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-_.,Program Bas:cs 5

Lifetime Benefit Maximum '
Per individual . _ | $2,000,000 |

Individual Coverage Deductible :
Program deductible does not apply to services that have a oopeyment | 31,100 |

Family Coverage Deductible : .
The family deductible maximum is equal to o :ndmdual deductibles. | 2x individual |

:‘ndiwduaf Coverage Out-of-Pocket Expense (OPX) Limit _ .
The amount of money that any individual will have fo pay toward covered health care expenses during any one $2,000 - - §4,000
calendar year. The following ftems wﬂl not be applied to the out-of-pocket expense limi: : ' '

Deductibles

Copaymients

Reductions in benefits due to non-compliance with utilizaion management program requirements

Charges that exceed the eligible charge or the Schedule of Maximum Allowances (SMA)

Services that are asterisked below (*)-

Family Coverage Out-of-Pocket Expense {OPX} Limit

* ® & & @»

| 2x individual | 2x indlividual |

Prescription Drug Card
i i Retail | $5 generic 75% after copayment
$10 Brand Formulary

$25 Non-Formulary Brand
Mail Order | $10 generic 75% after copayment
$20 Brand Formulary

$50 Non-Formulary Brand

‘Physician Services . -

Physician Office Visits :
Surgeries, therapies, and certain diagnostic prooedures performed in a physician’s office may be paid at the 80% after deductible 60% after deductible
Qutpatient Surgical or Quitpatient Diagnestic payment level.

Well Adult Care (age 16 and over) : :
Includes benefits for routine physical examinations, immunizations and routine diagnostic fests. 80% 60% after deductible
o Limited to one physical exam per calendar year.

e 3500 per calendar year for PPO and Non-PPO combined.

Well Child Care (to age 16) )

Coverage for physical exams, immunizations and routine diagnostic tests. ! 80% |  60% atter deductible J
Medical / Surgical Services ' g :

Cwarage for lnpahent visils, therapies, aiiergy |n|echons o lreatments as well as cther physician services. | 80% after deductible | 60% after deductible |

_Ho_sp_lfc_:!---Se.r_wces ;

Hospital Admission Deductible
Per admission, per individual E | $N/A & $300 |
Inpatient Hospital Services

Coverage includes services receivedin a hospﬂal skilled nursing facility, coordinated home care and hospice. 80% after deductible &0% after deductible J
Room allowances based on the hospital's most common semr-pmrate room rates.

Outpatient Hospital Services .
Caverage for services incltides, but is not limited toou!pahenl or ambulatory surgical procedures, x-ray, lab -~ 80 offer deductible 60% ofter deductible ]

tests, chemotherapy, radiation thérapy, renal dialysis, and fammograms perfurmed in a hospital or ambulatory
surgical center.

Outpatient Emergency Cana (Acc;dent or H.'nessj

| 100%, no deductible |







