
State of Wisconsin  County of Racine  Village of Sturtevant 
 

RESOLUTION 2008-101 
12-15-08 

 
RESOLUTION BY THE ADMINISTRATION, PERSONNEL POLICY AND LEGAL 

COMMITTEE AUTHORIZING THE RENEWAL OF HEALTH INSURANCE AND RELATED 
COVERAGE FOR VILLAGE EMPLOYEES FOR 2009 

 
WHEREAS, there is a need to obtain health insurance, dental insurance and vision 

insurance  for village employees for 2009; and  
 
WHEREAS, the Board of Trustees is satisfied with the present health insurance 

service provider and the proposed increase in health insurance premiums is approximately 
16%; 
 

NOW THEREFORE, the Village Board of the Village of Sturtevant, Racine County, 
Wisconsin does hereby resolve: 

1. That the execution of an agreement  with Anthem for health insurance 
coverage for the village for the year 2009 is authorized and approved subject 
to final review by the Village Administrator; and  

2. That the annual premium will increase approximately 16% and the coverage 
is set forth in Exhibit A which is attached hereto and incorporated herein. 

3. That dental insurance with Delta Dental and vision insurance with AIG as set 
forth in Exhibit B is authorized and approved.  

4. The Village President  and the Village Clerk are authorized to sign any 
agreements or other documents necessary to carry out the intent of this 
resolution;  

 
 Adopted by the Village Board of the Village of Sturtevant, Racine County, 

Wisconsin, this 16th  day of December 2008. 
 
     Village of Sturtevant 
 
     By__________________________ 
     Steven Jansen, President 
 
     Attest________________________ 
     Mary Hanstad, Village Clerk   
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Blue Preferred® Plus Option 02 with Rx Option T

Esfi/1wled l\1ol7lh~\' Employee Bene./if PremiulII Opfions

\ccount Name: Village Of Sturtevant ZI P Code: 53177
iffective Date: 01/01/2009

G,(&tt~;f A

Anthem, ~~(gJ

Broker: Dallasanta, Robert J.
Account Executive: Wisconsin Sales

Indic;Ite Option Choice 0
Type of Coverage

Blue Preferred

Plus Option02 with RxOption TNetwork Deductible:

S::,500 I S7.500

Single I F<1mily !'Ion-Network Deductible:

S5.000 1 S 15,000

.Single 1 Family :'o/etwork Out-of-Pocket:

S::.500 I 57,500

Single I F<1mily N on-:~etwork Out-of-Pocket:

S8.000 I 5:: I.000

Single I f<1mily Netwurk : (!'CP/SCP)Physician Homc/Office Serv

530 I 545
Preventive C<1re Services

P<1id b<1scd on

pl<1ce of scrviceEmergency Room:

,SIOO

F<1cility/Other Covcred Services
,Urgent Care: Network

S50

:'o/etwork:

O'X,

Ilnp<1t/Outpat Profession<11 'etwork :

O'Yo

Inp<1tient Facility Network:

0%

Outpatient Surgcry ('.b~Hospital or All. C<1rc FacilityNetwork:

0%

Oth..:r Outp<1tient Scrviccs Non-,\'etwork :

30%
Coins. for all covercd services: Exceptions including but notlimited to ER <1nd Rx:-Ietwork:

515 1530 1550'

Rct<1il Pharmacy

·j\lemhc..'I' may he n..'sfJolIsihle.lt)" aeldi/hmal COSI ~~"-t'l1l1nl sC!/c.:clillg ,he CI\'ui/uhlc geiieric "rug. -

No COJI Shafe met"'.\"110 dedllL'Iihll.!lt:opuymC!lIl/coill.\"II/"llllce lip IV lire maximum al/vlI'ohle (11110111'1, n? .• I11(!Wl~' II!) coinsurance 111'/0 the maril11li111 aI/OWl/hIe umollill .

.·,""itilJlwlcopaymC!ll/s!coillsllram:e all" limits uPP!". Refer to the! belle/it sIImmw:,'/vr detailed illlor",otioll.

IEstimated Tot:.1 Cost I S3H,553,45L

RalCS orc proposcd/or (1/' c(leclin' dalc o(IJI/IJIIlIJOI). Rerule is reqllircd alicrll1i., dUlc. Fioof rule.' ••.il/ be !><I.,ed00 <lcl//<lf e./Jecli,·c dule. R<lles ure b<lsed primuri'" illlhe
53177 :ip code "reu. Filial ':iltl',\' l1'il/ he huse" 011 actllallocatioll, ellrol/cd eC!/tslls,jillal hell(.~/it~·~'elec/e" al1d Ihe l111del"\t'rili11g rifles ill e.fTec/lipOllilcceptilllce b.'" BIlle Cross '111<1

BI//e Silield or /l'iSClII/sill. c.lillpc<lre Hcollh Sa";ce., III.",rullce Cmpomlioll OI/(l Alllhem Lik. The propos<l1 is soNecl 10 IIl1den •.rililll; opproml by Bloc Cross <llId Bloc Shiel,;
,~rIViscOIISill. Compean: Heul/h Sel'\"iee,"i JI1.\·III"(/II("e Corporatioll all" All/hem Ltfe; pleil.re do lIat cilneel.\"tJlII" cO\,(?l'age untiltlte upplicutiol1llC1~' peel1 (lpprtH'C!d ill \I 'riling, The
i/~/ilrmut;,m i.)' ill/em/ed ta pn:sellt Oll~\' a gellerul o\'eITie'" (~rthe hem.:.!il.\", The ell/ire pra\"i.)"iaH.)' of hem:.!ils (lilt.! exclusions are contained in ,he group COI1'r"c,. III the {!I'C!II/ of

(I (,(JI~/lict betH'ceil 'he Group C(Jlltrac' (lI1J ,his descrip'iol1, ,he terms (?( the Grollp Contruel l1'il/ pre\'ui/.

NOTE: Ifl"e OII"flllIl(' Oplioll rClfllc.'" fllr/ll is-'l/Ji rccci"cd by tllc cffeelil'c dlilc listcd 1111this proposlil. III1CII' Prolw.w" 1I/11Stbe slIbmilled.

The on'el'uge indicateJ ill ,he check hox abo\'e 110.\' h<!ell.'iele(.'tedjiwelllployel.!s (/11(/ eligible dependent.)': subj<!ctlo ,Ire terms alld conditions (?(llJis propo.)'ul (/Ild the upplicwioll(:iJ
tn ",hiell tlris is alll.lclled.

;fi,-tJllw;:eJ Siglllltun.' DUlc

Hluc Cwss Blue Shield UfWI:o>Ctllbll1 ("HCMS\Vi", Ulldc1'\Httc> ~'r;ulnunlstcrs thc pro ;and indemnit)' p',li,il.'S;
(OI11p';lr~' H",'••lth S~'n.i..:~'sInsurJ,w,;",'C~11"f".Ir••lilili ("CuIIIJXan:", un~krwrit""s ur :adnnnisters the HMO fK,li..:i~~:

and COl\lp"::1r",' :IIIJ UCUSWi ,olk"i\'ely underwrite ur administer the- pas 1'Xlli..:ie-s

Il1dqX'n~klllli,ensce-s ofth.: Ulu\.' Cnhs alld Blue Shidd AhO\:iatiun, ~,ANTHEM is a tcJ;islere-d tr:'"JI,,·mari.:,

Th~'Ulue (h1SS ami Ulu~' ShieM n;aIll~'S ,1I1~1s)'l\1b\,I~ OIre n:gi)tcrc-d marks oflhe HIli': Cr~s :1ud Hlue Sh,,:ld Asso..:iali(11i
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Vl510l\J DGNTAL

In Out Carrier

$25 Individual

$75 Family

Vision Examination

Frame

$10 Capay, then'
100%

$130 allowance

$40 capay

$45 allowance

Deductible

In Out

Once every 12 months from the Date

of Service rer Plan Year
Once every 12 months from the Date

of Service re~ Plan Year
Once every 12 months from the Date

of Service per Plan Year

Once every 12 months from the Date

of~~~eP'::r_Plan Year
Current

58.83

$13,71..----.
$14.28

____ .0 --- , •• __

519.16

u,nses (Oear, Standard, Glass or
Plastic)

Single Vision (Pair)

Bifocal (Pair)

Trifocal (Pair)

Contact Lenses

(In lieu of Stanadard Eyeglass

Lenses Benefil)

Standard Cor ••...:tionl Elective

Sul>-NonnalOptical

Cof"Tt"Ction/~It'dic,\lly N(>ct"Ss.\ry

(pre-Approval from Vision Benefit

Manager is required)

Frequency

Vision Examinidtion

Frame

Contact Lenses

Rates:

Em~'J_ee.~L

~.~ploy:.e_~ .~~~ ?rOne

~E.I~~::~Oti~dre.n. _.

~~il!._. ....

$20 copay, then
100%

$20 copay. then
loo~o

I $20 capay, then
100%

$105 aUowance

100%

$40 allowance

$60 allowance

S80 allowance

$10S allowance

100%

Waived for Preventive yesyes

Coinsurance (or

.- ._.

Preventive

100%
100%

Coiruurance for Ba.!lic

80%60%

Perlo Surgery and Endo

Basic

Coinsurance for :\laJor

50%50%

MaXimum

52,000

Deductible for Ortho

SOSO

Coinsurance for

50%50%
Orthodontia

'Ortha Lifetime Maximum:

$1,500

Rate" Employee Cost

529.60

Employee + Spouse OR

$58.33
Employee + 1 dependent

Employee + Otild(ren)

$62.49

Family

5107.76

Monthly Premium

51,458.92

Annual Premium

517,507.04

Annual Difference in

5362.04
Premium

Rate Guarantee

1 Year

-.--J

Partkip,ation Requirements 100% participation

~~t~ ~~~ .•~~_=.===~-- 1year


