" After annual deductible

* Must be prov m‘ed bL optomelrist; nol ophlha!mo!ogrst

: Be eftt/Feature i In-Network Out of-Netwaork In-Network | Out-of- Network ‘
: Cholce of doctors and : Use any doctor but better coverage in- Use any doctor but better coverage in=. 50 Use any doctor but better coverage in-
! hospitals ! network; must use network hosprtals except | network; must use network hosprtals except network; must use network hospitals except |
L Lin emergency : i emergency : . LAl |n ‘emergency
; Need to select a prlrnary iNo ‘ No 'NQ B No | No
. care physician? _ o S 2
Health Savings Yes. May contribute up to $3 {)50/person or No
i Account? i $6,150/family each year on pre-tax basis.
’ + Use funds for routine hezlth expenses . :
i : (many expenses apply to annual deduct]ble). : _ U A
* Annual deductible L1 ,200/5ingle - 1.$2,400/single '.5::$6{_){)/persort . j:$1",8'0"d}oersort_ s $300/person $900/person
- {does notinclude copays) ¢ $2, A400/other levels*. | $4,800/other: fevels®" " |1 $1,800/family $5,400/amily "} $900/amily $2,700/family
Annual out-of- $2,00G/person $4, OOO/person '+ $1,800/person 1'83,600/person - $1 300/person { $3,000/person
| pocket expense limit i $4,000/family $8,000/famify. $5;000/4amily 11 $10,000/family -4 $3,000/family $6,000/family
i lincludes deductible but | ' S WL e !
! not copays). I i
Doctor’s office visits : ' S donl
Primary care | B0%" 60%' $20 copay/visit 0% sl $20 copayivisit | 70%:!
Specialists® 80%:! -4 60%! $35 copayfvisit . 4 60%L.0 L1 $35 copayivisit 70%"
Preventlve care 100% 60%" T00% -+ 60%‘ E SO : 'EOD% 70%
!npatlent physician care | 80%" P 60%! . 80% 60%" " - . 90%! | 70%!
ER physician care i BO%’ 80%" B0%' 0%?_' 90% 90%!
| Diagnostic tests g
In doctor’s office 80%* 60%!’ B0%? : 6{)%’_ ) i 90%!
Gther laboratory 80%! 60%! - 80%' 60% 90%!
| Inpatient hospltal 80%! 60%! 1 B0%! CEB0% 90%
; Dutpatlent hosp;tal 80%! 60%"* 80%! R 60%‘ . | 90%!
; Emergency Room B0%' 80%! $125 copay/vls;t : "."5'125"Copay/vrs:t - $125 copaylvisit
Urgent care centers | BO%! 60%! | %50 copay/vrsn 1450 copay/__’v_isit' o : $50 copay/visit
! Prescription drugs . ; ._ . : IR .
Retail Pharmacies 80%:* ; 60%" $10 generic (Tier 1):-. Not covered .- “§ $10 generic (Tier 1) Not covered
{(30-day supply} $30 brand name (Tier2). '} . i $30 brand name (Tier 2)
i $50 non-formulary (Tier 3) | — - $50 ron-formulary (Tier 3) i
Meail order (90-day supply) i BO% i 60%! 2x retail copay - ' Notcovered” 2x retail copay Not covered
.Aﬂergy services ! - i B I
Testing i 80% 60%! 80%*' ", T 60%!. 90%:! P 70%"
Serum £ 80%! 60%" 1B0% 60% | 90%! 70%)
lnjections 80% P60%! .. TB0% L 60%! - 3 90% 70% :
Ambuiance  80%! 80%" - 80%!. 1RO e 90% 0%’ _ f
Skilled nursing facility : 80%' 60% 80%" | 60% - 90%! 70%! ‘
Mental health/ 7 ' : ' :
. substance abuse _ e o R
Inpatient 80%"" 60%' - : SO% S L B0%IE 7 90%)! 70%]
Quitpatient 80%’ £ 60%! © 1820 co;:my/\r:mtﬁ 0%t e $20 copay/visit® 70%!
. B C(limit 30 wstts/year) (imit30 v|s|ts/year} i {limit 30 visitsfyear) | flimit 30 visits/year)
Home health care  80%: 60%! BO%' .'60% ' 90%' 70%!
limit 60 vrslslyear) + (limit 60 wsrts/year) i (limit 60 vrsrts/year) I (imit 60 wsns/year) {limit 60 visitsfyear) , (limit 60 visitsfyear) |
Viston {eye exams) i 80%‘ 2 : 60%2 i'-$20 _copay/wsn:’- . i 60%!2 . $20 copay/visie® L 70%! -2 :
 Therapy services! 80% : 60%" - $20 copayvisit 0% $20 copay/visit 70%! ;
Chnropractrc care 80%! 60% o 1'$20 copay/visit TB0%E 1 $20 copay/visit : 70%
(must be reviewed for | (limit 15 visitsfyear) .. {llmlt 15 wsn‘_f./year) |- (timit 15 visitsfyear) 4 (limit15 wsrts/year) i (mit 15 visits/year) | {limit 15 visits/year) |
medical necessrty) - S R . _ : ;
erehme maximum Uinlimited - Unlimited Unllmrted ' Unirmrted e Unllmlted i Unltmlted

P you choose emp.’m 'ee + Spouse. em,m'ovee + chn'd/chr/r/.'en or fam!fy

coverage, you must salisly the family deductibe. This deductible may be satisfied by one person or any combination of covered family members. The entire
i Therapy services are limited to 20 visits/year each for speech, physical, occupational

deductible must be satisfied before benefits are paid for any plan member,

rherapv and pediatric vision therapy. Maximum of 40 ws.'rs/t ear tor aff types of therapy combined.

o

& Psychiatrist is considered a specialist and copay is §35 per visit,

* Does not apply to pediatrician or OB/GYN annual exams.




