
 

 

MUNICIPAL HEALTH BENEFIT FUND SEMINAR  
AGENDA 

 
October 13, 2017 

 

 
 
8:30 – 9:00 a.m.  Registration 
 
9:00 – 10:00 a.m. Welcome and Opening Remarks Don Zimmerman, Executive Director 
        Arkansas Municipal League 
 
   MHBF Plan Changes 2018  Tracey Cline-Pew, Director 
        Municipal Health Benefit Fund 
 
10:00 – 10:30 a.m. Prescription Benefit Updates  Dwight Davis and SmarterRx 
 
10:30 – 10:45 a.m. BREAK 
 
10:45 – 11:15 a.m. Telemedicine Update   Robbie Linn, eDoc America 
 
11:15 – 11:45 a.m. American Fidelity’s Enrollment  Charles Angel 
   Platform, Flexible Spending  American Fidelity 
   Accounts & Other Services to 
   Benefit Your Organization   
 
11:45 a.m. – 1:00 p.m. LUNCH 
 
   Understanding Your Municipal 
   Health Benefits -  
1:00 – 1:15 p.m. What You Need to Know  Purity Ingram, Enrollment & Eligibility 

About Enrollment & Eligibility  Supervisor 
1:15 – 1:30 p.m. What You Need to Know   Beth Chappell, Customer Service & 

About Customer Service & Provider Provider Relations Supervisor 
Relations 

1:30 – 1:45 p.m. What You Need to Know About  Jill Sloan, LPN, Clinical Supervisor  
Precertification and Clinical Review  

1:45 – 2:00 p.m. MHBF’s Bariatric Weight Loss  Jennifer Elliott, LPN  
Program    Bariatric Program Coordinator 

2:00 – 2:15 p.m. Let’s Get Healthy   David Baxter, Wellness Coordinator 
2:15 – 2:30 p.m. Ask an MHBF Expert   MHBF Director & Department  
   Q & A     Supervisors 
 
2:30 – 3:00 p.m. Closing Remarks/Door Prizes  Don Zimmerman, Executive Director 
        Tracey Cline-Pew, MHBF Director 
 



MHBF 2018
PLAN CHANGES & IMPORTANT REMINDERS



Amended & Restated 
Declaration of Trust

The Declaration of Trust that formed the Municipal Health Benefit Fund 
(“Fund”) has been amended.  

◦ The Fund Booklet is now tied to Declaration of Trust.

◦ Further defines processes and protocols throughout the document.

◦ Clarifies the role of the Board of Trustees.



Participation Agreement
Groups have never been required to enter into a formal agreement for 
membership in the Fund.

This will change for 2018 and each group will execute a Participation 
Agreement.

All the terms are the same, but this will formalize the process and provide 
documentation.



2018 FUND BOOKLET
The 2018 Fund Booklet has undergone another transformation. 

Many of the enrollment and eligibility requirements can now be found 
in the Participation Agreement that each group will be required to 
execute.

The contents are consistent throughout and easier to understand.



2018 Required Notices
HIPAA Privacy Notice

Health Insurance Marketplace Coverage Options Notice

Summary of Benefits and Coverage

Acknowledgement (7 years)



Enrollment Forms



Certificate of Notice and Acceptance of 
Plan Provisions
If you have a 2015 Certificate of Notice and Acceptance on 
file for an employee, another will not need to be completed 
provided they remain covered with your group.

Forms must be completed by:
◦ New employees;

◦ Employees moving to another employer with MHBF coverage;

◦ All employees of a group new to MHBF coverage.



Enrollment/Change/Termination Form

Enrollment in the Plan

Coverage Declination

Add/Drop Dependent

Cancel Coverage

Address Change

Name Change

Coverage Change (Individual/Family)

Status Change (Marriage/Divorce)

Employee Termination



Multiple Coverage Inquiry Form
If any employee or their dependent has coverage in addition to MHBF 
for medical, dental or vision, the employee must provide that 
information on the Multiple Coverage Inquiry.

If the additional coverage is cancelled, this form must be completed to 
notify MHBF of the change.

Failure to provide this information can result in claims being delayed 
or denied.



2018 Benefit Changes



2018 Changes
Participation Agreement (Group)

Copayment for specialty drugs has changed.

Verification for volunteer firefighters must now be signed by 
Fire Chief and City Official.

When a branded drug has a generic equivalent available, 
the patient will pay the difference between the cost of the 
generic and branded drug if they chose to fill the branded 
drug.

Impotence/ED medications will be limited to four (4) per 
month.  The daily form of Cialis will be excluded.



2018 Changes
The following drugs were added to exclusion list because of generic or 
alternative availability: Qudexy XR, Topiramate XR, Celexa, Lexapro, 
Prozac, Paxil, Zoloft, Rexulti, Auvi-Q, EpiPen, etc.  You can find a 
complete list at www.arml.org/MHBF.

The Fund utilizes an evidence-based program.  Drug therapies are 
evaluated and based on clinical evidence it is determined which are 
covered by the plan.

http://www.arml.org/MHBF


2018 Changes
MHBF has changed pharmacy consultants.  In the coming months, 
members will begin receiving new cards indicating SmarterRx as the 
contact for member and provider services.  The telephone number is 
the same.

If you do not have a new card by the first of the year, don’t worry!!  The 
card you have now will continue to work.  The processing codes have 
not changed.



How Members Can Reduce
Out-of-Pocket Costs



Common Mistakes that 
Increase Out-of-Pocket Costs
Failure to precertify.  When in doubt, call 888-295-3591.

Using the emergency room for non-emergency events.

Failing to check in-network status of a provider.  (80% vs. 50%)

Failing to add a dependent to coverage in a timely manner.

Paying a health provider’s bill prior to receiving an EOB.  When in doubt, 
call us. 

Never hesitate to call MHBF 501-978-6137 with any questions or 
concerns you may have.



More Money Saving Tips
Call and find out if a service, test or procedure is covered prior to it 
being performed. 

Keep wellness visits strictly wellness. 

Make sure to carry the minimum medical coverage on automobile 
insurance.

Turn in Accident Claim Forms or other required documentation.

Read the Fund Booklet or review the SBC and know your benefits.



More . . .
To ensure coverage, buy travel insurance for travel out of the country.

Turn in Multiple Coverage Inquiry Form every time additional coverage 
is added or terminated.

Know and understand what qualifying events are (and are not) for the 
addition of family members to coverage.

Don’t forget that eDoc America, along with their 24-hour Registered 
Nurse Advice Line is a part of your benefit package.

Do not hesitate to call and ask questions.  MHBF is here to help.



Final Thoughts
Every employee signs a Certificate of Notice and 
Acceptance of Plan Provisions.  By signing this 
form, each member is acknowledging that they 
have read and understand the benefits provided by 
the Fund and agree to the terms contained therein.  
Encourage employees to actually read the Fund 
Booklet and become familiar with the plan.

Educate your employees about their benefits.

Know that we are here to help.





Municipal Health Benefit Fund
Prescription Drug Program

Plan Update for January 1, 2018

October 13, 2017



Summary of 1/1/2018 Changes

• Clinical Management Tools
• Dispensing Limits

• Step Therapy

• Reference Pricing

• Plan Exclusion

• Align Pharmacy Network

• SmarterRx / EBRx (UAMS) / RxBenefits Partnership with MHBF
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Dispensing (Quantity) Limits

How do Dispensing (Quantity) Limits work?
Dispensing restrictions can be placed on specific drugs that may limit (1) # of 
units/Rx, (2) # of units per timeframe, or (3) # of units/day.

Purpose:  
To promote safe and effective medication therapy and to reduce the 
likelihood of wastage.

Example(s): (new for 1/1/2018)
• Men’s Health – oral medications used to treat Erectile Dysfunction (ED) will 

be limited to 4 pills/month.  The “daily” form of Cialis (2.5mg, 5mg 
strengths) will be excluded from plan coverage.

3



Step Therapy

How does Step Therapy work? Requirement that the presence of a specific drug 
and/or condition exists before a particular drug can be used.

Purpose:   To promote appropriate and cost-effective drug therapy in a step-wised 
fashion.

Example(s):      

Respiratory Agents – Advair, Dulera, Symbicort and Airduo (new for 1/1/2018)

• To obtain one of these agents, the patient must have at least 90 days of inhaled 
steroid use out of the past 120 days in their medication profile.

• Patients 40 years or older are exempt from this initiative.

4
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Reference Pricing - Examples
Additions to Reference Pricing  (new for 1/1/2018)

• Selected Antidepressants – Brand name Celexa, Lexapro, Prozac, 
Paxil, Zoloft

• Selected Antihypertensives – candesartan (generic Atacand / HCT), 
Inderal LA, Inderal XL, Innopran XL

• ADHD Agents – Cotempla XR, Mydayis

• Anti-Migraine Agents (Triptans) – naratriptan (generic Amerge)

Removal from Reference Pricing (new for 1/1/2018)

• Generic Crestor (rosuvastatin) and other historically high-cost 
generics
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How does Exclusion work?  

In an effort to provide the most cost-effective drug therapy to Fund 
participants, drugs are evaluated based on their safety and 
effectiveness as demonstrated in the peer-reviewed published 
literature.  An evidence-based approach is used to help steer the Fund’s 
drug coverage policy.  Therefore, drugs not meeting certain standards 
are recommended for exclusion by the Fund.

Purpose:

To protect the Fund from the financial exposure related to expensive 
low-value drugs and/or unproven drugs.

Exclusion from Coverage

7



• Selected Anticonvulsants (Qudexy XR, Trokendi XR, Topiramate XR)

• Epinephrine Auto Injector (Auvi-Q, Epi-Pen)

• Kits (various)

• Misc. Dermatological Products

• Hyaluronic Acid Knee Injections (Synvisc, Euflexxa, Gel-One, others)

• Selected Multiple Sclerosis Agents

8

Exclusions - Examples



Align Pharmacy Network

• What is the Align network?

• How does the Align network operate?

• How will the pharmacy network operate after 1/1/2018?

• What does this change mean to MHBF and its members?

9



SmarterRx / EBRx (UAMS) / RxBenefits
Partnership with MHBF

• SmarterRx – provides Pharmacy Benefit Manager (PBM) contract 
evaluation and management, oversight of pharmacy vendor 
relationships, oversight of the prescription drug program

• EBRx (UAMS) – provides an evidence-based prescription drug 
program, defines the drug formulary and drug coverage rules, handles 
prior authorization requests for drugs, handles physician appeals for 
denied drug requests

• RxBenefits – provides pharmacy benefit management services (claims 
processing, pharmacy network, member call center, member 
communications, ID Cards)

10



Information Regarding Prescription Drug Benefit

• On-line – updated lists pertaining to Quantity Limits, Step Therapy, 
Reference Pricing and Exclusion are found on the MHBF website:

www.arml.org/Services/Benefit Programs/Municipal Health Benefit Fund

• Phone – phone numbers for EBRx (UAMS) and RxBenefits are 
forthcoming in the Municipal Health Benefit Fund Booklet

11

http://www.arml.org/


Enrollment & Eligibility
Premium Accounting



Premium Due Dates

• All premiums are due by the 1st of every 

month and considered late after the 5th of 

the month. 

• Premiums received after the 5th of the month 

are considered for late fees. 

• Late fees are $10 for the group, plus $1 for every 

member in the group.

• Please make sure a copy of all pages of the 

billing is sent with the remittance of payment.



Waiting Periods

• Due to ACA regulations, MHBF can not 

allow a waiting period beyond 60 days. 

• New employees will be eligible for coverage 

the first day of the month following 60 

consecutive days of employment. 

• New employees with hire dates of the 1st or 

2nd of the month, that full month is counted as 

part of the 60 day waiting period.

• If an employee transfers from one of our 

groups to another, they will transfer without a 

waiting period.



Forms

• MHBF documents every change that is 

made, for auditing purposes. 

• For that reason, we have a form for 

everything processed. 

• MHBF has a multi-use form 

Enrollment/Change/Termination form.

• Enrollments require; Enrollment form, 

Certificate of Notice and Acceptance, Multiple 

Coverage Inquiry and a copy of social security 

card for everyone listed. 



Forms continued

• Changes require; Change form, supporting 

documentation (reason of change), Certificate of 

Notice and Acceptance (if adding spouse), 

Multiple Coverage Inquiry, and copies of social 

security cards for addition of dependents. 

• Terminations require; Termination form. Please 

remember to have a current address as this is 

used for Cobra purposes. Also, list last day of 

employment for termination date.

• Change of address; We mail out 

correspondence every day. If they change their 

address with you, we need this form. 



Things to Remember

• Make sure all forms are completed to its 

entirety. Anything missing could delay 

enrollment, ID cards, changes, 

terminations or even claims payment. 

• You do not have to wait until billing to turn 

in paperwork. It can be mailed, emailed or 

even faxed to your representative.

• If you ever have any questions or doubts; 

call us, that’s what we are here for. ☺



What You Need to Know

Customer Service & 
Provider Relations



• Preferred Provider Network 

◦ In-Network Benefits are higher

◦ Access to thousands of providers

◦ Access to our wrap-around network for out-of-state providers

Provider Relations



Referring A Provider

If you want to use a provider that is not in the MHBF Preferred Provider 
Network, it’s simple to refer them:

Go to arml.org
Click on the MHBF tab
Click on Preferred Provider Directory
Click on Provider Request Form

When you are finished completing the form, click submit and
an email is sent directly to our office.



• www.arml.org

• Contact Provider Relations 
Department

• Contact Customer Service

Help Locating an In-Network Provider



• Copies of EOB’s

• Verifying if precertification is 
required for a service

• Balance billing issues

• Clarification of benefits

Customer Service



Frequently Asked Benefit Questions
• Calling to get claim status or information on your spouse?

◦ Requires Authorization to Disclose

• Form is located in the back of the MHBF book or request one from MHBF Customer Service

• How to file an appeal?

◦ Write a letter to the Claims Review Team

◦ Mail to MHBF @ PO Box 188 North Little Rock, AR 72115

◦ Response will be returned within 60 days

• What are the office visit benefits?

◦ Office visits are reimbursed at 100% after a $20 copay

◦ All other services performed in the office are reimbursed at 80%, subject to 
deductible.



Frequently Asked Questions (continued)

• I had surgery at an In-Network facility.  When I received the EOB for my 
anesthesia services, it states the services were paid at 50%, why?

◦ Anesthesia services were performed by an Out-of-Network provider.

◦ MHBF tries to contract with every provider utilized by our members however, 
providers do not have to accept a contract.

• When precertification is required for a service, is it my responsibility to call 
MHBF or the providers?

◦ It is the responsibility of the member to contact MHBF.  

• Are flu shots covered at the pharmacy?

◦ Yes, when charges are filed through Optum.



Frequently Asked Questions (continued)

• I went to the doctor for my annual exam but my claim did not pay as wellness, 
why?

◦ A true wellness visit does not have any medical diagnosis associated with it.  If you 
go to the doctor for a wellness exam and you are diagnosed with any medical 
condition, receive a prescription or get a refill prescription for a condition already 
diagnosed,  this does not qualify as wellness.

• I saw my chiropractor for low back pain.  MHBF sent a form for me to fill out.  
Why?

◦ The diagnosis billed on the claim may have suggested an accident or injury.  In this 
case you have to complete the Accident Claim Form and Two Page Questionnaire 
in order for MHBF to determine there is no other liability.



MHBF Booklet

• Online at arml.org/mhbf

• Your city’s Human Resources

• Call MHBF Customer Service



Important Phone Numbers

Municipal Health Benefit Fund

(501) 978-6137

Option 1 – Precertification

Option 3 – Verify Network Status 

(Provider Relations)

Option 6 – Customer Service

Option 7 – Premium Accounting



Clinical 

Review

Jill Sloan, LPN

Clinical Supervisor

MHBF



Clinical Team

– Clinical Reviewers

– Jennifer Elliott, LPN

– Deb Hudson, LPN

– Jill Sloan, LPN

– Amanda Woodyard, LPN

– Precertification Specialist

– Stephanie Stroncek



Precertification

–Precertification is prior 
notification to the Utilization 
Review Program before 
services are received by the 
covered individual.



It is the member’s

responsibility to precertify. 

A penalty deductible of $1500 

will apply for failure to 

precertify.



What to Pre-certify?

– Ambulatory Surgical Procedures

– Botox Injections

– Mohs Procedures 

– PET Scans

– Inpatient Hospital Confinements

– Observation Hospital Confinements over 23 hours

– Durable Medical Equipment if purchase price or annual rental cost 
exceeds $2000

– Prosthetic Devises with purchase price exceeding $2000

– Home Health and Hospice Care

– Wound Care & Hyperbaric Oxygen Treatments

– Special Benefits Programs



Special Benefits

– Bariatric Weight Loss Program

– These services will be covered exclusively though the Metabolic 
& Bariatric Surgery Accreditation &Quality Improvement 
Program (MBS-AQIP).

– Chemical Dependency Treatment

– Services must be rendered at an MHBF Chemical Dependency 
Treatment Center to be covered.

– Transplants

– Transplants must be performed at an MHBF Designated 
Transplant center to be covered.



How to Pre-Certify

– Call the MHBF Pre-cert line

– 888-295-3591

– If it is after hours, a weekend or a holiday LEAVE A MESSAGE:

– Name

– Member ID or Date of Birth

– Return telephone number

– Brief message of what you need



Nurse Review Process

– Medical Records are requested

– Documentation of conservative treatment that has been 

attempted and failed

– Radiology reports or test results

– Once the information is received, it is reviewed with the 

MCG Guidelines to ensure that it meets medical necessity. 



MCG Guidelines

– MCG Guidelines present best practices for treating 

common conditions in a variety of care setting and assist 

healthcare professionals in providing quality care by 

reducing the under-use, over-use and misuse of medical 

and surgical resources.

– The MCG Guidelines are written by a professional 

healthcare staff consisting of physicians, nurses and 

medical consultants. 



How Long Does It Take?

– Generally it takes 2-3 business days to complete a pre-cert.

– Clinical information is requested, if additional information 

is needed, your physician will be contacted.   It often takes 

several calls to a physicians office to get all the information 

needed for a pre-cert.



Appeals

– If an adverse determination is made the ordering physician 
and member will receive a letter with an explanation as to 
why the determination was made.

– If you disagree with an adverse determination you may 
submit an appeal in writing within 60 days of receiving the 
denial letter.

– Include medical information to support your appeal.

– The appeal will be reviewed by a physician who was not 
involved in making the initial decision.  These reviews occur 
bi-weekly.



Non-Emergency Surgical 

Procedures

– A procedure to improve health or quality of life when the 

medical condition is not considered immediately life-

threatening.  Non-emergency procedures are pre-

scheduled to a specific date and are not considered 

emergent in nature.

– Annual benefit of 2 per calendar year.



Sleep Studies

– Annual benefit of 1 per calendar year.

– Sleep studies do not require a precert.



Claims Review

- Claims are reviewed to ensure that the providers are 

accurately billing for services

- Claims are reviewed to ensure that they are processed 

correctly per the contract



MBS-AQIP Bariatric Weight 
Loss Program



MBS-AQIP
Metabolic and Bariatric Surgery Accreditation 

and Quality Improvement Program

• Program is designed with a goal of weight loss surgery in mind

• However, you can enroll in the program for supervised weight management 
under the guidance of a dietician, if you meet requirements



MHBF designated providers

• Dr. John Wilder Baker

• Baptist Health Medical Center

• Non-designated provider: If morbid obesity treatment is preformed at a non-
designated facility or by a non-designated provider or if medical case 
management is refused then the pre-obesity, obesity and post-obesity care 
and charges are not covered

• No benefits for services done prior to enrollment with MHBF



Why Dr. Baker and Baptist? 

• Dr. Baker is the Medical Director of the Baptist Health Weight Loss Center

• Dr. Baker is Co-Director of the Baptist Health Bariatric Program

• Has performed over 2,500 bariatric surgeries

• Committee lead for Arkansas Medical Board and the General Assembly

• Operation New Life Mission in Honduras teaching advanced laparoscopic surgeries to 
physicians and students

• Past President of the American Society for Metabolic & Bariatric Surgery and currently 
serves on the board of directors

• Former chief surgical resident LSU

• Author and co-author of numerous studies

• Dietician(s) registered thru the state, commission on dietetics and has a master’s degree

• 24 hour access to surgeons/staff thru PMD or TWISTLE



Dr. John Wilder Baker, 
Baptist Health Medical Center

Program: 
• Minimum of 6 months 

• Must have a BMI of at least 40%; or 35% 
with a co-morbidity

• Requires consecutive, monthly weight 
management

• If you live locally or have been previously 
enrolled/disqualified you are required to do 
weight management with Dr. Baker

• Dietician supervision is recommended but 
not required as long as PCP is willing to 
follow program

Requirements:
• Application with pre-determination

• No retro authorization requests

• No transfer or care or waiver of requirements

• 19 years of age or older

• PCP referral

• Letter of recommendation from PCP

• Medical records

• Possible clearance based on medical 
diagnoses (example: history of cancer, cardiac 
etc.)



Requirements

• Bariatric Psych evaluation

• Laboratory work

• Sleep study 

• Sleep apnea-download of chip with 
compliance

• Dietary test

• Seminar

• Smoke free-willing to consent to 
random nicotine tests

• Sobriety x 5 years 

• Extended weight management

• Additional testing/clearance based 
on medical history



Baptist Health Policy regarding 
elective surgery

Patient health requirements:

• Weight at time of surgery must be 
400 pounds or less

• Women: BMI of less than 60%

• Men: BMI of less than 55%

Financial requirements:

• Requires co-insurance and any 
remaining deductible 2 weeks prior 
to surgery

• Anesthesia, sleep medicine, 
laboratory, ancillary charges billed 
post operative



Costs:

• Deductible

• $20 office co-pay for each visit

• Co-insurance for labs, diagnostic 
testing, surgery requirements

• Vitamins, liquid diet, lifelong 
requirements

• Plan pays 80% of all program 
requirements

• If you are required to have a 
Colonoscopy, EGD, Carotid 
screening or Chest x-ray as a 
program requirement these will not 
be paid under wellness benefits



MHBF MBS-AQIP Facts

2013-present

• 166 members enrolled in the 
program

• 95 members disqualified for non-
compliance or have dropped out

• 60 members have had surgery

• 11 active members in the program 
with upcoming surgeries

• 5 fired from program

Surgeries 2013-present

• 44 Sleeve gastrectomy

• 15 Gastric bypass

• 1 Lap band



Covered surgeries

New bariatric patients:

• Gastric bypass

• Gastric sleeve

• Biliopancreatic diversion

• Lap band (case by case basis)

Revision or conversion: 

• Old records, operative reports, 
diagnostic test results

• Bypass or stomach stapling-
documentation that the 
anastomosis/staple site no longer in 
tact

• Lap band-removal of band 6 months 
prior to any conversion 



Surgery
Minimum of 2 night stay in-patient, first night 
usually ICU

Post op liquid diet for a minimum of 2 weeks

Post op restrictions-no driving for 7 to 10 
days and no lifting for 6 weeks



Post operative

Follow up
• 2 weeks post op 

• 1 month post op

• 3 months post op

• 6 months post op

• 1 year post op

• Annually for life

• Depending on your medical history and 
tolerance to surgery labs every 3-6 
months for life



Non-compliance

Warnings:
• It is the member’s responsibility to submit all of the 

required monthly paperwork, failure to do so can result in 
disqualification

• MHBF: Warning letter and given 2 weeks to provide 
documentation

• If disqualified for non-compliance you must wait until 
January of the following year to re-apply and will be 
required to do all services thru Dr. Baker

• Dr. Baker: First and second offense: If you miss or 
cancel lab work or office visit you will get a warning letter 
and you will be given a time frame to reschedule 

Fired:
• You will not be seen for any office visits or complications 

and you will not be consulted if you are an ER admit

• MHBF will not pay any bariatric related charges once you 
are fired (example: labs, office visits, ER visits, diagnostic 
testing)

• 5 patients fired since 2013



Non-covered food/supplemental 
requirements

• The fund will not cover food, shakes, 
vitamins and supplements pre or 
post op

• HMR shakes (liquid diet) minimum 
of 2 weeks pre-op and 2 weeks post 
op $150 per 1 month supply

• Vitamins/protein supplements 
lifelong

• Non-menopausal women: Calcium, 
Iron, ADEK



Compliance and skin removal 

• Member must have had surgery thru MHBF 
program and be a minimum of 2 years post op with 
100% compliance thru the pre and post 
surgery/case management process

• Non-compliance with office visits, required labs and 
not following pre-operative diet requirements and 
not documenting weight loss effort can disqualify 
you for skin removal

• Must be at a % of your goal weight and have a 
stable weight for 6 months

• If you are still loosing weight you are not eligible

• Documentation of skin impeding movement, skin 
breakdown, irritation or rash

• Eligible skin removal: arms, thighs, back and 
pannicula (apron)

• Non-eligible cosmetic: abdominoplasty(tummy 
tuck), breast implants or breast lift, breast reduction



Bariatric Support

• Support Groups

• Exercise Groups

• E-doc America (dietician, MD, 
Kinesiology, therapist)

• David Baxter



Jennifer Elliott, LPN
Bariatric Program Case

Manager

jelliott@arml.org

501-978-6137 
extension 
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services 
Municipal Health Benefit Fund: MHBF 

Coverage Period: 01/01/2018-12/31/2018 
Coverage for: Individual + Family I Plan Type: PPO 

-------�-------------.,.,.-_,,,.,,....,,,_ __________ ...,. ___ =--�"""-'"""�-........ -'""" __________ ....., ______________ �---

·" The SL1mmal"J of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would 
share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately. 
This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, call 1-501-978-6137 or visit 

www.arml.org/services/mhbf/. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or 
, otJ:ler underlined terms see the Glossary. You can view the Glossa_iy-9.!_�t�����althcare.gov/sbc-gl_oss9 _ _11 or call 1-501-978-6'137 to request a cq_p.1.:_ 
.. · : .l.ll!CJM./.dh di 

What is the overall 
deductible? 

f 
!Are tile re services covered
before you meet your
deductible?

!Are there other
deduciibles for specific
1services? 

I 
lwha( is the out-of-pocket 
!limit for this plan?
I 

What is not included in 
lthe out-of -pocket limit? 

$500, $1,200, or $2,000/individual; 
or $6,000/family 

es. Preventive care services are 
!Covered before you meet your
deductible.

No. 

For network providers $4,000 
individual / $8,000 -family; for out-of
network providers there is no limit. 
For pharmacy providers $2,600 
individual / $5,200 family 
Copayments, deductibles, 
remiums, balance-billing charges, 

1Generally, you must pay all of the costs from providers up to the deductible amount before this 
Ian begins to pay. If you have other family members on the plan, each family member must meet 

heir own individual deductible until the total amount of deductible expenses paid by all family 
members meets the overall family deductible. 
his plan covers some items and services even if you haven't yet met the deductible amount. But a 

copayment or coinsurance may apply. For example, this plan covers certain preventive services 
without cost-sharinq and before you meet your deductible. See a list of covered preventive services 
at https://www.healthcare.gov/coverage/preventive-care-benefits/. I 

'l'ou don't have to meet deductibles for specific services. 

he out-of-pocket limit is the most you could pay in a year for covered services. If you have other 
amily members in this plan, they have to meet their own out-of-pocket limits until the overall family 1 

ut-of-pocket limit has been met. 

penalties for failure to precertify, out- Even though you pay these expenses, they don't count toward the out-of-pocket limit. 
lof-state and out-of-network care and 1 

health care this J2.@.D. doesn't cover. I 
his plan uses a wovider network. You will pay less if you use a provider in the plan's network. You J 

1 . ·1: Yes. See www.arml.org/services/mhbf/ will pay the most if you use an out-of-network provider, and you might receive a bill from a provider .
. !Nill you P

1 
ay. le:

d

5 11 �ou use or call 1-501-978-6137 for a list of for the difference between the provider's charge and what your Q1QO. pays (balance billing). Be 
/ a neLwor { Pt ov1 er. k 'd t k "d . ht t f t k "d f . ( h I bnetwor prov1 ers. aware, your ne wor provr er m1g use an ou -o -ne wor provr er or some services sue as a 

Do you need a referral to 

·see a seecialisr? No. 

1work). Check with your provider before you get services. 

�ou can see the specialist you choose without a referral. 

1 o"i' 6 




















