medical/surgical services. For details on how mental health/substance abuse services will be covered under the medical plan options, refer to the enclosed benefit summary charts.
· Dental Plan 

· This is an open enrollment year for the dental plan.  The dental plan election you make during this enrollment will remain in effect from January 1, 2010 - December 31, 2011.  You will not be able to enroll in dental coverage again until the next biennial enrollment period unless you have a qualifying change. You do not have to make a new dental election unless you wish to change your coverage.
· There will be premium rate changes to this plan for 2010.  Please see the rate chart at the end of this document for specific rate information. 
· Vision Plan 
· This is an open enrollment year for the vision plan.  The vision plan election you make during this enrollment will remain in effect from January 1, 2010 - December 31, 2011.  You will not be able to change your vision coverage until the next biennial enrollment period unless you have a qualifying change.  You do not have to make a vision election unless you wish to change your coverage. 
· There will be no premium rate changes to this plan for 2010.  Please see the rate chart at the end of this document for specific rate information.
· Benefit Changes effective July 1, 2009: 
· Increase from 20% to 30% off unlimited additional pairs of prescription glasses.  Discount applies to glasses purchased the same day as the member’s eye exam from the same VSP doctor who provided the exam.  
· VSP network doctor’s contact lens exam (fitting and evaluation) covered in full when purchasing contacts.  New and current contact lens wearers are eligible for a covered in full initial supply of approved lenses, including toric, multifocal, and hydrogel lenses.   
·  Health Management Program reminder

To encourage Progress Energy health plan participants to take better advantage of their benefits, a professional health-management program known as Health Advantage is available to participants in the Standard, Choice, Choice Plus and the HDHP plans. (The AvMed and BlueCare HMOs in Florida provide their own health management programs). This program was first introduced in 2004 to promote the good health and wellness of you and your family.

The Health Advantage program offers access to the services of an independent health-management company called Alere for all active employees and their covered dependents. Progress Energy pays all of the cost for eligible employees and dependents to participate in this program.  Alere offers management services focusing on people with eight chronic diseases and conditions: cancer, diabetes, asthma, congestive heart failure, lower back pain, chronic obstructive pulmonary disease, coronary artery disease and maternity. 

Participation in the program is voluntary, and participants’ healthcare privacy will be protected at all times. Progress Energy is the program sponsor but not the administrator.  The services offered are intended to supplement – but by no means to replace – the existing physician-patient relationship.  In fact, Alere partners with physicians to ensure that program participants receive the best possible care.  

You can contact Health Advantage at 800-652-7288, or at www.alerecares.com/healthadvantage .  Alere provides 24/7 access to a team of registered nurses, dieticians, educators, and pharmacists if you have a question about a health issue, medications, or course of treatment.
Eligible employees may contact Alere to nominate themselves or eligible dependents for participation in the Health Advantage program. Participants will be asked to complete a health-risk appraisal to validate clinical data on file and provide additional lifestyle information for determining the level of care that might be needed. Once enrolled, each participant and his or her physician will receive a customized welcome packet, describing the program, and each patient will be assigned a personal care coordinator. The care coordinator will prepare a customized healthcare plan for each enrolled participant.

In addition to those participants who nominate themselves or eligible dependents, Alere will review medical claims data to identify additional eligible health plan participants who could benefit from the program. However, those who are contacted by Alere regarding participation are not required to use the benefit. Employees who do not wish to participate in the Health Advantage program are able to contact Alere to be placed on a “no-call” list.  

 Medical Summary

This summary highlights coverage provided by each of the Progress Energy-sponsored medical plans. You should review the detailed online benefit and dependent eligibility information available on each plan before enrolling. Also, you should review the provider directories for the plans you are considering.

This summary is not a contract and contains only a general description of each of the plans. All benefits are subject to the terms and conditions of their respective contracts and plan documents.

Blue Cross Blue Shield of Florida (BCBSF) Standard and Choice Plans, UnitedHealthcare (UHC) Choice Plus and Standard Plans and BCBS High Deductible Plan (HDHP)

The BCBSF Standard and Choice Plans, the UHC Standard and Choice Plus Plans, and the BCBS HDHP are comprehensive plans that reimburse you for covered hospital and medical expenses on a fee-for-service basis. Each time you need medical care, you decide if you wish to use an in-network provider. In-network providers are selected hospitals, physicians and other health care providers who have contracted to provide health care services at negotiated rates. If you use an in-network provider, you are eligible for the highest level of benefits from the Plan in which you are enrolled.  You may use any physician or other health care professional within the network, including specialist, without a referral. 

The UHC Choice Plus Plan provides more generous benefits than the Standard and Choice Plans and requires higher premium contributions as well.

The BCBSF Standard and Choice Plans are available to eligible non-bargaining employees of participating subsidiaries in Florida. There are no restrictions on where you live within the United States to be eligible to enroll in the BCBS HDHP, UHC Choice Plus or Standard Plans.  However, you and your family should live in areas where participating providers are located. 

AvMed and BlueCare HMO Plans

The AvMed and BlueCare medical Plans are health maintenance organizations (HMOs).  You choose a primary care physician (PCP) for yourself and each covered member of your family from the provider network. Your PCP coordinates all your health care and arranges services received from hospitals, specialists, and other health professionals. You must use the physicians and facilities associated with the HMO network to receive benefits. Services received from non-network providers are not covered unless the services meet the emergency or urgent care criteria.

To enroll in one of the HMO options, you and your family should live in areas where participating providers are located.  Therefore, these medical options are only available to employees in participating counties in Florida.  (See HMO Options available in the 2010 Choice Benefits Enrollment Booklet, on ProgressNet for a list of participating counties).

	
	BCBS HIGH DEDUCTIBLE HEALTH PLAN
	

	This Plan pays 100% for in-network adult or child wellness charges.   For other charges, after satisfying the annual deductible, the Plan pays 100% for in-network and 100% of allowed amount for out-of-network.  Each time medical care is needed, patient decides which physician to use.  Higher level of benefits applies when in-network provider is used.

	Plan Provisions    Note: Deductible shown is amount paid by participant

	Annual deductible1 
	$2,500 self only / $5,000 self + 1 or family in- or out-of-network

	Out-of-pocket limit2 
	$2,500 self only / $5,000 self +1 or family in- or out-of-network

	Maximum lifetime Plan benefit3
	$2,000,000 per person

	The annual deductible does not apply to the following:

	Preventive care (primary diagnosis must be wellness) 
  Mammograms 

  Routine adult physical/wellness exams
    (including related tests and GYN exams)

  Well baby/child visits (including        immunizations) 
	Covered at 100% of allowed amount

	
	Covered at 100% in-network
	40% out-of-network

	
	
	

	The annual deductible applies to the following:

	
	In-Network
	Out-of-Network4

	Physician office services (includes exams, diagnosis, lab services, non-surgical injections)

Physician (includes family practice, OB/GYN, and internal medicine – unless practicing in a specialty area)

    Specialist
	Covered at 100%5


	Covered at 100% of allowed amount5



	Office/surgical procedures (including MRI, PET, CT scans and nuclear medicine)
	Covered at 100%5

	Covered at 100% of allowed amount5



	Urgent care center 6
	Covered at 100% 
	covered at 100% of allowed amount

	Emergency room7
	Covered at 100% 
	Covered at 100% of allowed amount

	Hospital inpatient services8

   Inpatient services (room, lab, x-ray)

 Providers (physician, surgeon)

 Radiologist, anesthesiologist, pathologist, ER physician
	Covered at 100%5


	Covered at 100% of allowed amount5 ,9



	Outpatient services

   Outpatient facility fee

   Outpatient facility services (lab, x-ray)

  Providers (physician, surgeon)

            Radiologist, anesthesiologist, pathologist, ER physician
	Covered at 100%5


	Covered at 100% of allowed amount5



	Occupational/physical/speech therapy; spinal manipulation10
	Covered at 100%5


	Covered at 100% of allowed amount5



	Durable medical equipment
	Covered at 100%5
	Covered at 100% of allowed amount5

	Mental health/substance abuse services11 (deductible applies)


	See Mental Health and Substance Abuse Benefits Summary below

	Prescription drugs at participating 
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          1.     Deductible is the amount you must pay each calendar year before the Plan pays a benefit.  The deductible does not apply to    

                  preventive care.                                                                                                                                                                            

2.     Does not include charges in excess of allowed amount, services not pre-certified, or non-covered services; Plan pays 100% of                                                                                                                                                                                      allowed amount once out-of-pocket limit is met.
3.   Includes benefits paid for medical, mental health, substance abuse services and prescription drugs.

4.   Out-of-network charges are subject to allowed amount.

5.   Prior Plan Approval (PPA) (precertification before services occur) required for certain health care services.  If not precertified, benefits may be denied or paid at 50% of allowed amount.

6.   Treatment must meet urgent care criteria.

7.   Must meet emergency care criteria.

8.   If not pre-certified in- or out-of-network, benefits reduced to 50% of allowed amount.

9. $400 out-of-network hospital copay required in addition to deductible.

10.   Limited to 60 visits/year for all therapies combined.  
11. Inpatient and outpatient facility services must be pre-certified through Magellan Behavioral Health.
12. Prescription drugs are provided through BCBSNC. Prior review or certification is required for some drugs.
13. Medications classified by BCBSNC as those that generally have unique uses, require special dosing or administration, are typically prescribed by a specialist provider and are significantly more expensive than alternative drugs or therapies.

	Mental Health/Substance Abuse/EAP Benefits under the High Deductible Health Plan

	Services
	In-Network1
	Out-Of-Network2

	Outpatient Mental Health & Substance Abuse 

Administered by Magellan Behavioral Health
	· Precertification from Magellan required for outpatient facilities1
· 100% after deductible

· Unlimited office visits


	· 100% of allowed amount after deductible

· Unlimited office visits 

	Inpatient Mental Health & Substance Abuse

Administered by Magellan Behavioral Health
	· Pre-certification required1
· 100% after deductible

· No lifetime maximum on number of days 


	· 100% of allowed amount after deductible
· No lifetime maximum on number of days

	Deductible
	Integrated with medical/prescription drugs and applied to the HDHP deductible of $2,500 self only/ $5,000 self + 1 or family (in- or out-of-network)

	Out-of-pocket maximum
	Integrated with medical/prescription drugs and applied to the HDHP out-of-pocket maximum of $2,500 self only/$5,000 self + 1 or family (in- or out-of-network)

	Lifetime Plan maximum
	Integrated with medical/prescription drugs and applied to the lifetime Plan maximum of  $2,000,000 per person3 

	Employee Assistance Program (EAP)

Administered by ValueOptions
	Five visits per calendar year per issue are covered at 100%.  These services include counseling for family, child, and work-life issues. Legal and financial assistance is available as well. For more information, contact ValueOptions at 1-800-662-8800. 


1 If covered services are received from in-network providers but precertification is not obtained from Magellan, the services will be considered out-of-network and subject to allowed amount limits.

2 Covered services received from an out-of-network provider or treatment that is not precertified will be subject to allowed amount limits.  Charges in excess of allowed amount limits will be the responsibility of the employee. 

3The lifetime Plan maximum is combined with medical and prescription drugs and includes benefits paid for medical and mental health and substance abuse services.

	
	BCBSF STANDARD PLAN
	

	This Plan pays 100% for in-network adult or child wellness charges.  Copays only apply to prescription drugs and mental health/substance abuse office visits.  For all other charges, after satisfying the annual deductible, the Plan pays a percentage of the covered charge (coinsurance).  Each time medical care is needed, patient decides which physician to use.  Higher level of benefits applies when in-network provider is used.

	Plan Provisions            Note:  Copays, coinsurance, and deductibles shown are amounts paid by participant.

	Annual deductible1 
	$1,500 individual / $3,000 family in- or out-of-network

(coinsurance applies thereafter) 

	Out-of-pocket limit2 
	$4,000 individual / $8,000 family in- or out-of-network  

	Maximum lifetime Plan benefit3
	$2,000,000 per person

	The annual deductible does not apply to the following:

	Preventive care (primary diagnosis must be wellness) 
   Mammograms 
	Covered at 100% of allowed amount 

	   Routine adult physical/wellness exams (including related tests and GYN exams) 

  Well baby/child visits (including immunizations)
	Covered at 100% in-network 
	40% out-of-network

	Mental health/substance abuse services4





	See EAP and Mental Health and Substance Abuse Benefits Summary

	Prescription drugs at participating pharmacies5      

Generic






 






Preferred Brand Name






       

Non-Preferred Brand Name 







       Elective6
       Speciality7
	   Catalyst Rx


      Walgreen’s
         Retail (up to 30 days)
       Mail Order (up to 90 days)

                          $10

                      $25

                          $20                                               $50                 
            $35                                               $85

	Once the deductible is met, the following charges are subject to coinsurance:



	
	In-Network
	Out-of-Network8

	Physician office services (includes exams, diagnosis, lab services and surgery)

Physician (includes family practice,                     OB/GYN, and internal medicine – unless practicing in a specialty area)

       Specialist
	20%14
20%14
	    40%14


40%14

	Office/surgical procedures 
	20%
	 40%

	Urgent care center9
	20%14
	20%14

	Emergency room10
	20%
	20%

	Hospital inpatient services11
   Inpatient services (room, lab, x-ray)

Providers (physician, surgeon)

Radiologist, anesthesiologist, pathologist , ER physician
	20%

20%

20%13
	40%12
40%
20%13

	Outpatient services  

   MRI, PET, CT scans and nuclear medicine

   Outpatient facility fee

   Outpatient facility services (lab, x-ray)   

Providers (physician, surgeon)

Radiologist, anesthesiologist, pathologist, ER physician
	20%

20%

20%14
20%

20%13
	40%

40%

40%14
40%

20%13

	Occupational/physical/speech/cardiac therapy; spinal manipulation15
	20%
	40%

	Durable medical equipment
	20%
	40%


  1.   Deductible is the amount you must pay each calendar year before the Plan pays a benefit.  Preventive care, mental health/substance abuse or prescription drug charges do not apply towards the deductible.


2.   Does not include prescription drug copays, mental health/substance abuse expenses, charges in excess of allowed amount, services 

      not pre-certified or non-covered services.  Out-of-pocket limit is maximum amount of deductible and coinsurance you must pay during a plan year.

3.    Includes benefits paid for medical and prescription drugs.

4.    Services are provided through ValueOptions and must be pre-certified.
5.    Prescription drugs are provided through Catalyst Rx. Prior review or certification is required for some drugs.
6.    Elective copay equals $10 plus difference in cost between brand name and generic drug.  Applies if patient elects brand name when the 

     prescription is written to allow generic substitution.  Does not apply for mail order prescriptions.  

1. Specialty medications must be purchased through the Walgreens Specialty Pharmacy in order to be eligible for coverage.   The prescription can be filled for up to a 30-day supply.  

8.    Out-of-network charges are subject to allowed amount.  

9.    Treatment must meet urgent care criteria.

  10.    $50 copay required in addition to deductible and coinsurance; waived if admitted or if Medicare is primary; must meet emergency care criteria.                                                                                                                                                                                                         

11.    If not pre-certified in- or out-of-network, benefits reduced to 50% of allowed amount (not applicable if Medicare is primary).

12.    $400 out-of-network hospital copay required in addition to deductible and coinsurance.

13.    20% coinsurance applies if the hospital-based provider (radiologist, anesthesiologist, pathologist, ER physician) is participating with BCBSF; 20% coinsurance applies to Maximum Allowable Payable (MAP) if the provider is not participating with BCBSF.

 14.   Laboratory charges conducted by or sent to an independent lab, coinsurance applies with no deductible.

 15.   Therapies limited to four modalities per day; maximum annual benefit of $5,000; 26 spinal manipulations per calendar year.; 12 week limit per program for cardiac therapy.  
	
	BCBSF  CHOICE PLAN
	

	This Plan pays 100% for in-network adult or child wellness charges.  Copays apply to prescription drugs and physician, specialist, mental health/substance abuse, and urgent care in-network office visits.  For most other charges, after satisfying the annual deductible, the Plan pays a percentage of the covered charge (coinsurance).  Each time medical care is needed, patient decides which physician to use.  Higher level of benefits applies when in-network provider is used.

	Plan Provisions                          Note: Copays, coinsurance, and deductible shown are amounts paid by participant. 

	Annual deductible1 
	$750 individual / $1,500 family in- or out-of-network

(coinsurance applies thereafter)

	Out-of-pocket limit2 
	$3,000 individual / $6,000 family in- or out-of-network 

	Maximum lifetime Plan benefit3
	$2,000,000 per person

	The annual deductible does not apply to the following:

	Preventive care (primary diagnosis must be wellness) 
    Mammograms 
	Covered at 100% of allowed amount

	 Routine adult physical/wellness exams                           (including related tests and GYN exams) 

Well baby/child visits (including immunizations)
	Covered at 100% in-network
	40% out-of-network

	Mental health/substance abuse services4





	See EAP and Mental Health and Substance Abuse Benefits Summary

	Prescription drugs at participating pharmacies5
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	Once the deductible is met, the following charges are subject to coinsurance. Copays, not coinsurance and deductible, apply to office and urgent care visits if member is not eligible for Medicare or Medicare is secondary.

	
	In-Network
	Out-of-Network8

	Physicians’ office visits (includes exams, diagnosis, lab service and surgery)

     Physician (includes family practice,

      OB/GYN, and internal medicine – unless  practicing in a specialty area)

     Specialist
	$25/20%9,15
$35/20%9,15
	40%15
40%15

	Office/surgical procedures
	Applicable physician or specialist copay/20%9
	40%

	Urgent care center10
	$35/20%9,15
	$35/20%9,15

	Emergency room11
	20%
	20%

	Hospital inpatient services12
      Inpatient services (room, lab, x-ray)

    Providers (physician, surgeon)

    Radiologist, anesthesiologist, pathologist, ER physician
	20%

20%

20%14
	
40%13
40%

20%14

	Outpatient services      

    MRI, PET, CT scans and nuclear medicine

    Outpatient facility fee

    Outpatient facility services (lab, x-ray)

 Providers (physician, surgeon)

 Radiologist, anesthesiologist, pathologist, ER physician
	20%

20%

20%15
20%

20%14
	40%

40%

40%15
40%

20%14

	Occupational/physical/speech/cardiac therapy; spinal manipulation16
	$35/20%9
	40%

	Durable medical equipment
	20%
	40%


1. Deductible is the amount you must pay each calendar year before the Plan pays a benefit.  Services that require a copay, preventive care, mental health/substance abuse or prescription drug charges do not apply towards the deductible.


      2.   Does not include office visit copays, mental health and substance abuse, prescription drug copays, charges in excess of allowed amount, services not pre-certified, or non-covered services. Out-of-pocket limit is maximum amount of deductible and coinsurance you must pay in a plan year.                                      

  3.   Includes benefits paid for medical and prescription drugs.

  4.   Services are provided through ValueOptions and must be pre-certified.
  5.   Prescription drugs are provided through Catalyst Rx. Prior review or certification is required for some drugs.
          6.   Elective copay equals $10 plus difference in cost between brand name and generic drug. Applies if patient elects brand name when the prescription is written to allow generic substitution.  Does not apply for mail order prescriptions.

7. Specialty medications must be purchased through the Walgreens Specialty Pharmacy in order to be eligible for coverage.   The   prescription can be filled for up to a 30-day supply.

    8.  Out-of-network charges are subject to allowed amount.        

  9.  Copays, not coinsurance and deductible, apply to office visits if member is not eligible for Medicare or Medicare is secondary.
  10.   Treatment must meet urgent care criteria.

    11.  $50 copay required in addition to deductible and coinsurance; waived if admitted or if Medicare is primary; must meet                         emergency care criteria.

12.  If not pre-certified in- or out-of-network, benefits reduced to 50% of allowed amount (not applicable if Medicare is primary).

13.  $250 out-of-network hospital copay required in addition to deductible and coinsurance.

  14.  20% coinsurance applies if the hospital-based provider (radiologist, anesthesiologist, pathologist, ER physician) is participating           with BCBSF; 20% coinsurance applies to Maximum Allowable Payable (MAP) if the provider is not participating with BCBSF.

15. Laboratory charges conducted by or sent to an independent lab, coinsurance applies with no deductible.

    16. Therapies limited to four modalities per day; maximum annual benefit of $5,000; 26 spinal manipulations per calendar year.; 12 week  limit per program for cardiac therapy.  
	
	UHC  STANDARD PLAN
	

	This Plan pays 100% for in-network adult or child wellness charges.  Copays only apply to prescription drugs and mental health/substance abuse office visits.  For all other charges, after satisfying the annual deductible, the Plan pays a percentage of the covered charge (coinsurance).  Each time medical care is needed, patient decides which physician to use.  Higher level of benefits applies when in-network provider is used.

	Plan Provisions      Note:  Copays, coinsurance, and deductibles shown are amounts paid by participant.

	Annual deductible1 
	$1,500  individual / $3,000 family in- or out-of-network

 (coinsurance applies thereafter)

	Out-of-pocket limit2 
	$4,000 individual  / $8,000 family in- or out-of-network

	Maximum lifetime Plan benefit3
	$2,000,000 per person

	The annual deductible does not apply to the following:

	Preventive care (primary diagnosis must be wellness) 
    Mammograms 
	Covered at 100% of usual and customary 

	 Routine adult physical/wellness exams                            (including related tests and GYN exams) 

Well baby/child visits (including immunizations)
	Covered at 100% in-network
	40% out-of-network

	Mental health/substance abuse service4



	See EAP and Mental Health and Substance Abuse Benefits Summary

	Prescription drugs at participating pharmacies5
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	Once the deductible is met, the following charges are subject to coinsurance:

 

	
	In-Network
	Out-of-Network8

	Physician office services (includes exams, diagnosis, lab services, non-surgical injections)

Physician (includes family practice,                  OB/GYN, and internal medicine – unless                practicing in a specialty area)

      Specialist
	20%

20%
	   40%


40%

	Office/surgical procedures (including MRI, PET, CT scans and nuclear medicine)
	20%
	40%

	Urgent care center 9
	20%
	20%

	Emergency room10
	20%
	20%

	Hospital inpatient services

   Inpatient services (room, lab, x-ray)

Providers (physician, surgeon, radiologist,                     anesthesiologist, pathologist)
	20%

20%
	40%11,12
40%11


	Outpatient services

   Outpatient facility fee

   Outpatient facility services (lab, x-ray)

Providers (physician, surgeon, radiologist,                   anesthesiologist, pathologist)
	20%

20%

20%

 
	40%11
40%11
40%11 

 

	Occupational/physical/speech therapy; spinal manipulation13,14
	20%
	 40%11 

	Durable medical equipment
	20%
	40%11 


1. Deductible is the amount you must pay each calendar year before the Plan pays a benefit.  Preventive care, mental health/substance abuse or prescription drug charges do not apply towards the deductible.

2. Does not include prescription drug copays, mental health/substance abuse expenses, charges in excess of U&C amount, services not pre-certified, or non-covered services.  Out-of-pocket limit is maximum amount of deductible and coinsurance you must pay during a plan year.

3. Includes benefits paid for medical and prescription drugs.

4. Services are provided through ValueOptions and must be pre-certified.
5. Prescription drugs are provided through Catalyst Rx. Prior review or certification is required for some drugs.
6. Elective copay equals $10 plus difference in cost between brand name and generic drug.  Applies if patient elects brand name when     prescription is written to allow generic substitution.   Does not apply for mail order prescriptions.
7. Specialty medications must be purchased through the Walgreens Specialty Pharmacy in order to be eligible for coverage.   The prescription can be filled for up to a 30-day supply.

8.  Out-of-network charges are subject to usual and customary (U&C) limits.

9. Treatment must meet urgent care criteria.

10. $50 copay required in addition to deductible and coinsurance; waived if admitted or if Medicare is primary; must meet emergency    care criteria.

11. If not pre-certified, benefits reduced to 50% of U&C amount (not applicable if Medicare is primary).

12. $400 out-of-network hospital copay required in addition to deductible and coinsurance.

13. Limited to 60 visits/year for all therapies combined.  Authorization required for out-of-network services to be covered.

14. Spinal manipulation is not covered out-of-network. Authorization required in-network.
	
	UHC CHOICE PLUS PLAN
	


	This Plan pays 100% for in-network adult or child wellness charges.  Copays apply to prescription drugs and physician, specialist, mental health/substance abuse, and urgent care in-network office visits.  For most other charges, after satisfying the annual deductible, the Plan pays a percentage of the covered charge (coinsurance).  Each time medical care is needed, patient decides which physician to use.  Higher level of benefits applies when in-network provider is used.






	Plan Provisions             Note: Copays, coinsurance, and deductible shown below are amounts paid by participant.

	Annual deductible1
	$300  individual / $600 family in- or out-of-network

(coinsurance applies thereafter)

	Out-of-pocket limit2 
	$1,500 individual / $3,000 family in- or out-of-network 

	Maximum lifetime Plan benefit3
	$2,000,000 per person

	The annual deductible does not apply to the following:

	Preventive care (primary diagnosis must be wellness) 
Mammograms 

Routine adult physical/wellness exams 

    (including related tests and GYN exams)

Well baby/child visits (including immunizations)
	Covered at 100% of usual and customary

	
	Covered at 100% in-network
	40% out-of-network

	Mental health/substance abuse services4





	See EAP and Mental Health and Substance Abuse Benefits Summary

	Prescription drugs at participating pharmacies5
      Generic

      Preferred Brand Name

      Non-Preferred Brand Name

      Elective6  
      Specialty7 
	         Catalyst Rx                                   Walgreen’s
 Retail (up to 30 days)               Mail Order (up to 90 days)

                    $10                                           $25

                    $20                                           $50

                    $35                                           $85

	Once the deductible is met, the following charges are subject to coinsurance.  Copays, not coinsurance and deductible, apply to in-network office and urgent care visits.

	
	In-Network
	Out-of-Network8

	Physician office services (includes exams, diagnosis, lab services, non-surgical injections)

Physician (includes family practice, OB/GYN, and   internal medicine – unless practicing in a specialty area)

        Specialist   
	$20

$30
	40%

40%

	Office/surgical procedures (including MRI, PET, CT scans and nuclear medicine)
	20%
	40%

	Urgent care center 9
	$30
	$30

	Emergency room10
	20%
	20%

	Hospital inpatient services

Inpatient services (room, lab, x-ray)

Providers (physician, surgeon, radiologist,

   anesthesiologist, pathologist)
	20%

20%


	40%11
40%11

	Outpatient services

Outpatient facility fee

Outpatient facility services (lab, x-ray)

Providers (physician, surgeon, radiologist,

   anesthesiologist, pathologist)
	20%

20%

20%


	40%11
40%11
40%11


	Occupational/physical/speech therapy; spinal manipulation12, 13
	$30
	 40%11

	Durable medical equipment 
	20%
	40%11

	
	
	


1. Deductible is the amount you must pay each calendar year before the Plan pays a benefit.  Services that require a copay, preventive care, mental health/substance abuse or prescription drug charges do not apply towards the deductible.
2. Does not include office visit or prescription drug copays, mental health/substance abuse expenses, charges in excess of U&C, services not pre-certified, or non-covered services.  Out-of-pocket limit is maximum amount of deductible and coinsurance you must pay during a plan year.

3. Includes benefits paid for medical and prescription drugs.

4. Services are provided through ValueOptions and must be pre-certified.

5. Prescription drugs are provided through Catalyst Rx. Prior review or certification is required for some drugs.
6. Elective copay equals $10 plus difference in cost between brand and generic drug.  Applies if patient elects brand name when the prescription is written to allow generic substitution.  Does not apply for mail order prescriptions.

7. Specialty medications must be purchased through the Walgreens Specialty Pharmacy in order to be eligible for coverage.   The prescription can be filled for up to a 30-day supply.

8. Out-of-network charges are subject to usual and customary (U&C) limits.

9. Treatment must meet urgent care criteria.

10. $50 copay required in addition to deductible and coinsurance; waived if admitted; must meet emergency care criteria.

11. If not pre-certified, benefits reduced to 50% of U&C.

12. Maximum 60 visits/year for all therapies combined. Authorization required for out-of-network services to be covered.

13. Spinal manipulation is not covered out-of-network.  Authorization required for in-network services to be covered.

	             AvMed HMO Plan

	This Plan has no annual deductible and an unlimited maximum lifetime Plan benefit.   Copays apply to most services listed below.   Each member selects a PCP from the AvMed network and all health care must be arranged by PCP.   Most out-of-network services are not covered.

	Plan Provisions                    Note: Copays shown are amounts paid by participant.

	
	In-Network

	Annual deductible
	None

	Out-of-pocket limit 
	$1,500 individual / $3,000 family

	Maximum lifetime Plan benefit
	Unlimited

	Choice of physician
	Each member selects PCP from AvMed network.  All health care arranged by PCP.

	Physician's services


Office visits


Surgery


Second surgical opinion
	$25 PCP, $50 Specialist

$25 PCP, $50 Specialist (in doctor's office)

$25 PCP, $50 Specialist in network; 40% coinsurance out-of-network (approval required for out-of-network second opinions)

	Preventive care (primary diagnosis must be wellness) 
Adult screenings



Periodic health assessments and immunizations



Well child care
	Covered at 100%
Covered at 100%
Covered at 100%

	Urgent care center 
	$40 in-network/$60 out-of-network

	Emergency services

	$150 (waived if admitted)

	Hospitalization


Semi-private room & board


Physician & surgeon services


Ambulance


Miscellaneous hospital expenses


Outpatient surgery
	$200 per day (days 1-5)

$0
Non-emergent covered when authorized; ($100 copay)

$0
$200 per visit

	Outpatient services

       Outpatient facility fee       

       Laboratory tests


X-rays and X-ray treatment

       MRI, PET, CAT Scans

Providers (radiologist, anesthesiologist, pathologist)
	$150 copay for OP surgery/$100 copay for OP therapeutic services

$0

$10

$25

$0

	Occupational/physical/speech therapy; spinal manipulation 
	OT, PT and ST $20 copay; limited to 30 visits per calendar year for all services combined.

Spinal manipulation $50 copay

	Durable medical equipment
	$50 per episode of illness; benefits limited to $500/calendar year

	Mental health/substance abuse services1





	See EAP and Mental Health and Substance Abuse Benefits Summary

	Maternity


Delivery


Pre/post delivery exams
	$200 per day (days 1-5) 

$25 initial visit only

	Preventive dentistry
	Not covered

	Vision care 
	Discounts available through Visionworks and CompBenefits

	Prescription drugs at participating  pharmacies2

                                                                                   Medco

                                                                                        Retail (up to 30 days)

                     Mail Order (up to 90 days)


Generic









        
  $15






       $30


Preferred Brand Name





                $30






       $60


Non-Preferred Brand Name 






  $50





             $100





1. Services are provided through ValueOptions and must be pre-certified.

2. The AvMed HMO Plan includes mandatory generic requirement for all prescriptions.  If you or your physician request or require a brand name drug when a generic drug is available, you will be responsible for paying the cost difference between the brand name and generic drug plus the brand name copayment.  This provision will apply even if the prescribing physician indicates on the prescription “brand name medically necessary” or “dispense as written”.  Certain injectable drugs have a $75 copayment. Contact AvMed Member Services Department at 1-800-88-AvMed for details.  Prior review or certification is required for some drugs.
	BlueCare HMO Plan

	This Plan has no annual deductible and an unlimited maximum lifetime Plan benefit.   Copays apply to most services listed below.   Each member selects a PCP from the BlueCare network and certain health care must be arranged by PCP.  Most out-of-network services are not covered 

	Plan Provisions            Note: Copays and coinsurance shown are amounts paid by employee.    

	
	In-Network

	Annual deductible
	None

	Out-of-pocket limit
	$1,500 individual / $3,000 family

	Maximum lifetime Plan benefit
	Unlimited

	Choice of physician
	Each member selects PCP from BlueCare network.  Certain health care arranged by PCP.

	Physician's services


Office visits


Surgery


Second surgical opinion
	$25 PCP, $50 Specialist 

$25 PCP, $50 Specialist

$25 PCP, $50 Specialist in network; 40% coinsurance out-of-network

	Preventive care (primary diagnosis must be wellness) 
Adult screenings



Periodic health assessments and immunizations



Well child care
	Covered at 100%

Covered at 100%

Covered at 100%

	Urgent care center 
	$50

	Emergency services
	$150 per visit-waived if admitted

(members need to coordinate care with their PCP)

	Hospitalization


Semi-private room & board


Physician & surgeon services


Ambulance


Miscellaneous hospital expenses


Outpatient surgery
	$200 per day (days 1-5) 

$0
Covered in full when authorized

$0
$200 per visit

	Outpatient services

Laboratory tests 

X-rays and X-ray treatment

      MRI, PET, CAT Scans 
      Outpatient facility fee

  Providers (radiologist, anesthesiologist, pathologist)
	$0

$0

$35
$200 copay for outpatient surgery

$0

	Occupational/physical/speech/massage/cardiac therapy 
	$5 (62 days from first date services are rendered)

	Chiropractic services (spine & back disorder treatment) 
	$50 (Maximum benefit of 4 modalities per day and annual maximum of 26 spinal manipulations)

	Durable medical equipment
	$0

	Mental health/substance abuse services (Services are provided through ValueOptions and must be pre-certified) 
	See EAP and Mental Health and Substance Abuse Benefits Summary

	Maternity


Delivery


Pre/post delivery exams
	$200 per day (days 1-5)

$50 Specialist (initial visit only)

	Preventive dentistry
	Not covered

	Vision care

	Discounts available through Vision One Discount Program

	Prescription drugs at participating  pharmacies1

                                                                    PrimeMail
  










           Retail (up to 30 days)

     Mail Order (up to 90 days)


Generic












$15






$30


Preferred Brand Name








$30






$60


Non-Preferred Brand Name 







$50





      $100








Prior review or certification is required for some drugs. 

1. EAP and Mental Health & Substance Abuse Summary

Eligibility
You do not have to make a benefit election during annual enrollment for the Employee Assistance Program or the mental health and substance abuse services. Eligibility for these programs is shown below.

Employee Assistance Program

The Employee Assistance Program (EAP) administered by ValueOptions is available to you and all members of your household. The EAP helps participants and their families deal with personal issues, such as stress, grief, legal and financial matters, substance abuse, marital and family difficulties that may be affecting their lives. ValueOptions provides confidential assessments, short-term counseling, referral services, and treatment monitoring under the EAP. 

You do not have to be enrolled in a Progress Energy-sponsored medical plan to be eligible for EAP services.  Students who are attending school outside of the Carolinas or Florida are also eligible for these services.

Mental Health and Substance Abuse

The mental health and substance abuse services administered by ValueOptions (by Magellan and BCBS if participating in the HDHP) are available to you and your eligible dependents who are covered under a Progress Energy-sponsored medical plan.  Students who are attending school outside of the Carolinas or Florida are also eligible for these services if they are covered under a Progress Energy-sponsored medical plan.

ValueOptions, Magellan and BCBS have an extensive network of mental health and substance abuse providers. To receive mental health and substance abuse services for Standard, Choice, Choice Plus and HMO Plans, call ValueOptions at 1-800-662-8800.  For the HDHP, call Magellan for inpatient and outpatient facility services at 1-800-359-2422. 

  Benefits Administered by ValueOptions (Standard, Choice, Choice Plus and HMO Plans)

	Services
	In-Network  
	Out-Of-Network 1 

	Employee Assistance


	· Up to five visits (per issue) covered at 100% 

· Pre-certification required
	· Not covered



	Annual deductible
	·  None 
	· None

	Annual out-of-pocket limit 2
	· $1,500 individual/$3,000 family
	· $1,500 individual/$3,000 family

	Maximum lifetime plan benefit 
	· Unlimited
	· Unlimited

	Outpatient Mental Health & Substance Abuse

Coinsurance/Copay

Pre-certification Required3
	· $20 copay 

· Yes
	·  40% 
· Yes 4 

	Inpatient Mental Health & Substance Abuse

Coinsurance/Copay

Pre-certification Required3
	· $200 copay per admission5 

· Yes
	· 40% 
· Yes 4 


1 Covered services received from an out-of-network provider will be subject to usual and customary limits.

2 Out-of-pocket limit includes coinsurance and copays for mental health and substance abuse services.  
3 Pre-certification is required by calling ValueOptions @ 800.662.8800. 

    4 If pre-certification is not obtained and a claim is filed, the claim will be denied.  Services can be appealed by the member. A retrospective review process will be completed by ValueOptions to review the Medical Necessity of rendered services.  If incurred services are approved, the claim can then be processed and paid under the out-of-network benefit.

    5The copay is applied for admissions to the following levels of care; Inpatient, Partial Hospital, Intensive Outpatient, and Residential Treatment.  The copay is re-applied for re-admissions after a 30 day break in treatment post-discharge, if the readmission is not part of a planned step-down to a lower level of care.
Dental Summary

This summary highlights coverage provided by the Progress Energy-sponsored dental plan. 

This summary is not a contract and contains only a general description of the Plan. All benefits are subject to the terms and conditions of the respective Plan documents.

Dental Premium Plan
Under the Dental Premium Plan, benefits are paid based on the coverage category in which the expense falls. All charges are subject to usual and customary (U&C) limits. You are responsible for amounts over the U&C limits and above the annual Plan maximum. Dental provider charges are covered, up to the U&C limits, if they are necessary for the care of your teeth as determined by the Benefits Administrator and if the services are started and completed while you are covered under the Plan.

There are no restrictions on where you live within the United States to be eligible to enroll in the Dental Premium Plan.  It is administered by UMR (formerly Fiserv Health).
	Dental Premium Plan1

	Deductible (annual)
	$50 per person

	Plan maximum (annual)
	$1,500 per person

	Preventive (two visits per person per year)
	Covered at 100% up to annual Plan maximum

No deductible

	Basic restorative


Fillings


Oral surgery


Root canals


Extractions
	20% employee coinsurance

after deductible

	Oral surgery to remove boney impacted teeth
	20% employee coinsurance after deductible 
$2,000 per person lifetime Plan maximum

	Major restorative


Crowns


Bridges


Dentures
	50% employee coinsurance

after deductible

	Orthodontia
	50% employee coinsurance

No deductible

$2,000 per person lifetime Plan maximum


1All charges are subject to U&C limits.
Dental ID Card

Dental ID cards are not issued. However, you may click here to print a dental benefits information card.
Vision Summary

This summary highlights coverage provided by the Progress Energy-sponsored vision plans. 

This summary is not a contract and contains only a general description of each of the plans. All benefits are subject to the terms and conditions of the respective contract with the Benefits Administrator.

Basic and Optional Plans
Vision benefits are provided based on the Plan allowances for the Plan in which you are enrolled. There are no restrictions on where you live within the United States to be eligible to enroll in either of the vision plans.

The Progress Energy-sponsored vision plans are administered by Vision Service Plan (VSP) and are totally separate from the medical plans offered by Progress Energy. To receive the highest level of benefits, you must use providers who participate in the VSP network. However, you may use out-of-network providers and VSP will reimburse you for out-of-network charges up to the Plan limit.

Vision ID Card

With VSP, you don’t need an ID card.  Simply call a VSP network doctor to schedule an appointment.  Tell the doctor you are a VSP member when making your appointment.  The doctor and VSP will handle the rest!  You may click here to print a vision benefits information card.  
	
	Vision Benefits
	In-Network
	Out-of-Network

(Reimbursed Up To Amount Shown) 1

	Basic Plan
	Exam (one per calendar year)
	$15 copay
	$30

	
	Lens and frames discount; additional pairs of glasses as well as sunglasses
	20-30% discount2
	Not covered

	
	Contact lens exam 
	15% discount
	Not covered

	
	Laser surgery
	15-20% discount4
	Not covered

	Optional
	Exam (one per calendar year)
	$15 copay
	$30

	Plan
	Eyewear (lenses every calendar year/ frame every other calendar year) 5,6
	$20 copay
	

	
	
Lined Single vision lenses
	Covered in full
	$35

	
	
Lined Bifocal lenses
	Covered in full
	$51

	
	
Lined Trifocal lenses
	Covered in full
	$68

	
	
Lenticular lenses
	Covered in full
	$80

	
	
Frames6,7
	Covered up to $155 allowance
	$45

	
	Elective contact lenses 3,8,9
	Covered up to $130 allowance   (in lieu of frames/lenses)
	$125

	
	Medically necessary contacts9
	Covered in full
	$210

	
	Laser surgery
	15-20% discount4
	Not covered


1.
Out-of-network charges reduced by applicable in-network copay before reimbursement is calculated. Out-of-network reimbursements cannot exceed in-network benefits for same service.

2. 30% discount applies to glasses purchased the same day as the member’s eye exam from the same VSP doctor who provided the exam.  20% discount applies to unlimited additional pairs of glasses valid through any VSP doctor within 12 months of the last covered eye exam.
3. VSP network doctor’s contact lens exam (fitting and evaluation) covered in full when purchasing contacts. New and current contact lens wearers are eligible for a covered in full initial supply of approved lenses, including toric, multifocal, and hydrogel lenses. Please check with your VSP doctor for additional information.
4. Average discount percentage is 15-20% off the usual and customary price.  If the laser center is offering a temporary price reduction, 5% off the advertised price if it is less than the discounted price.
5.
Optional items (e.g. anti-reflective coating, progressive multi-focal lenses,) are not covered but are available at VSP discounted member pricing.  
6.
If contacts are chosen in lieu of glasses, member receives up to 30% discount on prescription and non-prescription glasses as well as sunglasses.  Services must be received within 12 months from same VSP doctor who provided last covered eye exam.

7.
Wide selection of frames covered in full. If frame chosen costs more than Plan allowance, member pays difference based on VSP discounted member pricing minus 20%.

8.
If contacts are chosen instead of glasses, $130 allowance given towards cost of contacts. Member is responsible for costs exceeding allowance. 15% discount is given on cost of contact lens exam when receiving contact lens services. Discount does not apply to price of contacts. Your benefit entitles you to either contact lenses or glasses during the calendar year--not both.  The frame benefit is payable every other calendar year.  If you choose contact lenses instead of glasses, you will be eligible to use your frame benefit 12 months from the date contact lenses are obtained.

9. Contact lenses must be doctor-prescribed, as required for certain medical conditions, and VSP-approved.
BENEFIT PLAN PREMIUM RATES

PER PAY PERIOD
Medical Rates
	
	TIER 1

Earning less than $40,000
base annual salary
	TIER 2

Earning $40,000  but less than $100,000 base annual salary
	TIER 3

Earning $100,000 or greater base annual salary 
	TIER 4

Dept. Heads 
	TIER 5

SMC Execs

	BCBS High Deductible Health Plan
	
	
	
	
	

	Employee
	$  0.00
	$ 0.00
	$ 5.00
	$10.00
	$20.00

	Employee + 1 dep.
	$ 3.00
	$13.00
	$23.00
	$33.00
	$53.00

	Family
	$ 6.00
	$26.00
	$46.00
	$66.00
	$106.00

	BCBS & UHC Standard Plans
	
	
	
	
	

	  Employee
	$0.00 
	$5.00 
	$10.00 
	$15.00 
	$25.00 

	  Employee + 1 dep.
	$14.00 
	$24.00 
	$34.00 
	$44.00 
	$64.00 

	  Family
	$27.50 
	$47.50 
	$67.50 
	$87.50 
	$127.50 

	BCBS Choice Plan
	
	
	
	
	

	  Employee
	$15.50 
	$20.50 
	$25.50 
	$30.50 
	$40.50 

	  Employee + 1 dep.
	$76.50 
	$86.50 
	$96.50 
	$106.50 
	$126.50 

	  Family
	$122.50 
	$142.50 
	$162.50 
	$182.50 
	$222.50 

	UHC Choice Plus Plan
	
	
	
	
	

	  Employee
	$19.00 
	$24.00 
	$29.00 
	$34.00 
	$44.00 

	  Employee + 1 dep.
	$94.00 
	$104.00 
	$114.00 
	$124.00 
	$144.00 

	  Family
	$142.50 
	$162.50 
	$182.50 
	$202.50 
	$242.50 

	AvMed HMO (FL only)
	
	
	
	
	

	  Employee
	$17.00 
	22.00
	$27.00 
	$32.00 
	$42.00 

	  Employee + 1 dep.
	$108.50 
	118.50
	$128.50 
	$138.50 
	$158.50 

	  Family
	$157.50 
	177.50
	$197.50 
	$217.50 
	$257.50 

	BlueCare HMO (FL only)
	
	
	
	
	

	  Employee
	$17.50 
	22.50
	$27.50 
	$32.50 
	$42.50 

	  Employee + 1 dep.
	$111.50 
	121.50
	$131.50 
	$141.50 
	$161.50 

	  Family
	$161.50 
	181.50
	$201.50 
	$221.50 
	$261.50 


Your base annual salary is your base rate of pay including reactor operator and senior reactor operator pay, but not including overtime, shift differential, bonuses, commissions or other extra allowances.

If an employee’s salary or position changes during the year such that he or she moves to a new rate tier, the new rate will apply beginning with the first paycheck that reflects the change.

Dental Rates
	Level of Coverage
	 Rates

	Self
	$   6.66

	Self + 1
	$ 12.12

	Family
	$ 17.93


Vision Rates
	                                                Rates

	Level of Coverage
	Basic
	Optional

	Self
	$ 0.00
	$ 2.95

	Self + 1
	$ 0.00
	$ 5.30

	Family
	$ 0.00
	$ 8.25
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