Beneflt nghllghts

Health Plan believes this coverage is a grandfathered health plan" under the Patient Protection and Affordable Care Act if
you have questions about grandfathered health plans, please call our Member Service Call Center.

- Annual Out-of-Pocket Maxinium for Certain Services < o . :
Yor Services subject to the maximum, you will not pay any more Cost Sharing during a calendar year if the Copayments and
Coinsurance you pay for those Services add up to one of the following amounts:

For self-only enrollment (a Family of one Member)......uvuivmverncrnnnns $1,500 per calendar year
For any one Member in a Family of two or more Members ................. $1,500 per calendar year
For an entire Family of two or more Members .......vviinivncninnnnins $3,000 per calendar year
— Nona

Professional Services (Plan Provider office visits) You Pay i

Most primary and specialty care consultations, exams, and treatment........ $25 per visit

Routine physical maintenance eXams ..o ieniesirirssssirsiessnsssssssasesisassassares No charge

Well-child preventive exams (through age 23 months}......vieinniisinnnns No charge

Family planning counseling ..o No charge

Scheduled prenatal caré exams and first postpartum follow-up

CONSUIALION ANd EXAIM..ivreiieireicerrrerenssscessrss s srsssssresesassssssssssssnnerernnsrorans No charge -

Eye exams for refraction No charge

Hearing eXams . ... me ettt sttt s No charge

Urgent care consultations, exams, and treafment ........ceeecrevercerceceimsiieienie $25 per visit

Physical, occupational and speech therapy ................................................. $25 per visit

“Quipatient Services =" " = : ! You Pay

Outpatient surgery and certain other outpatient procedures ......coveeeevaieens $100 per procedure

Allergy injections (including allergy SETUM).......occemiveirveccresininsiesesnreseronnns $3 per visit

Most immunizations (including the vaccine) ... No charge

Most X-rays and laboratory tests.. ..., No charge

Health education:
Covered individual health education counseling......cvveiivrcrncninenns No charge
Covered health education programs ....................................................... No charge

‘Hospitalization Services R You Pay

Room and board, surgery, anesthema X—rays laboratory tests, and drugs . $100 per admlssmn

*Emergency Health Covemge R e N e o You Pay

Emergency Department VSIS .....cc.coceees i isersensssseenessseses e nesssssnnis $100 per visit

Note: This Cost Sharing does not apply if admitted directly to the hospital as an inpatient for covered Services (see
"Hospltahzatlon Services" for inpatient Cost Sharing).

‘Ambulance Services . You Pay
AMDUIENCE SEIVICES coocertice et s e e aas No charge
‘Prescription Driig Coverage ' : You Pay
Covered outpatient items in accord with our drug formulary guidelines:
Most generic items at a Plan Phatinacy ..., $10 for up to a 30-day supply, $20 for a 31- to 60-
. day supply, or $30 for a 61- to 100-day supply
Most generic refills through our mail-order service ..o cciveninicsnnnns $10 for up to a 30-day supply or $20 for a 31-to
' 100-day supply
Most brand-name items at a Plan Pharmacy ....cooceevcenceenennsncinens $25 for up to a 30-day supply, $50 for a 31- to 60-
day supply, or $75 for a 61- to 100-day supply
Most brand-name refills through our mail-order service......ocoeeinnineas $25 for up to a 30-day supply or $50 for a 31 10

100-day supply
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‘Durable Medical Equipment ST T YouPay -

Covered durable medical equipment for home use in accord w1th our
durable medical equipment formutary guidelines .......ocviviennisccnnncreinnes No charge

Menial Health Services S YouPay /i

Inpatient psychiatric hospitalization ..., $100 per admlssmn

Individual outpatient mental health evaluation and treatment......ccicviieie $25 per visit

Group outpatient mental health treatment $12 per v1s;t
‘Chemical Dependency Services 2 Nou Pay i

Inpatient detoXification.....cc oo eeee e s s $100 per admlsslon

Individual outpatient chemical dependency evaluation and treatment........ $25 per visit

Group cutpatient chemlcal dependency TEAtMENT .ot erecenas $5 per visit

‘Home Health Services - e : YouPay

Home health care (up to 100 visits per ca]endar year) .................. No charge

O : TR T T T YouPay T R
Hearing aid(s) every 36 months .................................................................. Amount in excess of $5{)0 Allowance per a1d
Skilled Nursing Facility care {up to 100 days per benefit period).......n.... No charge

Covered external prosthetic devices, orthotic devices, and ostomy and

urological SUPPHES....coi et No charge
All Services related to covered infertility treatment.......cceeceenrcreereesnrnnss 50% Coinsurance
Hospice care No charge

This is a2 summary of the most frequently asked-about benefits. This chart does not explain benefits, Cost Sharing, out-of-
pocket maximums, exclusions, or limitations, nor does it list all benefits and Cost Sharing. For a complete explanation, please
refer to the "Benefits and Cost Sharing" and "Bxclusions, Limitations, Coordination of Benefits, and Reductions” sections.
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