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DELTA COUNTY, TEXAS
O JuL 28 2023
R FlLEDgOR RECORD
NOTICE OF A MEETING (WORKSHOP SESSION) AT M

DELTA COUNTY COMMISSIONERS COURT

Notice is hereby given that a meeting of the Delta County Commissioners Court will be

held on Tuesday, the 1* day of August, 2023 at 9:00 A.M. in the 2" Floor Courtroom of the
Delta County Courthouse, located at 200 West Dallas Avenue, Cooper, Texas, 75432, at

which time the Commissioners Court will consider, discuss, and possibly act upon the
following agenda items at-wit:

1. Call to Order, Establishment of a Quorum, and Declaration of Public Notices Legally
Posted Pursuant to the Open Meetings Act, Texas Government Code, Chapter 551.
a. Pledge of Allegiance
b. Invocation

2. Public Comments
3. General Announcements

4. Conduct a budget workshop for the FY 2024 Proposed Budget - Tanner Crutcher, County
Judge

5. Adjourn

The Commissioners Court reserves the right to adjourn into Executive Session at any time during the course of this
meeting to discuss any of the matters listed in this agenda, in the order deemed appropriate, as authorized by
Chapter 551, Open Meetings, Texas Government Code, Sections 551.071, 551.072, 551.073, 551.074, 551.0745,
551.075 and 551.076, or to seek the advice of its attorney and/or other attorneys representing Delta County on any
matter in which the duty of the attorney to the Commissioners Court under the Texas Disciplinary Rules of
Professional Conduct of the State Bar of Texas clearly conflicts with chapter 551 of the Texas Government Code or
as otherwise may be permitted under chapter 551.

In accordance with Title |1l of the American with Disabilities Act, we invite all attendees to advise us of any special
accommodations due to disability. Please submit your request to the County Judge’s office as far as possible in
advance of the meeting you wish to attend.

Signed this 28" day of July, 2023

D

Tanner Crutcher, County Judge
Delta County, Texas
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‘\\\“ : % ISy P 'I,,the undersigned County Clerk, do hereby certify that the above Notice of the Regular Meeting of the Delta County
{\\ ety (i ﬁofnrmssnoners Court is a true and correct copy of the said Notice, that | received said Notice, and it was posted at
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:4‘ QS\ G > e hfhed ol rs of the Delta County Courthouse a place readily accessible to the general public at all times on the&_g_ day
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BENEFIT HIGHLIGHTS BLUECHOICE NETWORK
PLAN 1200-NGS
(Non-Grandfathered ACA)
This is a general summary of your benefits. Please refer to your benefit booklet for additional details and a description of the plan requirements and benefit design. This plan does not
ver all health care expenses. Upon receipt of your benefit booklet, carefully review the plan’s limitations and exclusions.

co S
2 S In-Network Out-of-Network
Overall Payment Provisions Banolite Benefits

Plan Year Deductibles

Per-admission Deductible $0 $0
Deductible $1,000 Individual / $3,000 Individual /
Applies to all Eligible Expenses except Inpatient Hospital Expenses $3,000 Family $9,000 Family

(unless otherwise indicated)

Plan Year Out-of-Pocket Maximum

Deductibles are not applied to the Out-of-Pocket Maximum (OOPM). $3,000 Individual / $6,000 Individual /
Copayment Amounts will apply to the OOPM, and they will not be required $9,000 Family $18,000 Family
after the maximum has been satisfied. Your benefit booklet will provide more
details.
Network Deductible & Out-of-Network Deductible &

Out-of-Pocket Maximum will only Out-of Pocket Maximum do not
apply toward Network Deductible apply toward Network Deductible

& Out-of-Pocket Maximum & Out-of-Pocket Maximum
Copayment Amounts Required

Physician office visit/consultation $30 Copayment Amount N/A-Refer to Medical/Surgical
Refer to Medical/Surgical Expenses section for more information Expense section for benefits
Specialty Care Copayment Amount for office visit/consultation when $40 Copayment Amount 70% of Allowable Amount after
services rendered by a Specialty Care Provider Plan Year Deductible
MDLIVE (Telemedicine) $0 Copayment Amount Not Applicable
Urgent Care $30/$40 Copayment Amount 70% of Allowable Amount
Outpatient Hospital Emergency Room/Treatment Room $150 Copayment Amount $150 Copayment Amount

Refer to Emergency Room/Treatment Room section for more information

Maximum Lifetime Benefits
Per Participant I Unlimited |
Inpatient Hospital Expenses

Inpatient Hospital Expenses

All services must be preauthorized
All usual Hospital services and supplies, including semiprivate room, 80% of Allowable Amount 60% of Allowable Amount
intensive care, and coronary care units

Penalty for failure to preauthorize services None $250

PR BlueCross BlueShield
Y of Texas

A Division of Hesith Core omoarny.

— " Initials Date

A Division of Health Care Service Corporation, a Mutual Legal Reserve Company, an Independent Licensee of the Blue Cross and Blue Shield Association
HCR NON GF TAC Plan 1200 NGS ( 10/01/2023) Page 1 of 4
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Medical/Surgical Expenses

Medical / Surgical Expenses
Services performed during the Physician’s office visit/consultation,
including lab & x-ray (does not include Certain Diagnostic Procedures
and surgical services)

Lab & x-ray in other outpatient facilities (excluding Certain Diagnostic
Procedures)

Allergy Injections
Colonoscopy (Al places of treatment and diagnoses)
Physician surgical services performed in any setting

Certain Diagnostic Procedures; such as Bone Scan, Cardiac Stress

Test, CT -Scan (with or without contrast), Ultrasound, MR, Myelogram,

PET Scan.
Home Infusion Therapy (Services must be preauthorizea)

Organ Transplants

All other outpatient services and supplies
In Vitro Fertilization Services

- age g are D € -

Extended Care Expenses
All services must be preauthorized

Skilled Nursing Facility
Home Health Care
Hospice Care

PAGE 646

In-Network
Benefits

100% of Allowable Amount after $30
Copayment

100% of Allowable Amount

100% of Allowable Amount
100% of Allowable Amount

80% of Allowable Amount after Plan
Year Deductible

80% of Allowable Amount after Plan
Year Deductible

80% of Allowable Amount after Plan
Year Deductible

80% of Allowable Amount after Plan
Year Deductible

80% of Allowable Amount after Plan
Year Deductible

. TEXAS ASSOCIATION of GOUNTIES
'* HEALTH AND EMPLOYEE BENEFITS PoolL

OQut-of-Network
Benefits

70% of Allowable Amount after Plan
Year Deductible

70% of Allowable Amount after Plan
Year Deductible

70% of Allowable Amount after Plan
Year Deductible

70% of Allowable Amount after Plan
Year Deductible

60% of Allowable Amount after Plan
Year Deductible

60% of Allowable Amount after Plan
Year Deductible

60% of Allowable Amount after Plan
Year Deductible

60% of Allowable Amount after Plan
Year Deductible

60% of Allowable Amount after Plan
Year Deductible

Declined

100% of Allowable Amount

70% of Allowable Amount after Plan
Year Deductible

25 day maximum each Plan Year*
60 visit maximum each Plan Year*
Unlimited

Special Provisions Expenses

Serious Mental lliness
All services must be preauthorized
Inpatient Services
-Hospital services (facility)

-Physician services

80% of Allowable Amount

80% of Allowable Amount after Plan
Year Deductible

60% of Allowable Amount

60% of Allowable Amount after Plan
Year Deductible

Outpatient Services
-Services performed during Physician office visit/consultation
(does not include psychological testing)

-All outpatient services and psychological testing

100% of Allowable Amount after $30
Copayment

80% of Allowable Amount after Plan
Year Deductible

70% of Allowable Amount after Plan
Year Deductible

60% of Allowable Amount after Plan
Year Deductible

* Benefits used In-Network and Out-of-Network will apply toward satisfying any day, visit, Plan Year, Annual Maximum,

series of treatments benefits shown

Initials Date

A Division of Health Care Service Corporation, a Mutual Legal Reserve Company, an Independent Licensee of the Blue Cross and Blue Shield Association

HCR NON GF TAC Plan 1200 NGS (10/01/2023)

Page 2 of 4
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Special Provisions Expenses, cont.

Mental Health Care/Chemical Dependency

All services must be preauthorized. Inpatient treatment must be provided in a

Chemical Dependency Treatment Center.

Inpatient Services
Hospital services (facility)

-Physician services

PAGE 647

In-Network
Benefits

80% of Allowable Amount

80% of Allowable Amount after
Plan Year Deductible

- TExAs AsSOCIATION of GOUNTIES
*HEALTH AND EMPLOYEE BENEFITS POOL

OQut-of-network
Benefits

60% of Allowable Amount

60% of Allowable Amount after Plan
Year Deductible

Outpatient Services
-Services performed during Physician office visit/consultation
(does not include psychological testing)

-Emergency Room/Treatment Room

-Other Outpatient Services and psychological testing

100% of Allowable Amount after $30
Copayment Amount

80% of Allowable Amount after
$150 Copayment Amount

(Copayment Amount waived if
admitted, Inpatient Hospital Expenses
will apply)

80% of Allowable Amount after
Plan Year Deductible

70% of Allowable Amount after Plan
Year Deductible

60% of Allowable Amount after $150
Copayment Amount & Plan Year
Deductible
(Copayment Amount waived if
admitted, Inpatient Hospital
Expenses will apply)

60% of Allowable Amount after Plan
Year Deductible

Emergency Room/Treatment Room
Accidental Injury & Emergency Care
-Facility charges (outpatient Hospital emergency treatment room

80% of Allowable Amount after $150 Copayment Amount
(Copayment Amount waived if admitted, Inpatient Hospital Expenses will apply)

charges)

-Physician charges 80% of Allowable Amount after Plan Year Deductible
Non-Emergency Care

-Facility charges (outpatient Hospital emergency treatment room 80% of Allowable Amount after $150 60% of Allowable Amount after $150

charges) Copayment Amount Copayment Amount & Plan Year

(Copayment Amount waived if Deductible
admitted, Inpatient Hospital Expenses (Copayment Amount waived if
will apply) admitted, Inpatient Hospital
Expenses will apply)
-Physician charges 80% of Allowable Amount after 60% of Allowable Amount after Plan
Plan Year Deductible Year Deductible
Ground and Air Ambulance Services
80% of Allowable Amount after Plan Year Deductible J

* Benefits used In-Network and Out-of-Network will apply toward satisfying any day, visit, Plan Year, Annual Maximum, series of treatments benefits shown

Initials ___ Date

A Division of Health Care Service Corporation, a Mutual Legal Reserve Company, an Independent Licensee of the Blue Cross and Blue Shield Association

HCR NON GF TAC Plan 1200 NGS (10/01/2023)
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In-Network
Benefits

Special Provisions Expenses, cont.

Preventive Care
Routine annual physical examinations, well-baby care exams,
immunizations 6 years of age & over, vision exams, hearing exams, and
any other preventive health services as determined by USPSTF

100% of Allowable Amount

Immunizations for Dependent children through the date of the child’s 6t 100% of Allowable Amount

birthday

PAGE 648
\: TEXAS ASSOCIATION of COUNTIES

/* HEALTH AND EMPLOYEE BENEFITS POoOL

Out-of-network
Benefits

70% of Allowable Amount after Plan
Year Deductible

100% of Allowable Amount

Speech and Hearing Services
Services to restore loss of or correct an impaired speech or hearing
function without hearing aids

80% of Allowable Amount after Plan
Year Deductible

60% of Allowable Amount after Plan
Year Deductible

Physical Medicine Services

Chiropractic Care-Office Services 80% of Allowable Amount after Plan
Year Deductible
Airrosti Rehab Centers $30 Copayment Amount

Plan Year Maximum

35 visit maximum each Plan Year*

All other Physical Medicine Services rendered by any other eligible Provider will
be allowed on the same basis as any other sickness.

60% of Allowable Amount after Plan
Year Deductible

Not Applicable

* Benefits used In-Network and Out-of-Network will apply toward satisfying any day, visit, Plan Year, Annual Maximum, series of treatments benefits shown

EMPLOYEE INFORMATION

This is a general Summary of your benefit design. Please refer to your benefit booklet for other details and for limitations and exclusions.

MDLive (Telemedicine) is part of your benefit plan design. Access to an independently contracted board-certified doctor is available 24 hours a day, seven days a
week to speak to immediately or schedule an appointment based on your availability. Please refer to your benefit booklet for other details.

The following benefits apply to dependent coverage:
e Dependent children are covered to age 26.

e  Automatic coverage for newborns for the first 31 days following birth. Infants not enrolled for coverage within the first 31 days after birth will not be eligible

for coverage until the following open enroliment period or special enroliment event.

Payments: Network providers agree to accept amounts negotiated with BCBSTX and are paid according to this BCBSTX-determined Allowable Amount. Covered
individuals are responsible for any required Deductibles, Coinsurance Amounts, and Copayments. Plan benefits paid to Out-of-Network providers are based on the
BCBSTX-determined Allowable Amount, except in the event of Emergency Care received in an outpatient hospital emergency treatment room within 48 hours of the
incident. For all other services received by an Out-of-Network Provider, the covered individual will be responsible for charges in excess of the Allowable Amount in
addition to any applicable Deductibles, Coinsurance Amounts, and Copayments. For cost savings information, refer to the section on ParPlan Providers and the

definition of Allowable Amount in the benefit booklet.

Replacement of Medical Coverage: In compliance with the Health Insurance Portability and Accountability Act of 1996 (HIPAA), the following provisions apply to
each eligible participant who has health coverage under the employer’s plan immediately prior to the effective date of the health contract between the employer and

BCBSTX (the contract date):

o Benefits for eligible expenses incurred for any service or supplies prior to the contract date, are not covered under the contract.
o Eligible expenses for services or supplies incurred on or after the effective date will be considered for benefits subject to all applicable contract provisions.

Initials

Date

A Division of Health Care Service Corporation, a Mutual Legal Reserve Company, an Independent Licensee of the Blue Cross and Blue Shield Association

HCR NON GF TAC Plan 1200 NGS (10/01/2023)
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Funding

SB 22 and prosecutor's offices ia sk countles. : i

-Requires the comptroller to granttoa qualified county that applies for the grant in the
applicable amount:

« (1) $250,000if the county has a population of less than 10,000;

« (2) $350,000f the county has a population of 10,000 or more and less than 50,000; or

= (3) $500,000 if the county has 3 population of 50,000 or more and 300,000 or less.

-mwmm:kmw.mﬂulmammmmﬂwnw

= to provide a minimum annual uhrvofntlelst$75,000fnrmecoumv sheriff, $45,000 for each deputy
who makes motor vehicle stops in the routine performance of their duties, and $40,000 for each jailer
whose duties include the safekeeping of prisoners and the security of a jail operated by the county;
1o hire additional deputies or staff for the sherifPs office; or to purchase vehicles, firearms,

and safety
equipment for the sheriff's office.
= Prohibits a county that is awarded a grant from using the grant money for a purpose other than to meet
the salary p ibed until qut

are satisfied.






