Additional Medical Options
for Louisville FOP -2008

Level of Coverage

% Employee enly

¢ Employee + spous

® Employee +
child/children

€ Family

* Please see pages 9- 11 of your envollment
guide for details about these plans.

(VAW benefils
INVESTING IN YOU

- HumamaFOP 7

Benefit/Feature In-Network - :':_Cui-of-i\{e.iwn'r_k: o nNebwork
Choice of doctors Use any doctor but belter coverags Use any doctor but be
and hospitals in-network; must use negwark - in-network; must use.
hospitals except in emergéacy hespitals except in e
Need to selecta No RN No
primary care physician?
Annual deductible 50 " $50iperson - 50
. $0 . $150Mamily . _ 30
Annual c’]‘_ﬂ‘f;f‘[’“kﬂ $400/person $4G‘U/person S - $400¢person
expense limi $1,200/amil = 31,200/ famil 2 $1,200/amil
(including deductible) Y R 4 S Y
Doctor’s office visits $20 copayfvisit % $20 copayfisit
Inpatient/ER physician care Covered in full * Covered in ful
Diagnostic tests Covered under ¢ Covered under
In doctor’s office cffice visit copay office visit copay
Other laboratory Covered under 2 Covered under
office visit copay S - office visit copay
Inpatient hospital Covered in full . Not covered except. - (overed in full
~in emergencies - _
. . ) *Not covered éxcept. s 1
Outpatient hospital Covered in full i emergencies - Covered in full
Emergency room $50 copay/visit $50copa) _ . $50 copayivisit
Urgent care centers $35 copayfvisit :;'_-$3.5‘ﬁ<:'qpa');1w§t_. $35 copayAvisit
Prescription drug coverage L :
Retai] Pharmacies $3 copay generic “-Not covered * §3 copay generic

{30-day supply) $7 copay preferred brands .. 2 §7 copay preferred bran
$15 ron-formulary ' - $15 non-formulary
Mail order (90-day supphy) Not covered Not covered
Alfergy services
Testing $10 office visit copay $10 office visit copay
Serum Covered in full Covered in fult
Injections Covered in full Covered in full
Ambulance Covered in full Covered in full
Skilled nursing facility Covered in full Covered in full

Mental health/substance abuse
Inpatient

Covered in full © Covered in fulf?

Outpatient $10 copayfvisit $10 copay/visit
Heme health care Covered in full Covered in full
Well child care $20 copayhvisit « $20 copayivisit
{0-16 years old) Pay e
Well adult care $20 copayhvisit L 420 copay/visit

. $10 copay/vistt ¢ $10 copayhvisit
Vision (eye exams) (everp;f year) {eve?y );'ear)
Therapy services (up 1o 20 $10 copayfvisit 10 copayhvisit
visits per year)

Chirapractic care $10 copayhvisit ¢ $10 copayhvisit
(must be reviewed {limit 12 visitsiyear) + {limit 12 visitsfyear)
for medical necessity)

Lifetime maximum benefit %41 million 41 million

" After annual deductible
out-of-network.

4 Combined limit of 20 visits/year (in-petwork and out-of-network)

2 Rdust be authorized by Magellan Behavioral Heafth. Combined limit of $550/year for inpatient substance abuse fin-network and
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