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© ., Offered By: ; gEECE

School insurance Specialists

Escanaba Are s

SO

All Employees
1P 2P FF
$645.82  $1,453.10 $1,808.30

Monthly Premium

$219,708.44

Proposed Monthly Cost
$2,636,501.28

Proposed Annual Cost
Total Annual Savings - $ 4504 765 52
Total Annual Savings - % 2483

PA 152 Cap (2015) $499.36  $1,044.31 $1,361.89

Employee Cost Share w/cap $146.46 $408.79  $446.41

ASQUY THE sLan

Description: Traditional - Traditional insurance with deductibles and copays
Network: Conventional PPO Pian
Effective Date: 7/1/2015

HEFIRY OISUCTIELE IS 0T, PATICHNT PAYS..

Deductible: $500/$1000

Coinsurance: 0% coinsurance after deductible has been met
OV/Specialist: $20 office visit copay and $35 specialist visit copay
Urgent Care/ER: $50 urgent care copay and $150 emergency room copay

Chiropractic: $35 copay for visits, 30 visit max per year (combined with PT and OT)

Prescription Drugs: $10/$40/$80/20%

AFVER TEDUCTIOUE 18 IMET, PATIZNT Bavs..,

Deductible: N/A

Coinsurance: 0% coinsurance

OV/Specialist: $20 office visit copay and $35 specialist visit copay until Out of Pocket Max is reached

Urgent Care/ER: $50 urgent care copay and $150 €mergency room copay until Out of Pocket Max is reached
Chirapractic: $35 copay for visits until Out of Pocket Max is reached, 30 visit max per year (combined with PT and OT)

Prescription Drugs: $10/$40/580/20% until Out of Pocket Max is reached

30,000 SUT-0RPOSET MAYI, 85 INCLUDES DRDUCTIRLE, COMISURANCE ARD CCEAYE

32,000/

FIER QUT-DR-POCKET BAA 8!

BE I ALET 3 AR Bavp OF COYVERED CLivier
LI (S WiLT, PLAN PAYS SO LOYERED SERWICLE

2607

*Please see Rate Summary page for imporiant notes pertaining to this quote.

DISCLAIMER: This document is a summary of certain pian features. It should not be interpreted as a complete comparison of the products represented.




All Employees
1P 2P FF
$659.00 $1,482.75 $1,845.20

Monthly Premium

$224,191.80
$2,690,301.60

a375,565.84

Proposed Monthly Cost
Proposed Annual Cost

Total Annual Savings - $
Total Annual Savings - %

e f

PA 152 Cap (2015) $499.36 $1,044.31 $1,361.89

Employee Cost Share w/cap $159.64  $438.44  $483.31

ABCUT THE LA
Description: Traditional - Traditional insurance with deductibles and copays
Network: Conventional PPO Plan

Effective Date: 7/1/2015

BEFORE DEDUCTIBLE 13 RAST, PATIENT PAYE.

Deductible: $500/$1000

Coinsurance: 0% coinsurance after deductible has been met
OV/Specialist: 520 office visit copay and $35 specialist visit copay
Urgent Care/ER: $50 urgent care copay and $150 emergency room copay

Chiropractic: $35 copay for visits, 30 visit max per year {(combined with PT and OT)

Prescription Drugs: $10/$40/580/20%

AFTER DEDUCTIZLE IS #IET, PATIENT PAYS...

Deductible: N/A

Coinsurance: 0% coinsurance

OV/Specialist: $20 office visit copay and $35 specialist visit copay until Out of Pocket Max is reached

Urgent Care/ER: $50 urgent care copay and $150 emergency room copay until Out of Pocket Max is reached
Chiropractic: $35 copay for visits until Out of Pocket Max is reached, 30 visit max per year (combined with PT and OT)

Prescription Drugs: $10/540/$80/20% until Out of Pocket Max is reached

{50

S1,000/32,000 OUT-CRB0THET adasiiua, IMILUSES DulUnTBLE, LOMIBURAICE AN COPAYS

AFTER QUT-D0- P DCKET MAXINIIN IS BAET, PLAN FAVS 100% 07 COVERED SERVICES

*Please see Rate Summary page for important notes pertaining to this quote.

DISCLAIMER: This document is a summary of certain pian features. It should not be interpreted as a complete comparison of the products represented.
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Schedule of Copaym

ents and Deductibles

Escanaba Public Schools

Deductibles

[am TN A ;:," " ':’-,A ‘ e > ] ';- £ i ':— :,"_ BT T “, G V"_: RN R DM, %) ,.‘,.v”"'""'--
Individual ’ $500 per calendar year $1,000 per covered person per calendar year
Family I $1,000 per family per calendar year $2,000 per family per calendar year

*  Outof Network deductibles are separate from In Network deductibles.

¢ Deductibles apply toward out-of-pocket maximums.

Individual Coinsurance

[ otk el .

4

( 100%

70%

o  The plan pays the above percentag
e  The plan pays 100%

Out-of-pocket Maximums

es of eligible charges, unless otherwise stated, after the deductible is satisfied.
for the remainder of the calendar year gfter the out-of-pocket maximum has been reached.

R T

b T T A AR R
N b il 2 i I3

Individual

Maximum $1,000 per covered person per calendar year $2,500 per covered person per calendar year
Family $2,000 per family per calendar year $5,000 per family per calendar year
Maximum i ’

¢ Deductibles, copayments and coinsurances apply toward out-of-pocket maximums.

Physician Office Services and Urgent and Emergency Care Services

®  Out of Network out-of-pocket maximums are separate from In Network out-of-pocket maximums.

_Service | T iy NotworkBaneht | Out el NEbwonE
Primary Care . o .
Physician’s 520 ccl));?ay ’ theﬁ psli at 1810 % 70% subject to the deductible _C(-)veljage includes l_abs, x-rays,
Office Visit. not subject to the deductible mje:ict]ons, atr}lld mc;filcal sgphes
rendered in the office on the same
Specialist . . s
S $35 copay, then paid at 100% ; . day. Does not include MRI’s, CT
I(;}giilgl‘a,?s; not subject to the deductible 70% subject to the deductible and PET scans.

Urgent Care $50 copay, then paid 100%

$50 copay, then paid 100%

Must be medically necessary.

Visit not subject to the deductible not subject to the deductible
ER per visit copay waived if
Emergency $150 copay, then paid at 100% not $150 copay, then paid at 100% not | admitted. Out-of-Network benefit
Room subject to the deductible subject to the deductible services are subject to the In-
Network benefit out of pocket.
pa 100% subject to the deductible 70% subject to the deductible Not applicable.
Ambulance
Office Surgery | 100% subject to the deductible 70% subject to the deductible Not applicable.
1 Please see your Certificate of Coverage for additional information.

09/25/2014
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Hospltal and 3urg|cal Services (mcludmg newborn hospital care)

- Bervico. | (nNetwork Beneit . .1.. Outof Nawork Benolit - ]~ . I Kt ¢

Based on the semi-private room rate.

Room and o . . o : 3 Charges for routine newborn care are

Board 100% subject to the deductible 70% subject to the deductible covered under the mother for up to 5
days.

lc\:/}i::;ll:neous 100% subject to the deductible 70% subject to the deductible Excludes patient convenience items.

g:s_ :::;t 100% subject to the deductible 70% subject to the deductible Not applicable.

i L Charges are limited to a maximum benefit of 25% of the surgeon’s allowable amount.

Surgeons

Office/

Outpatient 100% subject to the deductible | 70% subject to the deductible Not applicable.

Surgery

Inpatient

Physician 100% subject to the deductible | 70% subject to the deductible Not applicable.

Hospital Visits

Diagnostic and Preventive Services

Routme services not part of the
Patient Protection & Affordable

Preventive & o . . N . :
Wellness 100% not subject to the deductible | 70% subject to the deductible Care Act listed below will be
payable as any other illness.

Office Visit .
Medical 100% 70% subject to the deductible Sifice | T mSES
Supplies exam billed.
Lab and X-ray: | 450, 70% subject to the deductible Office copay applies if no office
in office exam billed.
Lab: non-office | $20 copay, then paid at 100% o } . Includes services rendered
facility not subject to the deductible I0zenbjectliic deduchble outpatient hospital.
X-ray: non- $20 copay, then paid at 100% o . . Includes services rendered
office facility not subject to the deductible 70% subject to the deductible outpatient hospital.

-ray: MRL/ : )
zf:aI:/yl;'-:‘T sca(r:lT f:lfj(;;ot‘(’)at};l’eﬂ:izz 5 :tli(:)f: 100% not 70% subject to the deductible Prior approval is required.
In-office '
Medical & 100% 70% subject to the deductible Office copay applies if office exam
Allergy billed.
Injections

Other Covered Services
[ Service T inl ks
Durable
Medical 100% subject to the deductible 70% subject to the deductible Not applicable.
Equipment
Home Health . . . . )
Care 100% subject to the deductible 70% subject to the deductible Not applicable.
Hospice Care 100% subject to the deductible 70% subject to the deductible P“°.r approval required fonichagges .
received after 6 months. i

09/252014 2 Please see your Certificate of Coverage for additional information.
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Prosthetics

100% subject to the deductible

70% subject to the deductible

Not applicable.

Skilled Nursing
Services

100% subject to the deductible

70% subject to the deductible

Limited to 45 days per calendar
year.

Infertility
Services

100% subject to the deductible

70% subject to the deductible

Coverage only for diagnosis,
counseling and planning.

Maternity/

Birthing
}Enters

100% subject to the deductible

70% subject to the deductible

Hospital associated facilities only.

Mental Health/Substance Abuse Benefit

Services not specifically listed below will pay the same as any other illness. For ex

emergcncy room VlSltS w1lI be charged the same as a SImllar visit for any other 1Ilness.

"

ample, office visits, therapy visits, urgent care, and

Inp zflt.l ent 100% subject to the deductible 70% subject to the deductible Based on the semi-private room
Facility rate,

Upatient Excludes patient convenience
Miscellaneous 100% subject to the deductible 70% subject to the deductible items

Charges ’

Prescription Drugs

Prescription copays apply toward the medical benefits out-of-pocket maximums.

[ Garioe” i ke B

mum} B

$10 copay per up to 90 day .
Generic Drugs | prescription or refill, then paid at . Covered same as In Network Uptoa 90-dgy supply. Not, subject
Benefit to the deductible.
100%
, $40 copay per prescription or refill, | Covered same as In Network Limited to a 34-day supply. Not
Preferred Drugs then paid at 100% Benefit subject to the deductible.

Non-Preferred
Drugs

$80 copay per prescription or
refill, then paid at 100%

Covered same as In Network
Benefit

Limited to a 34-day supply. Not
subject to the deductible.

Specialty/
Biotech Drugs

80% coinsurance., Up to a
maximum member payment of
$80, not subject to deductible

Covered same as In Network
Benefit

Limited to a 34-day supply. May
be required to use an approved
specialty pharmacy.

Mail-in Generic
Drugs

$20 copay per prescription or refill,
then paid at 100%

Covered same as In Network
Benefit

Limited to a 90-day supply. Not
subject to the deductible.

Covered same as In Network

Limited to a 90-day supply. Not

Mail-in $80 copay per prescription or
Preferred Drugs | refill, then paid at 100% Benefit subject to the deductible.
Mail-in Non- $160 copay per prescription Covered same as In Network Limited to a 90-day supply. Not
Preferred Drugs | or refill, then paid at 100% Benefit subject to the deductible,
09/25/2014 3 Please see your Certificate of Coverage for additional information.
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Specific Surgery and Treatment

§= [l
i V43

®
MICHIGAN

T G Rt B

r ‘h W 0 b '.'MA‘: gl il imase 2 e ) L, -
N . . . o :
Bariatric Surgery 50% Sl}bject to the Not covered L1m1'ted to 1 per lifetime. Prior approval
deductible required.
Prior approval required. Includes
Reconstructive 50% subject to the Not covered blepharoplasty of upper lids, breast
Surgery deductible reduction, panniculectomy, rhinoplasty,
septorhinoplasty and male gynecomastia.
Prior approval required. Limited to
treatment for scar revisions, keloid scar,
Skin Disorders 50% Sl.lb_] ect to the Not covered hyperhldrom.s, vitiligo, port wine stain
deductible and hemangioma. Also, excisions of
lipomas, seborrheic keratoses and skin
tags.
N .
Varicose Veins 323‘;::;5{:“ to the Not covered Prior approval required.
Organ Transplant 100% subject to the 70% subject to the
Facility deductible deductible - N ed
rior approval is required.
Organ Transpiant 100% subject to the 70% subject to the
Physician deductible deductible
Tgmporomandnbular 100% subject to the 70% subject to the
Joint Syndrome (TMYJ) . .
Facili deductible deductible . .
acility Subject to a calendar year maximum of
andi . . 500.
};;I:tpg rzr;m‘:géb(u]l.al\zn 100% subject to the 70% subject to the $
Physici}':m deductible deductible
Therapy Services - Outpatient
[ Services. | inNeworkBenei | Gut ot Network Benehit |
Physical Therapy, .
Occupational Therapy, fgg;olf c?ty;lf{:'e:ctpztihf 70% subject to the Limited to a combined 30 visits per
and Chiropractic de duco tibl ] deductible calendar year.
Services B
$35 copay, then paid at 0 .
Speech Therapy 100% not subject to the 70% sgb_] Rk Limited to 30 visits per calendar year.
deductible deductible
g:lril:ﬁ;;d fgg‘;;or?:ty;ﬁ;:ct‘ﬁ(iha: 70% subject to the Limited to a combined 30 visits per
Rehabilitation deductible Gecuctivlc Galentarseas
4 Please see your Certificate of Coverage for additional information.

09/25/2014
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The following are considered “Preventive Benefits”
and payable at 100% not subject to the deductible or
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Immunizations for children and adults as required by federal
regulation.

Screening for abdominal aortic aneurysm — one time
screening for abdominal aortic aneurysm by ultrasonography
for men age 65-75 who have ever smoked.

Screening and counseling to reduce alcohol misuse.

Aspirin to prevent CVD for men age 45-79 and women age
55-79.

Screening for autism for children age 2 and under.
Screening for bacteriuria- screening with urine culture for
pregnant women.

Behavioral assessments for children under age 18.
Screening for high blood pressure — adults age 18 and older.
Counseling related to BRCA screening for women at higher
risk.

Screening for breast cancer (mammography) every 1 to 2
years for women age 40 and over.

Chemoprevention of breast cancer for women at higher risk.
Interventions to support breast feeding — Interventions
during pregnancy and after birth to promote breastfeeding.
Screening for cervical cancer for sexually active females.
Screening for Chlamydia infection for women who are
pregnant, age 24 or younger and older women at higher risk.
Screening for cholesterol abnormalities for men and women
at higher risk.

Screening for colorectal cancer — screening for colorectal
cancer (CRC) wusing feeal occult blood testing,
sigmoidoscopy or colonoscopy in adults age 50 and older.
Chemoprevention of dental caries -oral fluoride
supplementation for children whose primary water source is
deficient in fluoride.

Screening for depression starting at age 12.

Developmental screenings for children under age 3.
Screening for diabetes — screening for type 2 diabetes for
adults with high blood pressure.

Screening for dyslipidemia for children at higher risk of lipid
disorders.

Counseling for healthy diet — intensive behavioral dietary
counseling for adult patients with hyperlipidemia and other
known risk factors for cardiovascular and diet-related
chronic disease. Intensive counseling can be delivered by a
primary care clinicians or by referral to other specialists,
such as nutritionists or dietitians.

Supplementation with folic acid for all women who may
become pregnant.

Screening for gonorrhea for women at higher risk.
Prophylactic medication for gonorrhea for all newboms.
Screening for hearing loss for all newborns.

Height, weight and body mass index measurements of
children under age 18.

Hematocrit or Hemoglobin screening for children under age
18.

09/25/2014

under the Patient Protection & Affordable Care Act and are covered by the Plan
copays when services are rendered at an In Network Benefit provider.

Screening for hemoglobinopathies — screening for sickle cell
disease in newborns.

Screening for hepatitis B — screening for hepatitis B virus
(HBV) infection in pregnant women at their first prenatal
visit.

Screening for HIV ~ screening for human immunodeficiency
virus (HIV) all adolescents and adults at increased risk for
HIV infection and all pregnant women.

Screening for HPV for all women.

Screening congenital hypothyroidism — screening for
congenital hypothyroidism in newborns.

Screening for iron deficiency anemia — screening for iron
deficiency anemia in asymptomatic pregnant women.
Iron supplementations in children — routine
supplementation for asymptomatic children age 6 to 12
months at risk for anemia.

Screening for lead for children at risk of exposure.

Medical history for all children throughout development.
Screening and counseling for obesity for adults and children.
Intensive counseling can be delivered by a primary care
clinicians or by referral to other specialists, such as
nutritionists or dietitians.

Oral health risk assessment for children under age 12.
Screening for osteoporosis for women age 60 and older at
higher risk.

Screening for PKU — screening for phenylketonuria (PKU)
in newborns, :

Screening for Rh for all pregnant women and follow up
testing for women at higher-risk.

Counseling for STIs ~ behavioral counseling to prevent
sexually transmitted infections (STIs) for all sexually active
adolescents and adults at increased risk and pregnant

women,
Screening for syphilis for all pregnant women and adults at

higher risk.

Counseling for tobacco use — for age 18 and older tobacco
users, this benefit provides tobacco cessation interventions
and tobacco products.

Counseling for tobacco use for pregnant women.
Tuberculin testing for children at higher risk of tuberculosis.
Screening for visual acuity in children — screening to detect
amblyopia, strabismus, and defects in visual acuity in
children younger than 5 years.

Screening for gestational diabetes for pregnant women.
Screening and counseling for interpersonal and domestic
violence for women.

FDA-approved contraception methods and contraceptive
counseling for women. Does not include over the counter
contraception,

Routine prenatal office visits.

iron

Please see your Certificate of Coverage for additional information,
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| 'C-hfan’ic Disease Ma{nééérﬁ-érit'(c-:l‘:)‘ni) Benefits

The Plan offers a Chronic Disease Management (CDM) Benefit. The conditions listed below shall have the listed visits and services given
by an In Network provider payable at 100% and not subject to the deductible or copay. Once the service maximum benefit has been met,
eligible charges shall be payable according to the standard plan benefits. The provider must provide the appropriate billing including
diagnosis codes and CPT codes for the Chronic Disease Management Benefit to apply. If a covered person has more than one CDM

diagnosis, the primary diagnosis billed will determine the benefit payable.

*The services listed below are the standard laboratory and diagnostic procedure for each chronic disease.

Condition Covered Office Visits Covered Laboratory Services
Asthma 2 office visit copays waived per calendar year Spirometry
Atrial Fibrillation 1 office visit copay waived per calendar year EKG Prothrombin times
Chronic Obstructive oy . .
Pulmonary Disease 2 office visit copays waived per calendar year Spirometry
Cérg;tu;értl: Electrolytes Serum
Chronic Renal Insufficiency 2 office visit copays waived per calendar year Blog 4 Urine Protein Phosphorus
Count (CBC) Serum Calcium Lipid Panel
Congestive Heart Failure 2 office visit copays waived per calendar year BUN Creatinine Potassium
Coronary Artery Disease 1 office visit copay waived per calendar year Lipid Panel EKG Cholesterol
Depression 4 office visit copays waived per calendar year No associated labs
Diabetes 2 office visit copays waived per calendar year | Glycohemoglobins | Microalbumin | Lipid Panel
Epilepsy 1 office visit copay waived per calendar year No associated labs
Hyperlipidemia 1 office visit copay waived per calendar year Lipid Panel Cholesterol
Hypertension 2 office visit copays waived per calendar year No associated labs
e e .. . Thyroid Stimulating Hormone (TSH)
Hyperthyroidism 1 office visit copay waived per calendar year Thyroxine (T4)
- .. N Thyroid Stimulating Hormone (TSH)
Hypothyroidism 1 office visit copay waived per calendar year Thyroxine (T4)
. .. . P Lipid Panel
Metabolic Syndrome 1 office visit copay waived per calendar year Glucose FBS or Hemoglobin Alc (HgbAc)
Multiple Sclerosis 2 office visit copays waived per calendar year No associated labs
Parkinson’s Disease 2 office visit copays waived per calendar year No associated labs
Peripheral Vascular Disease .. . ..
(Atherosclerosis) 1 office visit copay waived per calendar year Lipid Panel
. .. . Lipid Panel
Pre-Diabetes 1 office visit copay waived per calendar year Glucose FBS or Hemoglobin Alc (HgbAlc)
Erythrocyte Sedimentation Rate (ESR) or C-Reactive
Polymyalgia Rheumatica 2 office visit copays waived per calendar year Protein (CRP)
Complete Biood Count (CBC)
Pulmonary Hypertension . . .
(unrelated to COPD) 2 office visit copays waived per calendar year No associated labs
COPD with Pulmonary Spirometry
Hypertension 2 office visit copays waived per calendar year
COR Pulmonale 12 Months of Supplemental Oxygen Treatment
Rheumatoid Arthritis 1 office visit copay waived per calendar year Complete Blood Count (CBC)
Sleep Apnea 1 office visit copay waived per calendar year No associated labs
Chipaic V(Ia;cs)g:s”fe‘hrombotlc 2 office visit copays waived per calendar year No associated labs

Icerative Colitis

1 office visit copay waived per calendar year

Complete Blood Count (CBC)
LFT

(Inflammatory Bowel Disease)

09/25/2014

Please see your Certificate of Coverage for additional information.
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Schedule of Copayments and Deductibles

Escanaba Public Schools

Deductibles

- dype i . "l NetwodkBonoflt - Out of Network Benchit
Individual $500 per calendar year $1,000 per covered person per calendar year
Family $1,000 per family per calendar year $2,000 per family per calendar year

®  Out of Network deductibles are separate from In Network deductibles.

@  Deductibles apply toward out-of-pocket maximums.

Ind.wdual Comsurance
' Nk TR
100% 70%
»  The plan pays the above percentages of eligible charges, unless otherwise stated, after the deductible is satisfied.
®  The plan pays 100% for the remainder of the calendar year gfier the out-of-pocket maximum has been reached.
Out-of-pocket Maxlmums
o Type LT i etwedk Beneht . L 3
Individual
Maximum $2,000 per covered person per calendar year $5,000 per covered person per calendar year
Family . .
Maximum $4,000 per family per calendar year $10,000 ?er family per calendar year
e  Outof Network out-of-pocket maximums are separate from In Network out-of-pocket maximums.
*  Deductibles, copayments and coinsurances apply toward out-of-pocket maximums.
Physician Office Serwces and Urgent and Emergency Care Services
[ Servies | iy Network® Lol OwtoF NetwoskBonefit . 1T e
Primary Care . o .
Physician’s $20 copay, then paid at 1_00 Yo 70% subject to the deductible quer.age includes llabs, X-rays,
e not subject to the deductible injections, and medical supplies
Office Visit. .’
Specialist rendered in the office on the same
eciali : )
s $35 copay, then paid at 100% o ] . day. Does not include MRI’s, CT
Phy51c1a1_1 s not subject to the deductible 70% subject to the deductible and PET scans.
Office Visit
Urgent Care $50 copay, then paid 100% $50 copay, then paid 100% .
Visit not subject to the deductible not subject to the deductible Must be medically necessary.
ER per visit copay waived if
Emergency $150 copay, then paid at 100% not | $150 copay, then paid at 100% not | admitted. Out-of-Network benefit
Room subject to the deductible subject to the deductible services are subject to the In-
Network benefit out of pocket.
Land/Air 100% subject to the deductible 70% subject to the deductible Not applicable.
Ambulance
Office Surgery | 100% subject to the deductible 70% subject to the deductible Not applicable.
1 Please see your Certificate of Coverage for additional information.

052572014
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Hospltal and Surglcal Serwces (mcludlng newborn hospltal care)

Based on the semi-private room rate.

Room and o . . o . . Charges for routine newborn care are

Board 100% subject to the deductible 70% subject to the deductible coveredunderiembthcsforupito,5
days.

gi:l:;lelsemeous 100% subject to the deductible 70% subject to the deductible Excludes patient convenience items.

Is?ﬂzt;:;t 100% subject to the deductible 70% subject to the deductible Not applicable.

Asmstanf Charges are limited to a maximum benefit of 25% of the surgeon’s allowable amount.

Surgeons

Office/

Outpatient 100% subject to the deductible | 70% subject to the deductible Not applicable.

Surgery

Inpatient

Physician 100% subject to the deductible | 70% subject to the deductible Not applicable.

Hospital Visits

Dlagnostlc and Preventlve Serv:ces

e

—— - -

Routine services not part of the
Preventive & o . . o . ' Patient Protection & Affordable
Wellness 100% not subject to the deductible | 70% subject to the deductible Care Act listed below will be
payable as any other illness.
Office Visit o
Medical 100% 70% subject to the deductible Ofﬁcebc.:lcl)p(aily appliesiifiolafilce
Supplies . e
Lab and X-ray: |50, 70% subject to the deductible Offics copay-applies if noailfice
in office exam billed.

Lab: non-office
facility

$20 copay, then paid at 100%
not subject to the deductible

70% subject to the deductible

Includes services rendered
outpatient hospital.

Includes services rendered

X-ray: non- $20 copay, then paid at 100% . .
office facility | not subject to the deductible 10%gsIbjEChtpitherded nEHble outpatient hospital.
i P

-ray: MRI/C i )
zf:ar:/};ET sc/a;T fl}bsj(;;otr:)atyl;;l:ie;:i E ::tl i‘:)laet 1005 1o 70% subject to the deductible Prior approval is required.
In-office .
Medical & 100% 70% subject to the deductible Qfﬁce copaylappliesiireiice/cxam
Allergy billed.
Injections

Other Covered Services

Loy

Hospice Care

100% subject to the deductible

Durable
Medical 100% subject to the deductible 70% subject to the deductible Not applicable.
Equipment
g:;:e kel 100% subject to the deductible 70% subject to the deductible Not applicable.
Prior approval required for charges

70% subject to the deductible

received after 6 months.

09/25/2014

2 Please see your Certificate of Coverage for additional information.
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rPrc-s:hetics 100% subject to the deductible 70% subject to the deductible Not applicable,

. : =
oo Nursing | 0004 subject to the deductible | 70% subject to the deductible amitedl 10145/ dzys e calenidas
Services year.
Infer'tlhty 100% subject to the deductible 70% subject to the deductible Coverage Galgffor dlqgn Os15,
Services counseling and planning.
Maternity/
Birthing 100%¢ subject to the deductible 70% subject to the deductible Hospital associated facilities only.
Centers

Mental Health/Substance Abuse Benefit
Services not specifically listed below will pay the same as any other illness. For example, office visits, therapy visits, urgent care, and

eraergency room visits will be charged the same as a similar visit for any other illness.
r T R T BT TR TG SO O T s RE HER I T T A e ™ ™
__Service. 4 . o i Network Benefit |- . OutofNetwork Benelit -~ | _. | Limitaions -

Based on the semi-private room

g 4% .
- -

Inpatient 100% subject to the deductible 70% subject to the deductible
Facility rate.

A eht . . : Excludes patient convenience
Miscellaneous 100% subject to the deductible 70% subject to the deductible items

Charges )

Prescription Drugs
Prescription copays apply toward the medical benefits out-of-pocket maximums.

~! |

! i $10 copay per up to 90 day ] ) .
Generic Drugs | prescription or refill, then paid at Covered-same as In Netwark Up to a 90 da_ly supply. Not subject

Benefit to the deductible.
100%
$40 copay per prescription or refill, | Covered same as In Network Limited to a 34-day supply. Not
Preferred Drugs then paid at 100% Benefit subject to the deductible.
Non-Preferred | $80 copay per prescription or Covered same as In Network Limited to a 34-day supply. Not
Drugs refill, then paid at 100% Benefit subject to the deductible.
o s i
Specialty/ 80 A: coinsurance. Up to a Covered same as In Network lelted. to a 34-day supply. May
Biotech Drugs | Maximum member payment of Bencit be required to use an approved
& $80, not subject to deductible specialty pharmacy.
Mail-in Generic | $20 copay per prescription or refill, | Covered same as In Network Limited to a 90-day supply. Not
Drugs then paid at 100% Benefit subject to the deductible.
Mail-in $80 copay per prescription or Covered same as In Network Limited to a 90-day supply. Not
Preferred Drugs | refill, then paid at 100% Benefit subject to the deductible.
Mail-in Non- $160 copay per prescription Covered same as In Network Limited to a 90-day supply. Not
Preferred Drugs | or refill, then paid at 100% Benefit subject to the deductible.
3 Please see your Certificate of Coverage for additional information.
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Specific Surgery and Treatment
L 50% subject to the Limited to 1 per lifetime. Prior approval
/jar latric Surgery ] deductible ‘[NOt s required.
Prior approval required. Includes
Reconstructive 50% subject to the blepharoplasty of upper lids, breast
" Not covered . 3 .
{ Surgery deductible reduction, panniculectomy, rhinoplasty,
septorhinoplasty and male gynecomastia.
Prior approval required. Limited to
treatment for scar revisions, keloid scar,
Lo i 50% subject to the hyperhidrosis, vitiligo, port wine stain
Skin Disorders deductible Not covered and hemangioma. Also, excisjons of
lipomas, seborrhejc keratoses and skin
tags.
50% subject to th ’ . .
]_Varicose Veins / de d;:tlilbf:c o the Not covered Prior approval required.
Organ Transplant 100% subject to the 70% subject to the
Facility deductible deductible )
. : Prior approval is required.
Organ Transplant 100% subject to the 70% subject to the
Physician deductible deductible [
Temporomandibular 7y | 100% subject to the 70% subject to the
Joint Syndrome (TMJ) | o4 deductible .
Facility Subject to a calendar year maximum of
p 500.
Te_mporomandlbullztr/IJ 100% subject to the 70% subject to the $500
Joint Syndrome (TMJ) | 41" deductible
Physician

Therapy Services - Outpatient

[ Services” | inNetwork Benght | at of Network Benefit. T~ Lirniton
Physical Therapy, 2 :
Occupational Therapy, ?Sg;)of;ys’:{;;ncf :ol c:hzzt 70% subject to the Limited to a combined 30 visits per
and Chiropractic iz ductible deductible calendar year.
Services 4
$35 copay, then paid at o ) _
Speech Therapy / 100% not subject to the ggﬁcst?tl:‘l]:a it Limited to 30 visits per calendar year.
| deductible
Cardiac and [ $35 copay, then paid at 70% subi th .. ) .
Pul 100% not subject to the o subject to the Limited to a combined 30 Vvisits per
u mo'n.ary. . deductible calendar year.
Rehabilitation deductible

09259014 4 Please see your Certificate of Coverage for additional information.
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The following are considered “Preventive Benefits” under the Patient Protection & Affordable Care Act and are covered by the Plan

and payable at 100% not subject to the deductible or copays when services are rendered at an In Network Benefit provider.

Immunizations for children and adults as required by federal
regulation.

Screening for abdominal aortic aneurysm — one time
screening for abdominal aortic aneurysm by ultrasonography
for men age 65-75 who have ever smoked.

Scresning and counseling to reduce alcohol misuse.
Aspirin to prevent CVD for men age 45-79 and women age
55-79.

Screening for autism for children age 2 and under.
Screening for bacteriuria- screening with urine culture for
pregnant women.

Behavioral assessments for children under age 18.
Screening for high blood pressure — adults age 18 and older.
Counseling related to BRCA screening for women at higher
risk.

Screening for breast cancer (mammography) every 1 to 2
years for women age 40 and over.

Chemoprevention of breast cancer for women at higher risk.
Interventions to support breast feeding — Interventions
during pregnancy and after birth to promote breastfeeding.
Screening for cervical cancer for sexually active females.
Screening for Chlamydia infection for women who are
pregnant, age 24 or younger and older women at higher risk.
Screening for cholesterol abnormalities for men and women

at higher risk.

Screening for colorectal cancer — screening for colorectal
cancer (CRC) using fecal occult’ blood testing,
sigmoidoscopy or colonoscopy in adults age 50 and older.
Chemoprevention of dental caries —oral fluoride

supplementation for children whose primary water source is
deficient in fluoride.

Screening for depression starting at age 12.

Developmental screenings for children under age 3.
Screening for diabetes — screening for type 2 diabetes for
adults with high blood pressure.

Screening for dyslipidemia for children at higher risk of lipid
disorders.

Counseling for healthy diet — intensive behavioral dietary
counseling for adult patients with hyperlipidemia and other
known risk factors for cardiovascular and diet-related
chronic disease. Intensive counseling can be delivered by a
primary care clinicians or by referral to other specialists,
such as nutritionists or dietitians.

Supplementation with folic acid for all women who may
become pregnant.

Screening for gonorrhea for women at higher risk.
Prophylactic medication for gonorrhea for all newboms.
Screening for hearing loss for all newborns.

Height, weight and body mass index measurements cof
children under age 18.

Hematoctit or Hemoglobin screening for children under age

18.

09/25/2014

Screening for hemoglobinopathies — screening for sickle cell
disease in newborns.

Screening for hepatitis B — screening for hepatitis B virus
(HBYV) infection in pregnant women at their first prenatal
visit.

Screening for HIV - screening for human immunodeficiency
virus (HIV) all adolescents and adults at increased risk for
HIV infection and all pregnant women.

Screening for HPV for all women.

Screening congenital hypothyroidism — screening for
congenital hypothyroidism in newborns.

Screening for iron deficiency anemia — screening for iron
deficiency anemia in asymptomatic pregnant women.

Iron supplementations in children routine iron
supplementation for asymptomatic children age 6 to 12
months at risk for anemia.

Screening for lead for children at risk of exposure.

Medical history for all children throughout development.
Screening and counseling for obesity for adults and children.
Intensive counseling can be delivered by a primary care
clinicians or by referral to other specialists, such as
nutritionists or dietitians.

Oral health risk assessment for children under age 12.
Screening for osteoporosis for women age 60 and older at
higher risk.

Screening for PKU — screening for phenylketonuria (PKU)
in newborns. ’

Screening for Rh for all pregnant women and follow up
testing for women at higher-risk.

Counseling for STIs — behavioral counseling to prevent
sexually transmitted infections (STIs) for all sexually active
adolescents and adults at increased risk and pregnant

women.
Screening for syphilis for all pregnant women and adults at

higher risk.

Counseling for tobacco use — for age 18 and older tobacco
users, this benefit provides tobacco cessation interventions
and tobacco products.

Counseling for tobacco use for pregnant women.
Tuberculin testing for children at higher risk of tuberculosis.
Screening for visual acuity in children — screening to detect
amblyopia, strabismus, and defects in visual acuity in
children younger than 5 years.

Screening for gestational diabetes for pregnant women.
Screening and counseling for interpersonal and domestic
violence for women.

FDA-approved contraception methods and contraceptive
counseling for women. Does not include over the counter
contraception.

Routine prenatal office visits.

Please see your Centificate of Coverage for additional information.
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Chronic Disease Management (CDM) Benefits

i
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The Plan offers a Chronic Disease Management (CDM) Benefit. The conditions listed below shall have the listed visits and services given
by an In Network provider payable at 100% and not subject to the deductible or copay. Once the service maximum benefit has been met,
eligible charges shall be payable according to the standard plan benefits. The provider must provide the appropriate billing including
diagnosis codes and CPT codes for the Chronic Disease Management Benefit to apply. If a covered person has more than one CDM

diagnosis, the primary diagnosis billed will determine the benefit payable.

*The services listed below are the standard laboratory and diagnostic procedure for each chronic disease.

Condition Covered Office Visits Covered Laboratory Services
Asthma 2 office visit copays waived per calendar year Spirometry
Atrial Fibrillation 1 office visit copay waived per calendar year EKG Prothrombin times
Chronic Obstructive .. . .
Pulmonary Disease 2 office visit copays waived per calendar year Spirometry
%r:;n?:: Electrolytes Serum
Chronic Renal Insufficiency 2 office visit copays waived per calendar year BIoI(,) d Urine Protein Phosphorus
Count (CBC) Serum Calcium Lipid Panel
Congestive Heart Faiture 2 office visit copays waived per calendar year BUN Creatinine Potassium
Coronary Artery Disease 1 office visit copay waived per calendar year Lipid Panel EKG Cholesterol
Depression 4 office visit copays waived per calendar year No associated labs
Diabetes 2 office visit copays waived per calendar year | Glycohemoglobins | Microalbumin | Lipid Panel
Epilepsy 1 office visit copay waived per calendar year No associated labs
Hyperlipidemia 1 office visit copay waived per calendar year Lipid Panel Cholesterol
Hypertension 2 office visit copays waived per calendar year No associated labs
. . .. . Thyroid Stimulating Hormone (TSH)
Hyperthyroidism 1 office visit copay waived per calendar year Thyroxine (T4)
sy . . . Thyroid Stimulating Hormone (TSH)
Hypothyroidism 1 office visit copay waived per calendar year Thyroxine (T4)
o .. . Lipid Panel
Metabolic Syndrome 1 office visit copay waived per calendar year Glucose FBS or Hemoglobin Alc (HgbAlc)

Multiple Sclerosis

2 office visit copays waived per calendar year

No associated labs

Parkinson’s Disease

2 office visit copays waived per calendar year

No associated labs

Peripheral Vascular Disease .. , -
(Atherosclerosis) 1 office visit copay waived per calendar year Lipid Panel
. . . Lipid Panel
Pre-Diabetes 1 office visit copay waived per calendar year Glucose FBS or Hemoglobin Alc (HgbA1c)
Erythrocyte Sedimentation Rate (ESR) or C-Reactive
Polymyalgia Rheumatica 2 office visit copays waived per calendar year Protein (CRP)
Complete Blood Count (CBC)
Pulmonary Hypertension . . .
(unrelated to COPD) 2 office visit copays waived per calendar year No associated labs
COPD with Pulmonary Spirometry
Hypertension 2 office visit copays waived per calendar year
COR Pulmonale 12 Months of Supplemental Oxygen Treatment
Rheumatoid Arthritis 1 office visit copay waived per calendar year Complete Blood Count (CBC}
Sleep Apnea 1 office visit copay waived per calendar year No associated labs
Saroric Vg(s)::thrombotlc 2 office visit copays waived per calendar year No associated labs

Ulcerative Colitis
(Inflammatory Bowel Disease)

1 office visit copay waived per calendar year

Complete Blood Count (CBC)
LFT

09/25/2014

Please see your Certificate of Coverage for additional information.




