Additional Medical Options for Louisville FOP - 2011

In-Network

- Quiof-Network

Benefit/Feature l L In-Network :
Chaice of doctors Use any doctor but better coverage in-network; must Usa any doctor but better coverage in-network; must
and hospitals use network hospitals except in emergency use network hospitals except in emergency
Need 1o selecta o
| primary care physician? No Na
Annual deductible $0 {0
{does not include copays) $0 $0
:;;::sleolﬁ-ﬁf-poekef $400/person $400/person
{incl. decsctible but nat copays) $1,2008amily $1,200/kamily
Doctor's office visits 4§20 copayfvisit $20 copayfvisit
Preventive care Cavered in full Cavered in full

Inpatient physician care

Cavered in fuli

Covered in full

Other laboratory

Covered under office visit copay

ER physfcian care Covered in full Covered in full
Diagnostic tests )
In doctor’s office Covered under office visit copay Cavered under office visit copay

Covered under office visit copay

i

Inpatient hospita} Covered in full Covered in full
Outpatient hospital Covered in full - Matcovered "0 Coverad in full
. (exceptemergencies)
Emergency raom $75 copayhisit LTUSTS Copayhisit $75 copayhvisit
Urgent care cenfers’ $50 copayAvisit L §50 U:}payfvlsrt ' o $50 Eopaylvisit
Prescriftion dhugs B
Retail pharmmacies (30-day supply) " $3 copay generic $3 copay generic
$7 copay preferred brands $7 copay preferred brands
$15 copay no-formulary %15 copay no-formulary
Mail order (90-day supply} ot covered 2 x refail copay

Allergy services

Testing $10 office visit copay 410 office visit copay

Serum Covered in ful Covered in ful

Injections Covered in full Covered in full
Ambulance Covered in full Covered in full
Skilled nursing facifity Covered in full Covered in fufl
Organ transplants Mot covered Covered in fufl
Mental health

Inpatient Covered in full Covered in full

Outpatient $10 copayfvisit $10 copay/visit
Subtance ahuse .

Inpatient Covered in full Covered in full

Outpatient $10 copayAvisit $10 copayvisit
Autism services Mot covered $10 copayfvisit
Home health care Covered in full Covered i full
Vision cara g

Eye exams 16 copay/visit (every year) $10 copayivisit (every year)

Vision therapy Not covered $10 copayhvisit |
Therapy services

{up to 20 visitsiyear} $10 copay/visit $10 copay/visit
Chiropractic care $10 copayAvisit $10 copayAvisit

{must be reviesved for medical necessity) {lirmit 12 visitsAyear) (lirsit 12 visits/year)
Lifetime maximum benefit Unlimited Unlimited:” Unlimited

After annual deductible

A

203 visits ger covered persan per year up toage 18,

)
metroHYR benefits

INVESTING IN YOU

Payable same as any nther sickness, bodging benefit is available. Sea Summany Plan Description for details.

Favable same as any ather sickness. $300 mesthly benelit per covered parson ages 2 - 27,
¥ ¥ ; £

Level of Coverage

 Employee only

4 Employee + spouse

¢ Employee + child/children

# Farnily

* Please see pages 11 - 15 of your esrollment guide for details

about these plans.






