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Real benefits begin here. ‘ TriNet”

Benefits At-A-Glance

2011-2012 Plan Year

Benefit plan: AL, AK, AR, AZ, CA, CO, CT, DE, DG, FL, GA, HI, ID, IL, IN, IA, KS, KY, LA, ME, MD, MA, MI, MN, M8, MO, MT,
NE, NH, NJ, NM, NY, NV, NC, ND, OH, OK, OR, PA, PR, RI, SC, 8D, TN, TX, UT, VT, VA, WA, WV, Wi, WY

TriNet's benefits give your company a competitive advantage by helping

How: to Benefit from Your ‘ you ;attract ang ﬁta‘ﬂn[erq 'one?s. heyt are d?ﬁifgnsta# to covgadr workstita
: ; employees and their families at every stage of life; they provide greater
Benefits Selections security, tax saving opportunities, and important financial protection.
We know how hard it is to make sense of health: TriNet's benefits are comparable to the benefits the largest US businesses
= Lo : . ! select — and, they package the right products, management tools, and
careplans Whieh iswhy We puttogethier this support to help you make the most of every benefits dollar.
comparison summary.for.the benefityear TriNet's health plans are different because we offer guaranteed issues with

no pre existing limitations and same-day coverage. Included in TriNet's

Qctober 1, 2011 o Seplember 30, 2012 re exis : . .
offering is a broad range of plans, from affordable higher-deductible plans

Everything hereis alsa available online at to more costly low-deductible plans. TriNet also offers regional plans and
HMQOs in select states to provide a greater level of choice to many
WWW.hrpassport.com. worksite employees.

Questions? Comments?

Call'us toll-free any time at 800-638-0461.

Disclaimer: This proprietary communication has been prepared for eductional and informational purposes only. The content does not provide legal
or tax advice or legal opinion on any specific malters. Transmission of this information is not intended to creals, and receipt does not constitute, an
altorney-client relationship between TriNet and you. TriNet is not an insurance company, bul rather is the single-employer sponsor of all its health
and welfare plans. Nothing contained herein constilules an offer to sell, buy, or procure insurance.

TriNet is the single employer sponsor of all its benefit plans. TriNet makes these plans available to qualifying worksite employees ("WSEs"), with
whom TriNet has established an employment relationship, and who perform services for customers of TriNet in a Professional Employer Organization
("PEQ") or service model. Under this model, TriNet incurs all expenses associated with its plan sponsorship and maintenance, and TriNet bills the
Customer for its services. Customer has no other financial obligation fo TriNel, its other customers, or any of its insurance carriers for benefit plans
sponsorship or provision. TriNel's carriers have no recourse against TriNet customers. Other than compliance with TriNet's conlract terms,
Customers have no legal responsibilities to TriNet or the WSEs or any other TriNet customer for plan sponsorship or compliance.

Any references to "your benefit programs or plans"” are not legal terms or terms of art, and should not be confused with legal plan sponsorship,
participation, or fiduciary compliance. These terms and others, such as "your employees” or "your selections, plan, or investments," are used solely
as lay terms of convenience so thal you understand we are referring only lo the decisions made and TriNet plans available in a specific worksite or to
a specific group of WSEs.

Exclusions and limitations apply. In the event there is a conflict belween any of the information contained in any benefits guidance materials provided
by TriNet (including but not limited to information contained in any TriNet websile, the Benefils Confirmation Statement, any written or electronic
pamphlets, lelters, emalls, text messages, and statements made by TriNet employees) and TriNel's Plan document, the Plan document will control.
Also, if there is a conflicl between an official certificate provided by TriNet's insurance carrier(s) (the "Carrier Certificate”) and either TriNet's Plan
document, the forthcoming Summary Plan Description, statements made by a TriNet employee, or any other benefits guidance materials provided by
TriNet (including but not limited to those described above), the Carrier Certificate will control.

Please note: Information contained in this summary may be updated at any lime based on additional clarifications due to recent health care reform
legislation and state mandates.




Medical

Reglonal Plan Names

Aetna PPO 2000

Aelna PPO 2000

Aetna PPO 600

Aetna PPO 600

Aetna PPO 300

Aelna PPO 300

Aetna HDHP 2000

Aetna HDHP 2000

Aetna HDHP 5000

Aelna HOHP 5000

Plan Locations

Nalionwide, excepl AK, CA,
HI, 1D, ME, MT, NE, SD,
wy

Nationwide, excepl AK, CA,
HI, 1D, ME, MT, NE, SD,
WY

Nationwide, except AK, CA,
CT, DC, DE, HI, 1D, MD,
ME, MT, NE, NJ, NY, PA,
SD, VA, WV, WY

Nationwide, except AK, CA,
HI, 1D, ME, MT, NE, 8D,
wy

Nationwide, except AK, CA,
HI, ID, ME, MT, NE, SD,
wy

Carrier Nelwork Managed Cholce POS Open | Managed Choice POS Open | Managed Choice POS Open | Managed Cheice POS Open | Managed Choice POS Open
Access Access Access Access Access

Plan Fealures

Calendar-Year Deductible In-Network: In-Network: In:Network: In-Network: In:Network:

(Deductible applies where $2,000/parson; $600/person; $300/person; $2,000/person; $5,000/person;

specifically stated; doesn't apply §$4,000family $1,200/1amily $600/1amily. $4,000amily $10,000/family

lo out-ol-pockel expense maximum :

unless olherwise stated) Out-of-Network: Out-of-Network: Qut-of-Network: Out-of-Network: Qut-of-Network:
$4,000/person; $1,200/person; $800/person; $4,000/person; $7,000/person;
$8,000/1amily §2,400/family $1,200/family £8,000/amily $14,000/family

Calendar-Year Out-of-Pocket In-Network: In-Nelwork: In:Network: In-Network: In-Network:

Expense Maximum $8,000/person; $1,200/person; $600/person; $4,000/person; $5,950/pesson;

(Excludes deductible unless $16,000/family §2,400amily $1,200/family £8,000amily $11,900amily

otherwise stated)
Out-of-Network: Out-of-Nelwork: Out-of-Network: Out-of-Network: Out-of-Network:
$16,000/person; §2,400/person; $1,200/person, $8,000/person; $10,000/person;
$32,000Hamily $4,800/family $2.400/amily $16,000/family $20,000/family

(inctudes deductible) (inclues deduclible)

Lifetime Benefits Maximum Unlimited Unlimited Unlimited Unlimited Unlimited

Routine Health Maintenance

Preventive Care In-Network: In:Network: In-Network: In-Network: In-Nelwork:

Well-woman 100% covered 100% covered 100% covered 100% covered 1002 covered

Well-baby _

Well-man Qut-of-Network: Out-of-Nelwork: Qut-of-Nelwork: Out-of-Network: Out-of-Network:

(Includes annual Pap smear, 50% covered after 70% covered alter 70% covered alter 70% covered aller 60% covered after

routine mammeogram, and annual deductible dedustible. deduclible deduclible deductible

prostate exam)

Vision Testing

Contact Astna to confirm
beneflits

Contact Aetna to confirm
benelils

Conlact Aelna to conlirm
benelits

Contact Aetna to confirm
benefits

Contacl Aetna to confirm
benelils

Hearing Testing In-Network: In-Network: In-Network: In-Network: In-Network:
100%5 covered 10035 covered 100% covered 100%s covered 100% covered
Out-of-Network: Qut-of-Network: Out-of-Network: Out-of-Nelwork: Out-of-Network:
50%s covered after 70% covered aller 70% covered aller 705 covered aller 60%s covered alter
deductible deduclible deduclible deductible deduclible

(1 exam per 24 months) (1 exam per 24 months)

Physiclan & Hospltal Services

Physlclan Olfice Visit In:Network: In-Network: In-Network; In-Network: In:Network:
$36/visit $25/visit $20/visit 90% covered alter 80% covered aller
Specialist: Specialist: Spscialist: dedustible deduclible
S50/visit S40/visit $35/visit

Out-of-Network: Out-of-Network:

Out-of-Network: Out-of-Network: Out-of-Network: 70% covered aller 60°% covered after
50% covered afler 70% covered alter 70% covered alter deductible deductible
deductible deductible deductible

Surgery Outpatient In-Network: In-Network: In-Network: In-Nelwork: In-Network:
60% covered after 90% covered after 90% covered alter 90% covered after 80% covered alter
deductible deduclible deductible deductible deduclible
Out-of-Network: Out-of-Network: Out-of-Netweork: QOut-of-Network: Qut-of-Network:
50% covered after 70% covered aller 70% covered alter 70% covered alter 60% covered aller
deductible deductible deductible deductible: deduclible

Hospital Inpatient InNetwork: In-Network: In-Network: In-Network: In-Network:

Room and Board 60% covered afler 90% covered alter 90% covered alter 90% covered aller 80% covered aller

Surgery dedugtible deduclible deductibla deduclible deduclible

Anesthesia

Drugs/Supplies Qut-of-Network: Out-of-Network: Out-of-Network: Out-of-Network: Out-of-Network:
50% covered aller 70%s covered aller 70% covered aller 70% covered after 60% covered alter
deduclible deduclible deductible deduclible deduclible




Emergency Room In-Network: In-Network: In-Network: In-Network: In-Network:
(Copay walved it admitted) 60% covered alter 90% covered alter 9075 covered afler 90% covered aller 80%: covered afler
deductible deductible deductible deductible deductible
Qut-of-Network: Out-of-Network: QOut-of-Network: QOut-of-Network: Out-of-Network:
60% covered alter 909% covered aller 90% covered alter 90% covered aller 80% covered aller
deduclible deductible deductible deductible deduclible
Urgent Care In-Nelwork: In-Nelwork: In-Nelwork: In-Network: In-Nelwork:
60% covered aller 90% covered alter %0 cavered alter 90% covered aller 80% covered after
deductible deductible deductible deductible deductible
Out-of-Network: Out-of-Network: Out-of-Network: Out-of-Natwork: Qut-of-Network:
50% covered alter 70% covered after 70% covered alter 70% covered alter 80% covered afler
deduclible deductible deduclible deductible deductible
Pregnancy & Maternity Care
Prenatal Care and Inpatlent In:Network: In:Network: In:Network: In-Network: In-Network:
$50 for initial visit, then $40 for initial visit, then $35 far initial visit, then 90% covered after 80% covered after
60% covered aller 90% covered aller 90% covered aller deductible deductible
deduclible deduclible deduglible
Out-of-Network: Out-of-Network:
Out-of-Netwark: Qut-of-Network: Out.of:-Network: 70% covered allter 60% covered afler
50% covered aller 70% covered aller 70% covered after deductible deductible
deduclible deduclible deductible
Other Medical Services (Including Alternative Care)
X-Ray and Lab ~ Outpatient In-Network: In-Nelwork: In-Network: In-Network: In-Network:
(Applicable deduclibles $50/visit S40/visit S35/visit 90% covered alter B0% covered after
and copays apply) deduclible deduclible
Qut-of:Network: Out-of-Nelwork: Out-of-Network:
50% covered alter 70% covered afler 70% covered alter Out-of-Network: Out-of-Nelwork:
deductible deductible deductible 70% covered afler 60% covered alter
deduclible deductible
MRIs (Complex Imaging) In-Nelwork: In-Nelwork: in-Network: In-Network: In:Network:
Outpatient $200/visit S$150/visit $150/visit S0% covered aller 80%s covered alter
deductible deductible
Qut-of-Network: Out-of-Network: Out-of-Network:
50% covered aller 70% covered afler 70% covered after Out-of-Network: Out-of-Network:
daductible deductible deductible 70%: cavered aller 60% covered after
deductible deductible
Chlropractic In-Network: In-Network: In-Network: In-Network: In-Network:
(Subject to visit limits) $50/visil S$40/visit $35hisit 90% covered aller 80% covered after
deductible deduclible
Out-of-Network: Out-of-Network: Out-of-Nelwork:
50% covered alter 70% covered alter 70% covered after Qut-of-Nelwork: Out-of-Network:
deductible deductible deductible 70% covered after 60% covered alter
deductible deduglible
Physical Therapy and Speech In-Network: In-Network: In-Network: In-Network: In-Network:
Therapy S$50/visit S40/visit $35hisit 0% covered aller 80% covered alter
(Subjec! to visit limits) deductible deductible
Out-of-Network: Out-of-Network: Out-of-Network:
50% covered after 70% covered aller 70% covered after Qut-of-Network: Out-of-Network:
deductible deductible deduclible 70% covered afler 60% covered aller
deductible deductible
(Up to 60 visitsfyear (Up to 60 visitsiyear (Up to BO visitslyear
combined) combined) combined) (Up lo 60 visitsiyear (Up to 60 visils/year
combined) combined)
Mental Health
Mental Health — Inpatient In-Network: In-Network: In-Netwark: In-Network: In-Network:
35 covered aller 90% cavered aller 90% covered alter 0% covered after 80% covered allter
deduclible deduclible deductible deduclible deductible
Out-of-Network: Out-of-Network: Out-of-Network: Out-of-Network: Qut-of-Network:
50% covered after 70% covered aller 70% covered after 70% covered after 60% covered alter
deduclible deduclible deductible deductible deductible
Mental Health — Outpatient In-Network: In-Network: In-Network: In-Network: In-Network:
! 100% covered 100% covered 100% covered 80% cavered alter 803 coyered after
) deductible deductible
Out-of-Network: Out-of-Network: Out-of-Network:
50% covered afler 70% cavered after 70% covered alter Out-of-Network: Out-of-Network:
deductible deductible. deductible 70% covered aller 60% covered alter
deductible deduclible

Substance Abuse




Substance Abuse — Inpatient

Substance Abuse — Outpatient

Retail Pharmacy —
(30-day supply it not spes
Dollar amounts listed are.
generic/formulary brand/
non-formulary brand

work
itied)

Mail-Order Program — In-Network
(90-day supply il not specilied;
out-of-network not covered)

Dollar amounts listed are.
genericfformulary brand/
non-formulary brand

Self-Injectables

(Includes many specially drugs.
Call your carrier for more
information.)




Medical

Reglonal Plan Names

Aetna PPO 1500

Aelna PPO 1500

Aetna PPO 1000

Aetna PPO 1000

Aetna PPO 3000

Aetna PPO 3000

Aetna Out-of-Area HDHP

Aelna HDHP

Aetna Qut-of-Area PPO

Aelna PPO 1000

Plan Locations

Nalionwide, excepl AK, CA,

HI, ID, ME, MT, NE, 8D,
wy

Nationwide, except AK, CA,
HI, 1D, ME, MT, NE, SD,
WY

Nationwide, except AK, CA,
HI, ID, ME, MT, NE, SD,
WY

Nationwide - Limited
counties

Nationwide - Limited
counties

Carrier Network Managed Choice POS Open | Managed Choice POS Open | Managed Choice POS Open | Open Choice PPO Open Choice PPO
Access Access Access

Plan Fealures

Calendar-Year Deductible In-Network: In-Network: In-Network: In-Network: In-Network:

(Deduclible applies where $1,500/person; $1,000/person; $3,000/person; $2,000/person; $1,000/parson;

specifically stated; doesn't apply $4,500/lamily $3.000/amily $9,000amily $4,000/1amily $3,000/family

1o oul-of-pocket expense maximum

unless otherwise stated) Out-of-Network: Out-of-Network: Out-of-Network: Qut-of-Network: Out-of-Network:
$3,000/person; $3,000/person; $7,500/person; $4,000/person; $3,000/person;
$9,000/Tamily $9,000/amily $22,500/family $8,000/Tamily $9,000/amily

Calendar-Year Out-of-Pocket In-Netvork: In-Network: In-Network: In-Netviork: In-Network:

Expense Maximum $1,500/person; $3,000/person; None $4,000/person; $3,000/person;

(Excludes deductible unless $4,500/Tamily $9,000/amily $8,000/Tamily. $9,000/iamily

otherwise slated) Out-of-Network:
Out-of -Network: Out-of-Network: $2,500/person; Out-of-Network: Out-of-Network:
$3,000/person; $5,000/person; §7,500/tamily $8,000/person, §5,000/person;
$9,000/family $15,000/amily $16,000/family $15,000/tamily

(includes deduclible)

Lifetima Benelits Maximum Unlimited Unlimited Unlimited Unlimited Unlimited

Routine Health Maintenance

Preventive Care In-Network: In-Network: In-Nelwark: In-Network: In-Network:

Well-woman 100% covered 100% covered 1009 covered 100% covered 100% covered

Well-baby

Well-man Out-of-Network: Out-of-Network: Out-of-Network: Out-of-Network: QOut-of-Network:

(Includes annual Pap smear, 502 covered after 60% cavered ailer 70% covered alter 70% covered afler 60% covered aller

routine mammogram, and annual deductible deductible deductible deductible deductible

prostale exam)

Vislon Testing

Contact Aelna to confirm
benefits

Contact Aetna to confirm
benelits

Conlact Astna to conlirm
benefils

Caontact Aelna to confirm
benelits

Contact Aetna to confirm
benelils

Hearing Testing

In-Network:
100%s covered

Out-of-Network:
50% covered alter
deductible

(1 exam par 24 months)

In-Network:
100% covered

Out-of-Network:
60% covered alter
deduclible

(1 exam per 24 months)

In-Network:
100% covered

Qut-of-Network:
70% tovered alter
deductible

(1 exam per 24 months)

In-Network:
100% covered

Out-of-Network:
70% covered afler
deductible

(1 exam par 24 months)

In-Network:
10035 covered

Out-of-Network:
80% covered after
deduclible

(1 exam per 24 months)

Physiclan & Hospltal Services

Physician Office Visit In-Network: In-Network: In-Network: In:Netwark: In-Network:
§35/visit $25/visit £30/visit 90% covered afler $25/visit
Specialist: Specialist: Specialist: deductible Speclalist:
$50/visit $50/visit $60/visil $50/visit
Out-of-Network:
Qut-of-Network: Qut-of-Network: Out-of-Network: 70% covered afler Out-of -Network:
50% covered aller 80% covered after 70%: covered after deductible 80% covered alter
deductible deduclible deductible deduglible
Surgery Outpatient In-Network: In-Network: In-Network: In-Network: [n-Network:
70% covered afler 80% covered aller 100% covered alter 80% covered alter B0% covered after
deductible deductible deductible deductible deductible
Out-of-Nelwork: Out-of-Network: Out-of-Network: Out-of-Nelwork: Out-of-Nelwork:
50% covered after 60% covered after 70% covered aller 70% covered after 60% covered after
deductible deductible dadugclible deductible deductible
Hospital Inpatient In-Network: In-Network: In-Network: In-Network: In-Network:
Room and Board 70%: covered afler 80% covered aller 100% cavered alter 90% covered after B0% covered aller
Surgery deductible deductible. deductible deductible deduclible
Anesthesia
Drugs/Supplies Out-of-Network: Out-of-Network: Out-of-Network: Out-of-Network: Qut-of-Network:
50% covered aller 60% covered aller 70% covered alter 70% covered alter 60% covered alter
deductible deduclible deductible deductible deductible




Emergency Room In-Network: In-Network: In-Network: In-Nelwork: In-Network:
(Capay waived if admilled) $250/isit $250/visit $250Nisit 90% covered alter $250/visit
deductible
Out-of-Network: Out-of-Network: Out-of-Nelwork: Out-of-Nelwork:
$2501visit $250/visit $250/visit Qut-of-Network: S$250/visit
90% covered alter
deduclible
Urgent Care In-Nelwork: In-Network: In-Network: In-Network: In-Network:
$75/visit S$75/visit S75Nvisit 90% covered after $75/visit
deductible
Out-of-Network: Out-of-Network: Qut-of-Nelwork: Qut-of-Nelwork:
50% covered after 60% covered after 70% covered aller Qut-of-Nelwork: 60% covered after
deductible deductible deductible 70% covered aller deduclible
5 deductible
Pregnancy & Maternity Care
Prenatal Care and Inpatlent In-Nelwork: In-Network: In-Network: In-Network: In-Network:
$50 for initial visit, then $50 for initial visit, then $50 for initial visit, then 90% covered after $50 for initial visit, then
703% covered aller 80% covered aller 100% covered aller deductible 80% covered aller
deduclible deductible deductible deductible
Qut-of-Network:
Out-of-Network: Out-of-Network: Out-of-Nelwork: 70% covered afler Qut-of-Network:
50% covered alter 60% covered aller 70% covered after deduclible 60% covered after
deductible deduclible deductible deductible
Other Medical Services (Including Alternative Care)
X-Ray and Lab - Qutpatient In-Network: In-Network: In-Network: In-Network: In:Network:
(Applicable deductibles 70% covered after 80% covered after 100% covered alter 20% covered alter 807 covered alter
and copays apply) deductible deduclible deduclible deduclible deduclible
Out-of-Nelwork: Out-of-Network: Out-of-Network: Qut-of-Nelwork: Out-of-Network:
60% covered afler 60% covered after 70% covered alter 70% covered aller 80% covered alter
deductible. deduclible: deductible deduclible deductible
MRIs (Complex Imaging) in-Nelwork: In-Network: In-Network: In-Network: In-Network:
Qutpatient 70% covered after 80% covered after 100%: covered alter 90% covered after 80% covered after
deductible deductible deductible deductible deduclible
Out-of-Network: Out-of-Nelwork: Out-of-Network: Out-of-Network: Out-of-Network:
50% covered aller 60% covered alter 70% covered aller 70% covered after 60% covered after
deductible deductible deductible deductible deductible
Chiropractlc In-Nelwork: In-Network: In:Network: In-Network: In:-Network:
(Subject to visit limits) S50 /visit S50/visit $60/visit 90% covered aller $50/visit
deductible :
Out-of-Network: .| Out-of-Network: Out-of-Network: Out-of-Network:
% covered aller 60% covered affer 70% covered after Out-of-Network: 60% covered alter
deductible deductible deductible 70% covered aller deduclible
deductible
Physical Therapy and Speech In:Network: In-Network: In-Nelwork: In-Network: In-Network:
Therapy 70% covered aller 80% covered afler 100% covered aller 80% covered afler S50/visit
(Subject to visit limils) deduclible deduclible deductible deductible
Out-of-Network:
Out-of -Network: Qut-of-Network: QOut-of-Network: Qut-of-Nelwork: 60% covered alter
50% covered alter 60%: covered aller 70% covered alter 70% covered after deductible
deduglible deduclible dedustible deductible
(Up to 80 visitsiyear
(Up to 60 visitsiyear (Up to 60 visilslyear (Up to 60 visitslyear (Up to 60 visilslyear combined)
combined) combined) combined) combined)
Mental Health
Mental Health - Inpatient In-Network: In-Network: In-Network: In:Network: In-Network:
70% covered aller 80% covered alter 100% cavered alter 907% covered after 80% covered after
deductible deductible deductible deduclible deduclible
Qut-of-Network: Out-of-Network: Out-of-Network: Out-of-Network: Qut-of-Nelworks
50% covered aller 60% covered alter 70% covered alter 70% covered alter 60% covered alter
deductible deductible deductible deduclible dedustible
Mental Health — Outpatient In-Network: In-Network: In-Network: In-Network: In-Network:
$50/visit $50/visit SBO/visit 90% covered aller $50/visit

Out-of-Network:
50% covered afler
dedugctible

Out-of-Network:
60% covered afler
deduclible

Out-of-Network:
70%: covered aller
deduclible

deductlible

Out-of-Network:
70% covered aller
deductible

Out-of-Network:
60% covered alter
deduclible

Substance Abuse




Substance Abuse - Inpatient

Substance Abuse — Outpatient

Drugs
Retail Pharmacy — In-Network

(30-day supply if not specified)
Dollar amounts listed are
genericformulary brand/
non-formulary brand

Mall-Order Program — In-Network
(80-day supply it not specilied;
cut-afl-network not covered)

Dollar amounts listed are
genericiformulary brand/
non-formulary brand

Self-Injectables.

(Includes many specially drugs.
Call your carrier for more
information.)




Medical

Blue Shield PRO 1500

Blue Shield HDHP 2500

Blue Shield PPO 700

Blue Shield PPO.500

Blue Shield PPO 250

Regional Plan Names Blue Shield PPO 1500 Blue Shield HOHP 2500 Blue Shield PPO 700 Blue Shield PPO 500 Blue Shield PPO 250

Plan Locatlons CA CA CA CA CA

Carrier Network Blue Shield of California Blue Shield of California Blue Shie'd of California Blue Shield of California Blue Shield of California
PRPO PPO PPO PPO PPO

Plan Fealures

Calendar-Year Deduclible In-Network: In-Network: In-Network: In-Network: In-Network:

(Deduclible applies where $1,500/person; $2,600/person; $700/person; $500/person; $250/person;

specifically staled; doesn'l apply $8,000/amily §5,000/family $1,400/amily $1,000/{amily $500/amily

to out-of-pocket expense maximum

unless otherwise staled) Out-of-Network: Out-of-Network: Qut-of-Network: Out-of-Network: Out-of-Nelwork:
$1,500/person; $2,500/person; $700/person; $600/person; $250/person;
$3,000/amily $5,000amily $1,400/family $1,000/Tamily $500/family

Calendar-Year Out-of-Pocket In-Network: In-Network: In-Network: In-Network: In-Network:

Expense Maximum $4,000/person; $5,000/peison; $3,300/parson; $3,000/person; $2 250/person;

(Excludes deductible unless $8.000Hamily $10,000/amily $6,600/tamily $6,000/amily $4,500/family

otherwise stated)
Out-of-Network: Qut-of-Network: Out-of-Network: Out-of-Network: Out-of-Nelwork:
£8,000person; $5,000/person; $§6,600parson; $6,000/person; $4,500/person,
$16,000/famlly $10,000/1amily $13,200/amily $12,000family $9,000/family

(Includes deductible)

Lifetime Benefits Maximum Unlimited Unlimited Unlimited Unlimited Unlimited

Routine Health Maintenance

Prevenlive Care In-Network: In-Network: In-Network: . In-Network: In-Network:

Well-woman 100% cavered 100% covered 100% covered 100% covered 100% covered

Well-baby

Well-man Out-of-Network: Out-of-Network: out-of-Network: Out-of-Network: Qut-of-Nelwork:

{Includes annual Pap smear, 507% covered alter 70% covered after 80% covered aller 70% covered alter 70% covered after

rouline mammogram, and annual deductible deductible deductible deductible deduclible

prostate exam)

Vision Testing

Covered under preventive

Covered under preventive

Govered undsr prevenlive

Covered under prevenlive

Covered under prevenlive

care with applicable care with applicable care wilh applicable care with applicable carewith applicable
capaylvisit coinsurance copay/visit copay/fvisit copay/visit
Hearing Testing Covered under preventive | Covered under preventive | Covered under preventive | Covered under preventive | Covered under prevenlive
care wilh applicable care with applicable care with applicable care with applicable care with applicable
copayhvisit coinsurance copay/visit copayhvisit copay/visit
Physlelan & Hospital Services
Physiclan Ollice Visit In-Network: In-Nelwork: In-Network: In-Network: In-Nelwork:
$35/visit 90% covered aller $30/visit $25Nisit S20Nisit
Specialist: deductible Specialist: Specialist; Specialist:
S45/visit $45/visit $40/visit $35/visit
Out-of-Network:
Out-of-Network: 70% covered aller Qut-of-Network: Out-of-Network: Out-of-Network:
50% covered aller deductible 80% covered alter 70% covered aller 703 covered alter
deductible deductible deduclible deductible
Surgery Outpatient In-Network: In-Network: In-Network: In-Network: In-Network:
70% covered afler 90% covered afler 80% covered alter 90% covered alter G0% covered afler
deductible deductible deduclible deductible ‘deductible
Out-of-Network: Out-of-Network: Out-of-Network: Out-of-Neiwork: Out-of-Network:
50% covered alter 70% covered afler 60% covered alter 70% covered alter 703 covered after
deductible, up to $350/day | deduclible, up to $350/day | deduclible, up to $350/day | deductible, up to $350/day | deductible, up to $350/day
Hospital Inpatient In-Network: In-Nelwork: In-Network: In-Network: In-Network:
Room and Board 70% covered after 90% covered after 55 covered alter 90% covered alter 90% covered alter
Surgery deductible deduclible deductible deductible deductible
Aneslhesia
Drugs/Supplies Out-of-Netwark: Out-of-Network: Out-of-Network: Qut-of-Nelwork: QOut-af-Nelwork:
50% covered after 70% covered aller 60% covered alter 70% covered after 70% covered alter
deductible, up to. deduclible, up lo deduclible, up to deductible, up to deductible, up to
$1,500/day $1,500/day $1,500/day $1,500/day $1,500/day




Emergency Room In-Nelwork: In-Network: In-Network: In-Network: In-Network:

(Copay waived if admitted) 70% covered after 90% covered alter 80% covered afler 90% covered aller 90% covered after
deductible deductible deduclible deductible deductible
Out-of-Network: Qut-of-Network: Out-of-Netwark: QOut-of-Network: Qut-of-Netwark:
70% covered alter 90% covered alter 80% covered aller 90% covered alter 20% covered alter
deduclible deduclible deductible deductible deduclible

Urgent Care Delermined by place of Delermined by place of Determined by place of Determined by place of Determined by place of

service — contacl Blue

service —contact Blue

service —conlact Blue

service — conlact Blue

service — conlacl Blue

Shield for details Shield for details Shield for details Shield for details Shield for detalls

Pregnancy & Maternily Care .

Prenatal Care and Inpatient In-Network: In-Network: In-Network: In-Network: In-Network:
70% covered aller 90% covered after 80% covered afler 90% covered after 90% covered affer
deduclible deductible deductible deductible deductible
Qut-ef-Network: Out-of-Network: Out-of-Network: Out-of-Networks; Qut-of-Network:
50% covered alter 70% covered after 60% covered alter 70% covered aller 70% covered aller
daductiole, up to deductible, up to deductible, up 1o deduclible, up to deductible, up to
$1,500/day $1,500/day $1,500/day $1,500/day §1,500/day

Other Medical Services (Including Alternative Care)

X-Ray and Lab - Outpatient In-Network: In-Network: In-Network: In-Network: In-Network:

(Applicable deductibles $35/visit S0% covered aller $30Nvisil $25Nisit $20/visit

and copays apply)

Out-of-Network:
50% covered alter

deduclible

Qut-of-Network:

Out-of-Network:
60% covered alter

Qut-of-Network:
70% covered alter

Out-of-Nelwork:
70% covered alter

deduclible 7035 covered after deduclible deduclible deductible
deductible
MRIs (Complex Imaging) In-Nelwork: In-Network: In-Network: In-Network: In-Network:
Outpatient 70%: covered after 90% covered alter 80% covered after 90% covered after 90% covered afler
deduclible deduclible deduclible deduclible deductible

Out-of-Network:
50% covered aller

Out-of-Network:
70% covered afler

Out-of-Network:
60% covered alter

QOut-of-Network:
70% covered alter

Out-of-Network:
70% covered after

deduclible deduclible deduclible deductible deductible
Chlropraéllc in-Network: In-Network: In-Network: In:Network: In-Network:
{Subject to visit limits) 525/visil 90% covered afler $25visit $25/visit S25Mvisit
deductible
Qut-of-Network: Out-of-Network: Out-of-Network: Out-of-Network:
50% covered alter Out-of-Network: 60% covered after 70%: covered after 70% covered alter
deductible 70% covered after deductible deductible deductible
deductible
(Up to 20 visitslyear) (Up to 20 visitsfyear) (Up to 20 visilslyear) {(Up to 20 visltslyear)
Physical Therapy and Speech In-Network: In-Nelwork: In-Network: In-Network: In-Network:
Therapy Physlical therapy: 90% covered afler Physical therapy: Physical therapy: Physical therapy:
(Subject to visit limits) $35/visit deductible $45/visil S40/visht $35/visit
Speech therapy: QOut-of-Network: Speech tharapy: Speech therapy: Speech lherapy:
S$20/visit 70% covered aller S20/visil S20/Nvisit S20/visit
deduclible
Out-of-Network: Out-of-Network: Out-of-Network: Qut-of-Network:
50% covered alter 60% covered alter 70% covered alter 70% covered alter
deductible deductible deductible deductible
Mental Health
Mental Health - Inpatient In-Network: In-Network: In-Network: In-Network: In-Nelwork:
70% covered aller 90% covered alter 80% covered alfer 90% covered aller 90% coverad alter
deductible deduclible deductible deductible deductible
Out-of-Network: Out-of-Network: Out-of-Net\work: Qut-of-Network: Qut-of-Network:

50% covered alter
deduclible, up to

70% covered aller
deductible; up to

80% covered after
deductible, up to

70% covered after
deductible, up to

70% covered aller
deductible, up to

$1,500/day $1,500/day $1,500/day §1,500/day $1,500/day
Mental Health — Qutpatient In-Network: In-Network: In-Network: In-Network: In-Neatwork:
$35/visil 90% covered alter S30/Nisil $25/visit S20/visit
deductible

Qut-of-Network:
58% covered afler
deaduclible

Out-of-Nelwork:
70% covered alter
deductible

Out-of-Network:
60% covered alter
deduclible

Qut-of-Network:
70% covered aller
deduclible

Qut-of-Network:
70% covered aller
deduclible

Substance Abuse




Substance Abuse — Inpatient

Substance Abuse - Outpatient

Retall Pharmacy - In-Network
(30-day supply if not specified)
Dollar amounts listed are
genericfformulary brand/
non-formulary brand

Mail-Order Program — In-Network
(e0-day supply if not specilied;
out-of-network not covered)

Dollar amounts listed are.
generic/formulary brand/
nen-farmulary brand

Self-Injectables.

(Includes many specally drugs.
Call your carrier for more
informalion.)




Medical

Regional Plan Names

BCBS PPO 2000

BCBS PPO 2000

BCBS PPO 1500

BCBS PPO 1500

BCBS PPO 1000

BCBS PPO 1000

BCBS PPO 500

ECBS PPO 500

BCBS HDHP 2000

8C8S HDHP 2000

Plan Locations

FL; nationally with the Blue
Card for employers based
In FL

FL; nationally with the Blue
Card for employers based
in FL

FL; nationally with the Blue
Card for employers based
in FL.

FL; nationally with the Blue
Card for employers based
in FL

FL; nationally with the Biue
Card for employers based
in FL

Carrler Nelwork

FL: Blue Options; nationally

FL: Blue Options; natlonally

FL: Blue Oplions; nationally

FL: Blue Options; nationally

FL: Blue Options; nationally

through Biue Card Ihrough Blue Card through Blua Card through Blue Card through Blue Card
Plan Fealures
Calendar-Year Deductible In-Network: In-Network: In-Nelwork: In-Network: In:Network:
(Deductible applies where $2,000/person; $1,500/person; $1,000/person; $500/person; $2,000/person;
specifically staled; doesn'l apply $4,000/family $3,000/family $2,000/tamily $1,000/amily $5,000/family
to out-of-pocket expense maximum
unless olherwise stated) Out-of-Network: Out-of-Network: Out-of-Network: Out-of-Network: Out-of-Network:
$4,000/parson; $3,000/person; $2,000/person; §1,200/petson; $5,000/person;
$8,000/Tamily $6.000/Tamily $4,000/amily $2,400/family $10,000/family
Calendar-Year Out-of-Pocket In-Network: In-Network: In-Network: In-Network: In:Network:
Expense Maximum $6,000/person; $4,500/persan; $3,000/person; $1,500/persen; $3,000/person;
(Excludes deductible unless $12,000/Tamily $9,000/family $6,000/family $2,000Mamily $6,000/amily
otherwise stated)
Out-of-Network: Out-of-Nelwork: Out-of:Network: Out-of-Network: Out-of-Network:
$16,000/person; $8,000/person; $4,000/person; £3,000/person; $10,000/person;
$32,000/family $12,000/family $8,000/family $4,000/tamily $20,000/Tamily
(Includes deductible) (Includes deductible) (Includes deductible} (Includes dedustible) (Includes deductible)
Lifetime Benefits Maximum Unlimited Unlimited Unlimited Uniimited Unlimited
Routine Health Maintenance
Preventive Care In-Network: In-Network: In-Network: In-Network: In-Nelwork:
Well-woman 1003 covered 100% covered 100% covered 1003t covered 100% covered
Well-baby
Well-man Qut-of-Network: Out-of-Network: Out-of-Network: Out-of-Network: Out-of-Network:
(Includes annual Pap smear, 50% covered 50% covered 60% covered 70% covered 60% covered aller
rouline mammaogram, and annual deductible
proslate exam)
Vision Testing Not covered Not covered Naot covered Not covered Not covered
Hearing Testing Not covered Not covered Discount only Discount only Discount only
Physician & Hospltal Services
Physician Office Visit In:Network: In-Network: In-Network: In-Nelwaork: In-Network:
$35/visit §35/visit $30/visit §25/visit 80% covered after
Specialist: Specialist: Specialist: Specialist: deductible
£50/visit §50/visit $45/visil S40ivisit

Out-of-Nelwork:

Out-of-Network:

Qut-of-Network:

Out-of-Network:

Qut-of-Network:
60%6 covered alter

50% covered alter 50% covered after 60% covered aller 70% covered after deduclible
deductible deductible deductible deductible
Surgery Outpatient In-Network: In-Network: In-Network: In-Network: In-Network:
Option 1: $200 copay 70% covered alter Option 1: $200 copay 90% covered alter 90% covered alter
Oplion B: $300 copay deduclible Option 2: $300 copay deductible deduclible
Out-of-Network: Qut-of-Network: Out-of-Network: Out-of-Network: Out-of-Network:
50% covered alter 0% covered alter 60% covered alter 70% covered after 60% covered alter
dedugtible: deduclible deductible deductible deductible
Hospital Inpatient In-Network: In-Network: In-Netwark: In-Network: In:Network:
Room and Boeard 70% covered aller 70% covered after 80% covered alter 90% covered aller 90% covered after
Surgery dedustible deductible deductible deductible deductible
Anesthesia
Drugs/Supplies Out-of-Network: Out-of-Nelwork: Out-of-Nstwork: Out-of-Network: Out-of-Network:
50% covered afler 50% covered alter 60% covered alter 70% covered aller 60% covered aller
deductible deduclible deductible deduclible deductible
Emergency Room In-Network: In-Nelwork: In-Network: In-Network: In-Network:
(Copay waived if admitled) 70% covered aller 70% covered after 803% covered after 80% covered alter 90% cavered alter
deductible deductible deduglible deductible deductible
Out-of-Nelwork: Out-of-Network: QOut-of-Nelwork: Out-of-Nelwork: Out-of-Network:

70% covered aller
deductible:

70% covered after
deduclible

80% covered after
deduclible

90% covered alter
deductible

80% covered aller
deductible




Urgent Care In-Netwark: In:Network: In-Network: In:Network: In-Network:
70% covered alter 70%s covered afler 80% covered alter 907% covered alter 90% covered alter
deduclible deductible deductible deductible deduclible
Qut-of-Network: Out-of-Network: Out-of-Network: Out-of-Network: Out-of-Network:
50% covered aller 50% covered after 60% covered after 70% covered alter 60% covered after
deduclible deductible deductible deductible deduclible
Pregnancy & Maternity Care
Prenatal Care and Inpatient In-Network: In-Network: In-Network: In-Network: In-Network:
Initial visit: S50 Inilial visit: Initial visit: $45 Initial visit: $40 90% covered after
Inpatient: $50 Inpatient: 80% covered Inpatient: 902 covered deduclible
703% covered aller Inpatient: afler deduclible alter deduclible
deduclible 70% covered afler Out-of-Network:
deductible Qut-of-Network: Out-of-Network: 60% covered after
Out-of-Network: 60% covered alter 70% covered afler deduclible
50% covered alter Out-of-Network: deduclible deductible
deduclible 50% covered aller
deductible
Other Medical Services (Including Allernative Care)
X-Ray and Lab — Outpatient In:Network: In-Network: In-Network: In-Network: In-Nelwork:
(Applicable deduclibles 90% covered alter
and copays apply) Lab: Lab: Lab: Lab: deductible
SO0/visil S0Mvisit SO0/visit $O0Nisit
Xray: X-ray: Xeray: X-ray: Out-of-Network:
$50/visil $50/visit $50Mvisit $50MNisit 80% covered alter

Out-of-Network:
50% covered alter

Out-of-Nelwork:
60% covered alter

Qut-of-Network:
60% covered alter

Out-of-Network:
70% covered aller

deduclible

deductible deductible deductible deductible
MRIs (Complex Imaging) In-Network: In-Network: In-Network: In-Netwerk: In-Network:
Oulpatient $200/isit $200/visit $200Nvislt S125/visit 90% covered alter

Qut-of-Network:
50% covered after

Qut-of-Network:
% covered afler

Out-of-Netwark:
60% covered after

0Out-of-Network:
70% covered aller

deduclible

Out-of-Network:

deductible deductible deductible deductible 60% covered after
deduclible
Chiropractic In-Netwark: In:Network: In-Network: In-Network: In-Network:
(Subject to visit limits) $50/visit $50/visit $45/visit S40Nisit 90% covered alter
deductible
Out-of-Network: Out-of-Network: Out-of-Network: Qut-of-Nelwork:
50% covered aller 50%5 covered aller 602 covered alfter 70% covered aller Out-of-Network:
deductible deductible deductible deductible. B0% covered alter
deduclible
(Up to comblined $2.500 {Up to combined $2,500 (Up to combined $2,500 (Up 1o combined $2,500
cutpalient therapy oultpalient therapy oulpalient therapy oulpatlent therapy (Up to combined $2,500
maximum; up to 28 spinal maximum; up to 26 spinal maximum; up lo 28 spinal maximum; up to 26 spinal outpatient therapy

manlpulations) manipulations) manipulations) maniputations) maximum; up to 28 spinal
manipulations)
Physlcal Therapy and Speech In-Network: In-Network: In-Network: In-Network: In-Network:
Therapy $50/visit $50MNisit $45Mvisit S40Nisit 80% covered after
(Subject o visit limils) deductible
Out-of-Network: Out-of-Nelwork: Qut-of-Network: Out-of-Network:
50% covered alter %o covered after 60% covered aller 70% covered alter Out-of-Network:
deduclible deductible deduclible deductible 60% covered afler
deductible
(Up to combined $2,500 (Up to combined $2,500 (Up to combined $2,500 (Up lo combined $2.500
outpalient therapy outpatient therapy oulpatient therapy oulpalient therapy (Up 1o combined $2,500
maximum) maximum) maximum) maximum) outpalient therapy
maximum)
Mental Health
Mental Health — Inpatient In-Network: In-Network: In-Network: In-Network: In-Network:
70% covered aller 70%: covered after 80% covered aller 0% covered after 90% covered after
deductible deductible deduetible deductible

Out-of-Network:
50% covered aller

deduclible

Out-of-Network:
50% covered alter

Out-of-Nelwark:
60% covered afler

Out-of-Network:
70% covered alter

Out-of-Network:
60% covered afler

deductible deduclible deductible deductible deductible
Mental Health - Outpatient In-Nelwork: In:Netwaork: In-Network: In-Network: In-Network:

$50/visit $50/visit $451visit S$40/visit 90% covered alter
deduclible

Out-of-Network; QOut-of-Network: Out-of-Network: Out-of-Network:

50% covered 50% covered 60%s covered 70% covered Out-of-Network:
60% covered alter
deduclible

Substance Abuse




Substance Abuse — Inpatient

Substance Abuse — Outpatient

Retail Pharmacy ~ In-Newwork
(30-day supply if not specified)
Dollar amounts listed are
generic/lormulary brand/
non-formulary brand

Mall-Order Program — In-Network
(80-day supply il not specilied,
out-of-network not covered)

Dollar amounts listed are
generic/formulary brand/
non-formulary brand

Sell-Injectables

(Includes many specially drugs.
Call your carrier for more
information.)




Medical

BCBS HDHP 5000 HMSA PPO Tufts PPO 1000 Tufts'PPO 500 Triple'S PFO
Regional Plan Names BCBS HDHP 5000 HMSA PPO Tufts PPO 1000 Tufts PPO 500 Triple S PPO 100 PR
Plan Locations FL; nationally with the Blue | HI MA, NH, and R| MA, NH, and RI Puerto Rico
Card for employers based
in FL
Carrler Network FL: Blue Options; nationally. | Plan Name: Prelerred Tults Standard PPO Tults Standard PPO Triple S Network
through Blue Card Provider Plan Network Network
Plan Fealures
Calendar-Year Deductible In-Network: In-Network: In-Nelwork: In:Network: None
(Deductible applies where $5,000/person; Nona $1,000/person; $500/person;
specifically stated; doesn't apply $10,000/tamily $2,000/tamily $1,000/amily
to out-of-pocket expense maximum Qut-of-Nelwork:
unless olherwise slated) Out-of-Network: $100/person; Qut-of-Network: Out-of-Network:
$10,000/person; $300/tamily $1,000/person; $600/person;
$20.000/family $2,000/tamily $1,000/family
Calendar-Year Qut-of-Pocket In-Network: §2,500/parson; In-Nelwork: In-Network: None
Expense Maximum $5,000/person,; §7,500/Mamily $2,000/person; $1,600/person;
(Excludes deductible unless $10,000/amily $4,000/amily £3,000Hamily
otherwise stated)
Out-of-Network: 0Out-of-Network: Qut-of-Network:
$10,000/person; $2,000/person; $1,500/person;
$20,000/family £4,000/amily $3,000/amily
(Includes deduclible) (includes deductible and (includes deduclible and
coinsurance) coinsurance}
Lifetima Benefits Maximum Unlimited Unlimited Unlimited Unlimited Unlimited
Routine Health Malntenance
Prevenlive Care In:Network: In-Network: In:Network: In-Network: S5/visit
Well-woman 100%. covered 100%s covered 100% covered 1003 covered
Well-baby Spegialist/subspecialist:
Well-man QOut-of-Network: Prostate specific antigen | Out-of-Network: Qut-of-Network: S10/visit
(Includes annual Pap smear, B80% covered alter screening: 802% covered aller 80% covered aller
routine mammogram, and annual dedugtible 802 covered deductible deductible
proslate exam)
Out-of-Network:
70%s covered
Conlact carrier or refer to
your EGC for more details
Vislon Testing Not covered Not covered In-Network (through In-Network (through S10Misit
EyeMed Vision care EyeMed Vision care
provider): provider):
S$30/visil® $20/visil*
Out-of-Nelwork: Out-of-Network:
80% covered aller 80% covered alter
deductible deductible
(1 visit every 24 months) (1 visit every 24 months)
*Some services performed | *Some services performed
during a rouling office visit | during a rouline office visit
may be subject to the may be subject to the
deductible deductible
Hearlng Testing Discount only Hearing aid evaluation: Covered al PCP copay Covered at PCP copay 75% covered

In-Network:

(1 exam/policy year)

80% covered
Out-of-Network:
70% covered after
deductible
Physlclan & Hospital Services
Physlclan Office Visit In-Network: In-Network: In-Network: in-Network: S5/visit
1002% covered afler S12/visit $30/Nvisil S20Nisit Specialist/subspecialist:
deductible $10/visit
QOut-of-Network: Out-of-Network: Out-of-Network:
Out-of-Network: 70% covered alter 80% covered aller 80% covered after
80% covered alter deduclible deduclible deduclible

deductible




Surgery Oulpatient In-Network: In-Network: In-Network: In-Network: 100% cavered alter
100% covered after % covered (culling); 80% covered aller 90% covered aller deductible
deductible B0% covered (non-culling) | deduclible deductible
Out-of-Network: Out-of-Network: Qut-of-Netlwork: Out-of:Network:

% covered alter 70% covered alter 60% covered alter 70% covered alter
deductible deduclible deductible deduclible

Hospital Inpatient In-Network: In-Network: In-Network: In-Network: 1003 covered alter

Room and Board 100% covered alter 90% cavered 80% covered aller 80% covered alter $50/admission

Surgery deductible deductible deductible

Anesthesia QOut-of-Network:

Drugs/Supplies Qut-of-Network: 70% covered alter Qut-of-Netyork: Out-of-Network:

% covered alter deductible 60% covered after 70% covered aller
deductibla deductible deductible

Emergency Room In-Network: §76Mvisil In-Network: In-Network: $50/visit; S25/visit if

(Copay waived if admitled) 100% covered after $100/visit $100/visit recommended by
deductible Teleconsulla

Qut-of-Network: Qut-of-Network:
Out-of-Nelwork: S$100Nvisit $100/visit
100% covered alter
deductible

Urgent Care

In-Network:
1003 covered alter

Regular plan benefits for
oflice visit and/or hospital

Refer o specific Evidence
of Coverage for benefil

Refer 1o specilic Evidence

of Coverage for benefit

During ollice hours:
$5lvisit

deductible inpatient
Specialist/subspecialist:
Out-of-Network: S10Mvisit
80% covered alter
deductible Alter hours:
$20Nisit
Pregnancy & Maternily Care
Prenatal Care and Inpatient In-Network: In-Network: Inpatient: Inpatient: Visits:
100% covered alter Inpatient: In-Network: In-Network: $10
deductible 90% covered 80%; covered alter 90% covered after
deductible dedugtible Inpatient:
Out-of-Network: Outpatient: $12/visit 1002 after $50/admission
80% covered alter Out-of-Network: Out-of-Network:
deductible Qut-of-Network: 80%: covered alter 70% covered after
70%5 covered aller deductible deductible
deductible
Oulpatient: Quitpatient:
In-Nelwork: In-Network:
$30/visit* forup to 10 $20MNvisit* for up to 10
visits, then 100% covered visits, then 100% covered
Qut-of-Network: Out-of-Network:
%0 covered alter 80% covered alfter
deductible deductible
*Some services performed | "Some services performed
during a routine office visit | during-a routine oflice visit
may be subject lo the may be subject to the
deduclible deductible
Other Medical Services (Including Alternatlve Care)
X-Ray and Lab - OQutpatient In-Network: In:-Network: In-Nelwork: In-Network: 75% covered
(Applicable deduclibles 100% covered afler Inpatient: 80% covered after ©0% covered aller

and copays apply) deductible 90% covered deduclible , deductible
Out-of-Network: Oulpatient: Out-of-Network: Out-of-Network:
80% covered aller 80% covered % covered aller 70% covered aller
deductible deductible deductible
Out-of-Network:
708% covered after
deductible
MRIs (Complex Imaging) In-Network: In-Network: In-Network: In-Network: 75% covered (1 per
Qutpatient 100%5 covered aiter 80%6 covered 80% covered aller 90% covered alter analomic reglon/policy
deduclible deduclible deduclible year)
Qut-of-Network:
Out-of-Network: 70% covered alter Qut-of-Network: Out-of-Network:
80% covered aller deductible % covered alter 70% covered alter
deductible deductible deductible




Chiropractic
(Subject to visit limits)

In-Network:
100% covered alter
deductible

QOut-of-Network:
80% covered allter
deductible

(Up to combined $2,500
oulpatient therapy
maximum, up lo 26 spinal

Not covered

In-Netwaork:
80% covered aller
deductible

QOut-of-Network:
60% covered aller
deductible

(Up to 12 visitslyear;
combined in- and out-of-
network)

In-Network:
90% covered aller
deductible

QOut-of-Network:
70% covered alter
deductible

(Up to 12 visits/year,;
combined in- and out-of-
network)

S$10Nisit
S7/manipulation

(Up to 20 visitslyear;
combined with therapy
benefils)

manipulations)
Physical Therapy and Speech In-Network: In-Network: In-Network: In-Network: $71visit
Therapy 100% covered alter Inpatient: 80% covered after %o covered aller
(Subject to visit limits) degductible 90% covered deduclible deductible (Up to 20 visitslyear; |
combined wilh chirapractic
Out-of-Network: Qutpatient: Out-of-Network: Out-of-Network: benefils)
80% covered aller 80% covered 30% covared after 70% covered aller
deduglibie deductible deduclible
Out-of-Nelwork:
(Up to combined $2 500 70% covered alter (Physical therapy: 30 (Physlcal therapy: 30
outpatient therapy deduslible visitslyear; speech visitslyear; speech
maximum) therapy: na limit) therapy: no limit)
Mental Health
Mental Health - Inpatient In-Network: In-Network: In-Network: In-Network: 1003 after $50/admission
100% covered aller 90% covered 80% covered aller 90% covered afler
deductible deductible deductible

Out-of-Network:

Out-of-Network:
70% covered alter

Out-of-Network:

Out-of-Network:

B80% covered alter deduclible: 60% covered alter 70% covared aller
deductible deduclible deductible

Mental Health — Outpatient In-Network: In-Network: In-Network: In-Network: Individual therapy:
100%5 covered after S12lvisit $30/visit* $204/visit® S10Misit
deduclible

Out-of-Network: Qut-of-Nelyork: Out-of-Nelwork: Group lherapy:

Out-of-Network: 70% covered aller 80% covered alter 80% covered aller S5/visil
B0% covered alter deductible deductible deductible

deduclible

*Some services performed
during a routine office visit
may be subject to Lhe
deductible

*Some services perormed
during a routine office visit
may be subject to the
deduetible

(Group therapy: up 1o 5
visits/policy year)

Substance Abuse

Substance Abuse - Inpatient In-Network: In-Network: In-Network: In-Network: 100%: alter $50/admission
100% covered aller 90% covered 80% covered afler 20% covered alter
deductible deduclible deduclible (Maximum 30 daysipolicy
Out-of-Nelwork: year)
0Out-of-Network: 70% covered afler Out-of-Network: Out-of-Network:
80% covered alter deductible 60% covered alter 70% covered alter
deductible deduclible deductible
Substance Abuse - Outpatient In-Network: In-Network: In:Network: In-Network: Individual therapy:
100% covered aller Si12/visit 530/visit* $20/visit* S10/visit
deductible
Out-of-Network: Out-of-Network: Out-of-Nelwork: Group therapy:
Out-of-Network: 70% covered after 80% covered aller 80% covered alter S5/visit
80°% covered aller deduclible deductible deductible
deductible (Group therapy: up to 5
*Some services performed | *Some services perlormed | visits/policy year)
during a routine office visit | during a routine oflice visit
may be subjest 1o the may be subject to the
deductible deductible
Prescription Druags
Retall Pharmacy — In-Network 100% afler deductible $71330/365 $15/330/550 $15/530/850 $5/515/20% of prescription
(30-day supply it not specified) cosl; $20 minimum
Dollar amounts listed are
genericflormulary brand/ (Up to a 15-day supply for
non-formulary brand acule prescriptions)
Mail-Order Program — In-Network | 100% alter deductible S11/365/5170 $30/560/5100 $30/580/5100 $10/530/20% of prescription
(90-day supply il not specilied; cosl; $40 minimum
out-of-nelwork not covered)
Dollar amounts listed are
genericformulary brand/
non-farmulary brand
Self-Injectables 100% after deduclible Coverage varies according | Cost varies depending on Cosl varles depending on 20% of prescriplion cost,

(Includes many specialty drugs.
Call your carrier for more
information.)

1o the drug — contacl HMSA
for more delails

injectable — refer lo specific
Evidence of Coverage for
benetit

injectable - refer to specific
Evidence of Coverage for
beneit

up lo $100/prescription with
prior authorization




Medical

Reglonal Plan Names

Aetna Indemnity

Aetna Indemnily

Aetna POS East

Noriheast and Mid-Allantic

Aetna HRA 2500

Aetna HRA 2500

Aetna AZ HMO 30

Aelna AZ HMO 30

Aetna AZ HMO 20

Aetna AZ HMO 20

Plan Localions

Nationwide - Limited
counties

CT, DC, DE, MD, NY, NJ,
PA, VA, WV

Nalionwide, excepl AK, CA,
HI, ID, ME, MT, NE, 8D,
WY

AZ

AZ

Carrier Network Not applicable Managed Choice POS Open | Managed Cholce POS Open | HMO Open Access HMO Open Access
Access Access
Plan Features
Calendar-Year Deductible $300/person; In-Network: In-Network: $1,000/person; None
(Deduclible applies where $200/family None $2,500/person; $2,000/family
specifically stated; doesn't apply $5,000family
to out-of-pocket expense maximum Out-of-Network:
| unless olherwise slaled) $300/person; Out-of-Network:
$600/tamily $4,000/person;
$12,000/amily
Calendar-Year Out-of-Pocket $2,000/person; In-Network: In-Network: $3,000/person; $2,000/persan;
Expense Maximum $6,000/amily $1,000/person; $1,000/person; $6,000/family $4,000/family
{Excludes deduclible unless $2,000/amily $2,000/family

otherwise slated) {Includes deductible)
Out-of-Network: Qut-of-Network:
$3,000/person; $1,000/person;
$6,000/amily $3,000/tamily
Lifetime Benefits Maximum Unlimited Unlimited Unlimited Unlimited Unlimited
Routine Health Malntenance
Preventive Care 100% covered In-Network: In-Nelwwork: 100% covered 100% covered
Well-woman 100% covered 100% covered
Well-baby
Well-man Out-of-Network: Out-of-Network:
(Includes annual Pap smear, 70% covered after 70% covered alter
rouline mammogram, and annual deductible deductible
prostate exam)
‘ Vislon Testing Contact Aetna to confirm Contact Aetna to confirm Contact Aetna to confirm Not covered Not covered

benefils

benefits

benelits

Hearing Testing 100% covered In-Network: In-Network: Subject to rouline physical | Subject to routine physical
100% covered 100% covered exam cosl sharing exam cosl sharing
Out-of-Network: Out-of-Nelwork: Hearing Ald: Hearing Aid:
70% covered after 70% covered alter Not covered Not covered
deductible deductible
(1 exam per 24 months)
Physiclan & Hospital Services
Physician Office Visit 80% covered alter In-Network: In-Network: $30/visit $20/visit
deductible $15/Mvisit 90% covered afler Specialist: Specialist:
Specialist: deduclible S45/visil $a5MNvisit
$30MNvisit
Qut-of-Network:
Out-of-Network: 70% covered aller
70% covered after deduclible
deductible
Surgery Outpatient 80% covered afler In-Network: In-Network: 80% covered aller 1003 alter $250/visit
deductible 90% covered 80% covered alter deductible
deductible
Out-of-Network:
70% covered after Out-of-Network:
deductible 70% covered after
deductible
Hospital Inpatient 80% covered alter In-Network: In-Network: 80% covered aller 100% covered alter

Room and Board
Surgery
Anesthesia
Drugs/Supplies

deduclible

100% covered allter
$250/continement

Qut-of-Network:
70% covered aller
deductible

20% covered after
deductible

Out-of-Network:
70% covered after
deduclible

deduclible

$250/admission




Emergency Room 80% covered after In-Network: In-Netlwork: $150/visit $100/visit
(Copay waived if admilled) deductible $751visit 90% covered aller
deductible
Out-of-Network:
S$75/visit Out-of-Nelwork:
%o covered after
deductible
Urgent Care 80%s covered after In-Network: In-Network: S§75Mvisit $50/visit
deduclible $25/visit 90% covered alter ¢
deductible
Out-of-Network:
70% covered aller Out-of-Netwark:
deduclible 70% covered after
deduclible
Pregnancy & Maternity Care
Prenatal Care and Inpatient BO% covered alter In-Network: In-Network: Visils: Visils:
deductible $30 for initia! visit, then 80% covered after $45 for initial visit, then $35 for initial visit, then
$250 copay/confinement; deduclible 100% covered 100% covered
delivery charges covered
90% Out-of-Network: Inpatient: Inpatient:
70% covered after 80% covered aller 100% covered aflter
Out-of-Network: deductible deductible $250/admission
70% covered alter
deductible
Other Medlcal Services (Including Alternative Care)
X-Ray and Lab ~ Outpatient 80% covered alter In-Network: In-Network: Diagnoslic X-ray: Diagnoslic X-ray.
(Applicable deductibles deductible $30/visit 90% covered alter $45Nisit $35/visit
and copays apply) deduclible
Qut-of-Network: Lab: 1003 covered Lab:
70% covered aller Qut-of-Network: 100%: covered
deductible 70% covered alter
deduclible
MRIs (Complex Imaging) B03% covered after In-Network: In-Network: $150/visit $150Mvisil
Outpatlent deductible $30/visit 90% covered alter
deductible
QOut-of-Network:
70% covered after Out-of-Network:
deduclible 70% covered alter
deductible
Chliropractic 80% covered aller In-Network: In-Network: $451visit $35/visit
(Subject to visit limits) deductible $30/visit 90% covered after
deductible (Up to 20 visits/calendar (Up to 20 visits/calendar

Out-of-Network:
70% covered after

Qut-of-Network:

year)

year)

deductible 70% covered after
deductible
Physlical Therapy and Speech 80% covered after In-Network: In-Network: $451visit $35/visit
Therapy deductible $30/visit 90% covered aller

(Subject to visit limits)

Out-of-Nelwork:
70% covered after
deduclible

deductible

QOut-of-Network:
70% covered alter

(Up to a 60-day
canseculive period of
treatment per incldent of
illness or injury beginning

(Up to a 60-day
consecutive period of
trealment per incident of
lllness or injury beginning

deductible with the first day of with the first day of
{Up to 60 visits/year) treatment) lrealment)
Mental Health
Mental Health — Inpatient 80% covered after In-Network: In-Network: 80% covered afler 100% cavered alter
deductible 90% covered 90% covered after deductible $250/admission
deduclible
Out-of-Network:
70% covered after Out-of-Network:
deduclible 70% covered after
deductible
Mental Health ~ Outpatient 80% covered afler In-Network: In-Nelwark: $45Nisit $35Nisit
deductible 100% covered 90% covered alter
deduclible
Out-of-Network:
70% covered alter Out-of-Network:
deductible 70% covered alter
deductible

Substance Abuse




Substance Abuse - Inpatient 80% covered alter In-Nelwark: In-Network: 80% covered aller 100% covered after
deductible 90% covered 80% covered alter deductible $250/admission
deduclible
Qut-of-Network:
70% covered after Out-of-Network:
deduclible 70% covered after
deduclible
Substance Abuse — Qutpatient 80% covered after In-Network: In-Network: $45Mvisit $35/visit
deductible 100%5 covered 90% covered after
deductible
Out-of-Network:
70% covered alter Out-of-Network:
deduclible 70% covered aller
deduclible
Prescription Drugs
Retall Pharmacy — In-Network $10/330/350 $15/525/340 $10/$35/360 afler $10/$30/360 $10/530/550
(30-day supply if not specified) deductible
Dollar amounts lisled are
genericflormulary brand/
non-formulary brand
Mail-Order Program — In-Network | $20/360/3100 $30/550/580 $20/570/5120 after $20/360/5120 $20/560/5100
(90-day supply it not specilied; deductible
out-of-network not covered)
Dollar amounts listed are
generic/formulary brand/
non-formulary brand
Self-Injectables 30% of prescription cost, 30% of prescriplion cost, 50% of prescription cost, Third tier copay applies — Third tier copay applies —

(Includes many specially drugs.
Call your carrier lor more
Information.)

up to $150/prescription,
with prior authorization

up lo $150/prescription, with
prior aulhorization

up to $250/prescription, with
prior authorization, after
deductible

refer lo your COC for
further details

refer to your COC for

further delails




Medical

Blue Shield HMO 30

Blue Shleld HMO 20

Kaiser CA HMO 30

Kaiser CA HMO 20

Aelna CO' HMO 30

Reglonal Plan Names Blue Shield HMO 30 Blue Shield HMO 20 Kalser CA HMO 30 Kaiser CA HMO 20 Aetna CO HMO 30
Plan Locatlons CA CA CA CA co

Carrier Network Access+ HMO Access+ HMO Kaiser HMO Kaiser HMO HMO Open Access
Plan Fealures

Calendar-Year Deductible None None $1,000/person; Nane $1,000/person;
(Deductible applies where $2,000/tamily $2,000/family
specilically staled; doesn't apply

1o out-of-pocket expense maximum

unless otherwise slaled)

Calendar-Year Out-of-Pocket $2,000/person; $2.000/person; $2,000/person; $1,500/person; $3,000/persen;
Expense Maximum $4,000/Tamily $4,000/amily $4,000/amily £3,000/1amily $6,000/family
(Excludes deductible unless

otherwise slated) (includes deduclibie) (Includes deductible)
Lifetime Benefits Maximum Unlimited Unlimited Unlimited Unlimited Unlimited

Routine Health Maintenance

Preventive Care 100% covered 100% covered 1009% covered 100%, covered 100% covered
Well-woman

Well-baby

Well-man

(Includes annual Pap smear, L

rouline mammogram, and annual

prostate exam)

Vislon Testing Covered under prevenlive | Covered under prevenlive | 100%: covered 100% covered preventive Net covered

care with applicable
copay/visit

care with applicable
copay/visit

only

Hearing Testing

Covered under preventive
care with applicable

Covered under prevenlive
care with applicable

100% covered

100% covered preventive
only

Subject to routine physical
exam coslt sharing

copayl/visit copay/visit
Hearing Aid:
$45/isit
(Up to age 18; initial and
replacement aids not
covered more frequently
than every live years)
Physician & Hospital Services
Physician Office Visit PCP: PCP: $30/visit S20/visit $30/visit
$30/visit $20/visit Specialist: Specialist: Specialist:
Specialist: Specialist: $45/visit $35/visil S45/visit
S45/Nvisit $35/visil
Surgery Outpatient Hospital: Hospital: 80% covered after $35/procedure % cavered after
100% covered after 100% covered afler ‘deductible deduclible
$300/surgery $150/surgery

Ambulatory center:
100% covered afler

Ambulatory cenler:
100% covered after

5150/surgery $100/surgery
Hospital Inpatient 100% covered after 100% covered alter 80% covered after 100% covered alter 803% covered after
Room and Board $500/admission $350/admission deductible $250/admission deductible
Surgery
Anesthesia
Drugs/Supplies
Emergency Room S$150Nisit $100/visit 80% covered after $100/visit $150/visit
(Copay waived if admilted) deduclible
Urgent Care Within service area: Within service area: $30/visit $20MNisit $75Mvisil
$30/visit $20/visit
After hours PCP Visit:
Qutside of service area; Qulside of service area: $35/visil

$50/visit

$50/visit

Pregnancy & Maternily Care




Prenatal Care and Inpatient Prenatal: Prenalal: Visits: Visils: Visits:
100% covered 100% covered 100% covered 100% covered $45 for initial visit, then
100% covered
Inpatient: Inpatient: Inpatient: Inpatient:
100% covered aller 1003% covered aller 80% covered after 100% covered alter Inpatient:
$500/admission $350/admission deductible $250/admission 80% covered after
deductible
Other Medical Services (Including Alternative Care)
X-Ray and Lab - Qutpatient 100% covered 100% covered $10/encounter after 100%: covered Diagnostic X-ray and Lab:

{Applicable deduclibles
and copays apply)

deductible

$45/visit

MRIs (Complex Imaging) 100% covered 100% covered $50 per procedure aller 100% covered S150/visit
Qutpatlent deductible
Chiropractic $45/visit $35Nisit $15/visit $15/visit S45/visit

(Subject to visit limits)

(Up to 30 visits/year)

(Up to 30 visitslyear)

(Up to 20 visits/calendar
year)

(Up to 20 visits/calendar
year)

(Up to 20 visits/calendar
year)

Physical Therapy and Speech
Therapy
(Subject 1o visit limits)

$30Nisit

$20/visit

$30/visit after deductible

$20Nisit

S45/visit

(Up to a 60-day .
consecutive period of
treatment per incident of
iliness or injury beginning
with the first day of
treatment)

Mental Health

Mental Health = Inpatient

100% covered after
$500/admission

1009% covered alter
$350/admission

80% covered after
deduclible

100% covered aller
$250/admission

80% covered aller
deductible

Mental Health -~ Outpatient

$30/visit

$20/visit

Individual session:
$30/visit

Group session:
S15Mvisit

Individual session:
$20Mvisil

Group session:
S10Mvisit

$45/Mvisit

Substance Abuse

Substance Abuse - Inpalient

100% covered aller

100% covered alter

80% covered after

100% covered afler

80% covered after

$500/admission $350/admission deductible $250/admission deduclible
Substance Abuse ~ Outpatient $30/visit $20/visit Individual sesslon: Individual session: $45/visit
$30/visil $20Nisit
Group session: Group session:
$5ivisit S5/vislt
Prescription Drugs
Retail Pharmacy — In-Network $10/335/550 $10/535/5850 Up to 30-day supply: $10/535/ull retail $10/330/360
(30-day supply if not specified) $10/535/ull retail
Dollar amounts listed are
generic/formulary brand/ 31- to 60-day supply:
non-formulary brand $20/570/Mull retail
61- to 100-day supply:
$30/5105/ull retail
Mail-Order Program — In-Network | $20/570/5100 $20/570/5100 Up to a 30-day supply: $20/570/{ull retall $20/360/5120

(90-day supply il not specilied,;
out-of-network not covered)
Dollar amounts listed are
generic/formulary brand/
non-formulary brand

$10/535/ull retail

31- to 100-day supply:
$20/570Aull retail

(Up to 100-day supply)

Self-Injectables

(Includes many specially drugs.
Call your carrier for more
information.)

20% of prescription cost,
up to $150/prescription,
with prior authorization

20% of prescriplion cost,
up lo $150/prescription, with
prior aulhorizalion

Coverage varies according
1o the drug — contact Kaiser
for mere details

Coverage varies according
to the drug — contact Kalser
for more details

Third tier capay applies —
refer to your CQC for
further details




Medical

Aetna CO HMO 20 Kaiser CO HMO 30 Kalser CO HMO 20 Aetna CT HMO 30 Aetna CT HMO .20
Reglonal Plan Names Aelna CO HMO 20 Kaiser CO HMO 30 Kaiser CO HMO 20 Aetlna CT HMO 30 Agtna CT HMO 20
Plan Locations co co Cco CT CcT
Carrler Network HMO Open Accass Kaiser HMO Kalser HMO HMO Open Access HMO Open Access
Plan Features
Calendar-Year Deductible None §1,000/person; None $1,500/person; None
(Deductible applies where $2,000amily $3,000ffamily
specifically stated; doesn't apply
to out-of-pocket expense maximum
unless otherwise stated)
Calendar-Year Out-of-Pocket §2,000/person; $2,000/person; $2,000/person; $3,000/person; $2,000/person;
Expense Maximum $4,000/family $4,000/family $4,000/amily $6,000/family $4,000/amily
(Excludes deductible unless
otherwise slaled) (Includes deductible)
Lifetime Benefits Maximum Unlimited Unlimited Unlimited Unlimited Unlimited
Routine Health Malntenance I
Preventive Care 100% covered 100% covered 100%: covered 100% covered 100% covered
Well-woman .
Well-baby
Well-man
(Includes annual Pap smear,
routine mammogram, and annual
proslate exam)
Vision Testing Not covered $30/visit S$20Nisit Not covered Not covered
Specialist: Specialist:
S$45/visit $35/visit
Hearlng Testing Subject to routine physical | $30/visit $20/visit Subject lo routine physical | Subject to rouline physical
exam cost sharing exam cosl sharing exam cost sharing
Hearing Ald: Hearing Aid: Hearing Aid:
$35 Up to $1,000 within 24- Up t6 $1,000 within 24-
menth period, for those monlh period, for those
(Up to age 18; initial and under 12 years of age under 12 years of age
replacement aids not
covered more frequenlly
than every five years)
Physician & Hospital Services
Physician Office Visit $20/visit $30/visit $20Nisit $30Mvisit $20/visit
Speciallst: Specialist: Specialist: Specialist:
$35/visit Specialist: $35/visit S45/visit S35/visit
S45/visit
Surgery Outpatient 100% covered after 80% covered after S$100Mvisit 100% covered after 100% covered afller

$250Nisil

deductible

deductible and $400/viist

$250/visit

Hospital Inpatient

100% covered after

80% cavered after

100% covered after

100% covered aller

100% covered after

Room and Board $250/admisslon dedugtible $250/admission deductible and $400/day for | S250/admissien
Surgery first 5 days
Anesthesla
Drugs/Supplies
Emergency Room S100/visit $150/visit $100/visit $150/visit $100/visit
(Copay waived If admitted)
{Procedure performed in
ollice may be 80%
covered after deductible)
Urgent Care $50/visit $75Nisit $50/visit S$75Nisit S50/visit

Alter hours PCP Visit:
$25/visit

Pregnancy & Maternity Care




Prenatal Care and Inpatient

Visils:
$35 for initial visit, then
100% covered

Inpatiant:
1003 covered afler
$250/admission

Visits:
100% covered

Inpatient:
80% covered aller
deduclible

Visits:
100% covered

Inpatient:
100% alter $250/admission

Visils:
$45 for initial visit, then
100% covered

Inpatient:

100% covered alter
deductible and $400/day for
first 5 days

Visits:
$35 for initial visit, then
100% covered

Inpatient:
100% covered after
$250/admission

Other Medical Services (Including

Alternative Care)

X-Ray and Lab - Oulpatient

Diagnoslic X-ray:

80% cavered after

Diagnoslic: 100% covered

Diagnostic X-ray:

Diagnostic X-ray:

(Applicable deduclibles $35/visit deduclible Therapeutic: $35/visit $45/visit $35/visit
and copays apply)

Lab: Lab:

100% covered 100% covered
MRIs (Complex Imaging) S$150/visit 809% covered after 100% covered $75MNisit S75/visit
Qutpatient deductible
Chiropractic $35/visit $451visit £35/visit $45/visit $35/visit

{Subject to visit limits)

(Up 1o 20 visits/calendar
year)

(Up to 20 visits/calendar
year)

(Up to 20 visits/calendar
year)

(Up to 20 visitslcalendar
year)

(Up to 20 visits/calendar
year)

Physical Therapy and Speech
Therapy
{Subject to visit limits)

$35/visit

(Up 1o a 80-day
consecutive period of
treatment per incident of
illness or injury beginning
with the first day of
treatment)

$30/visit

(Up te 20 visitsftherapy
year)

S20/visit

(Up to 20 visits/therapy
year)

$45/visit

(Up to a 60-day
conseculive period of
treatment per incident of
illness or injury beginning
with the first day of
treatment)

§35/visit

(Up to a 60-day
conseculive period of
treatment per incident of
illness or injury beginning
wviith the first day of
trealment)

Mental Health

Mental Health — Inpatient

100% covered alter

80% covered after

100% covered after

100% covered alter

100%: covered aflter

$250/admission deductible $250/admission deductible and $400/day for | $250/admisslon
first 5 days
Mental Health — Outpatient $35/visit Individual session: Individual session: $45/visit $35/Nisit

§30MNisit

Grougp session:
S15/visit

$20/visit

Group session:
$101visit

Substance Abuse

Substance Abuse - Inpatient

100% covered after

80% covered afler

100% covered aller

100% covered afler

100% covered alter

$250/admission deductible $250/admission deductible and $400/day for | $250/admission
first 5 days
Subslance Abuse — Qutpatient $35/Nisit Individual session: Individual session: S45hvisit $35/visit
$30MNvisit $20/visit
Group session: Group session:
$15/visit $10/visil
Prescription Drugs
Retall Pharmacy - In-Network $10/$30/550 $10/530/350 $10/530/350 $10/520/540 $10/520/335
(30-day supply if not specified)
Dollar amounts listed are 4
generic/formulary brand/
non-formulary brand
Mail-Order Program — In-Network | $20/560/5100 $20/560/5100 $20/360/3100 $20/540/580 $20/540/570

(80-day supply if not specilied;
out-of-network not covered)
Dollar amounts listed are
generic/formulary brand/
non-formulary brand

Self-Injectables

(Includes many specialty drugs.
Call your carrier for more
information.)

Third tier copay applies —
refer to your COC for
{urther details

80% covered, up to
$250/prescriptionfill

80% covered, up to
$250/prescriptionfill

Third tier copay applies —
refer to your COC for
further detalls

Third tier copay applies —
refer to your COC for
further details




Medical

Aetna DC HMO 30

Aetna DC'HMO 20

Kaiser HMO 25 -
DC/MD/VA

Kaiser HMO 20 ~
DC/MD/VA

Aetna FL HMO 30

Regional Plan Names Aetlna DC HMO 30 Aetna DC HMO 20 Kalser HMO 25 — Kaiser HMO 20 — Aetna FL HMO 30
DCIMDIVA DC/MDIVA .
Plan Localions DeC DC DC/MDIVA DC/MDIVA FL
Carrier Network HMO Open Access HMO Open Access Kaiser HMO Kaiser HMO HMO Open Access
Plan Features
Calendar-Year Deductible $1,000/person; None $1,000/person; None $1,000/person;
(Deductible applies where $2,000/family $2,000/tamily $2,000/tamily
specifically stated; doesn't apply
to out-of-packel expense maximum
unless otherwise stated)
Calendar-Year Out-of-Pocket $3,000/person; $2,000/person; £3,000/person; $2,000/person; $3,000/person;
Expense Maximum $6,000/amily $4,000Mamily $6,000/family $4,000/family $6,000/amily
(Excludes deductible unless
otherwise stated) (Includes deductible) (Includes deductible)
Lifetime Benefits Maximum Unlimited Unlimiled Unlimited Unlimited Unlimited
Routine Health Maintenance
Preventive Care 100% covered 100% covered 1003% covered 100%% covered 100% covered
Well-woman
Well-baby
Well-man
(Includes annual Pap smear,
routine mammogram, and annual
prostate exam)
Vislon Testing $45MNisit $35/visit S25/visit $20/visit Not covered
Speciallst: Specialist:
$35M:isit $35/visil
Hearing Testing Subject to routine physical | Subject to routine physical | $25/visit $20Nisit Subject to routine physical
exam cosl sharing exam cost sharing Specialist: Specialist: exam cosl sharing
$35/Nisit $35/visit
Hearing Ald: Hearing Aid: Hearing aid:
Not covered Nat covered Not covered
Physician & Hospl'tal Services
Physician Office Visit $30MNvisit $20/Mvisit $256/visit S20/Nisit $30Mvisit
Specialist: Speclalist: Specialist: Specialist: Specialist:
$45/visit $35MNisit $35/visit $35/visit S$45/visit
Surgery Outpatient 80% covered after 100% covered aller 80% covered after $35/procedure 80% covered alter

deductible

$250/visit

deductible

deductible

Hospital Inpatient

% covered alter

100% covered afler

80%: covered aller

100% covered aller

80% covered alter

Room and Board deduclible $250/admission deductible $2b0/admission deductible
Surgery
Anesthesia
Drugs/Supplies
Emergency Room $150/visit £100/visit $75Mvisit $50/visit $150/visit
(Copay waived if admilted)
Urgent Care S75/visit $50/visit $35/visit $35/visil $75MNvisit
Pregnancy & Maternlly Care
Prenatal Care and Inpatient Visits: Visils: Visits: Visits: Visits:
$45 for initial visit, then §35 for initial visil, then 100% covered 100% covered $45 for inilial visit, then
100%s covered 100% covered 100%% covered
Inpallent: Inpatient:
Inpatient: Inpatient: 80% covered after 100%: covered after Inpatient:
80% covered alter 100% covered alter deductible $250/admission B0% covered allter
deductible $250/admission deductible
Other Medlical Services {Including Allernative Care)
X-Ray and Lab - Outpatient Diagnostic X-ray: Diagnostlic X-ray: 80% covered alter 100%s covered Diagnoslic X-ray:

(Applicable deductibles
and copays apply)

$45Nisit

Lab:
100% covered

$35/visit

Lab:
100% covered

deduclible

$45/visil

Lab:
100% covered




MRIs (Complex Imaging) §75/visit $751visil 80%: covered after 100%5 covered $150/Nisit

Qutpatient deductible

Chiropractic S45/Mvisit $35/visit Not covered Not covered $45hvisit

(Subject to visit limits)
(Up to 20 visits/calendar (Up to 20 visits/calendar (Up to 20 visitsfcalendar
year) year) year)

Physical Therapy and Speech $45Nvisit $35/visit $35/visit $35Nisit $45/visit

Therapy

(Subject to visit limits) (Up 1o a 60-day (Up to a 60-day (Up to a 60-day

conseculive period of
treatment per incident of
iliness or Injury beginning
with the first day of
treatment)

conseculive period of
treatment per incident of
illness or injury beginning
with the first day of
trealment)

consecutive period of
treatment per incident of
iliness or injury beginning
with the first day of
treatment)

Mental Health

Mental Health — Inpatient

809 covered after

100% covered alter

80% covered aller

100% covered aller

80% covered alter

deductible $250/admission deductible $250/admission deduclible
Mental Health — Outpatient Visits 1-40: Visits 1-40: individual session: Individual session: $45/visit

$25/visit $25/visil $25/visit $20Nisit

Visits 41+ Visits 41+: Group session: Group session:

S40/visil $35/visit $12ivisit S10Mvisit

Substance Abuse

Substance Abuse - Inpatient

80% covered aller

100% covered aller

80% covered afler

100% covered alter

80% covered after

deductible $250/admission deductible- $250/admission deductible
Substance Abuse - Qutpatient Visils 1-40: Visits 1-40: Individual session: Individual sassion: $45/visit
S$25/visit $25/visit S251visit $20MNisit
Visits 41+ Visils 41+: Group session: Group session:
$40/visit $35/Mvisit S12/visit S10Nisit
Prescription Drugs
Retall Pharmacy — In-Network $10/530/560 $10/$30/550 Plan pharmacy: Plan pharmacy: $10/530/560
(30-day supply if not specilied) $20/330/345 510/330/350
Dallar amounts listed are
generic/formulary brand/ Participating network Network pharmacy:
non-fermulary brand pharmacy. $30/550/375
$30/550/565
Mail-Order Program — In-Nelwork | $20/360/5120 $20/560/3100 $18/528/343 $8/528/348 $20/560/8120
(20-day supply if not specified;
out-of-network not covered) 90 day supply $36/356/386 | 90 day supply $16/556/$95
Dellar amounts listed are
generic/fformulary brand/
non-fermulary brand
Self-Injectables Third tier copay applies — Third tier copay applies — Coverage varies according | Coverage varies according | Third tier copay applies —

{Includes many specially drugs.
Call your carrier for more
information.)

refer to your CQOC for
further details

refer to your COC for
further details

to the drug — conlact Kaiser

for more details

lo the drug — contact Kaiser

for more details

refer to your COC for
{further details




Medical

Aetna FL. HMO 20 BCBS HMO 30 BCBS HMO 20 Aetna GA 30 Aetna GA HMO 20
Reglonal Plan Names Aetna FL HMO 20 BCBS HMO 30 BCBS HMO 20 Aelna GA HMO 30 Aetna GA HMO 20
Plan Locallons FL FL; nationally with the Blue | FL; nationally with the Blue | GA GA

Card for employers based Card for employers based
in FL in FL

Carrier Network HMO Open Access Blue Care Blue Care HMO Open Access HMO Open Access
Plan Features
Calendar-Year Deduciible None $1,000/person; None $1,000/person; None
(Deductible applies where $2,000/family $2,000/family
specifically staled, doesn'l apply
to out-of-pockel expense maximum
upless olherwise stated)
Calendar-Year Out-of-Pocket $2,000/person; $3,000/person; §2,000/person; $3,000/person; $2,000/person;
Expense Maximum $4,000/family $6,000/amily $4,000/family $6,000/family $4,000/family
(Excludes deductible unless
otherwise slaled) (Includes deductible) (Includes deductible)
Lifetime Benefits MaxImum Unlimited Unlimited Unlimited Unlimited Unlimited
Routlne Health Maintenance
Preventive Care 100% covered 100% covered 100% covered 100% covered 100% covered
Well-woman
Well-baby
Well-man
(Includes annual Pap smear,
routine mammogram, and annual
prostate exam)
Vision Testing Not covered Not covered Not covered Nol covered Not covered

Hearing Testing

Subject to routine physical
exam cost sharing

Discount only

Discounl only

Subject to routine physical
exam cost sharing

Subject lo routine physical
exam cost sharing

Hearing aid: Hearing aid: Hearing aid:

Not covered Not covered Not covered
Physician & Hospital Services
Physician Office Visit S20/visit $30Nisit $20/visit $30/visit S20Nisit

Specialist: Specialist: Specialist: Specialist: Specialist:

$356/visit S45/Mvisit $35/visit $45Misit $35/visit
Surgery Qutpatient 100% covered alter 809 covered after S$100Nisit 80% covered after 100% covered after

$250/visit

deductible

deductible

$250/visit

Hospital Inpatient

100% covered alter

803> covered aller

100% covered after

80% covered after

100% covered after

Raom and Board $250/admission deduclible $250/admission deductible $250/admission
Surgery
Anesthesia
Drugs/Supplies
Emergency Room $100/visil $150/visit $5100/visit $150/visit ' $100Nisit
(Copay waived if admitted)
Urgent Care $50/Nvisit S75/Visit $50/visit $75Mvisit $50/visit
Pregnancy & Maternity Care
Prenatal Care and Inpatient Visits: Initial visit: Initial visit: Visits: Visits:
$35 for initial visit, then $45 $35 $45 for initial visit, $35 for initial visit,
100% covered then 100% covered then 100% covered
Inpatient: Inpatient:
Inpalient: 80% covered after 1003 cavered aller Inpatient: Inpatient:
100%a covered after deductible $250/admission 80% covered alter 100% covered after
$250/admission deductible $250/admission
Other Medical Services (Including Alternative Care)
X-Ray and Lab — Qutpalient Diagnostic X-ray: 100% covered 100% covered Diagnostic X-ray: Diagnoslic X-ray:
(Applicable deductibles $35/visit $45/visit $35/visit
and copays apply)
Lab: Lab: Lab:
100% covered 100% covered 100% covered
MRIs (Complex Imaging) $150Mvisit %o covered alter $100Nvisit $150/visit $150/visit

Oulpatient

deduclible




Chiropractic $35/visil $45/visil $asMisit S45/visit $35/visit

(Subject to visit limits)
(Up to 20 visits/calendar (Authorization required) (Authorization required) (Up to 20 visits/calendar (Up to 20 visitslcalendar
year) year) year)

Physlcal Therapy and Speech $35/MNisit $45/visit $35/visit S45/visit $35/visit

Therapy

(Subject to visit limits) (Up to a 60-day (Authorization required) (Authorization required) (Up to a 60-day (Up to a 60-day

conseculive period of
trealment per incident of
iliness or injury beginning
with the first day of
treatment)

consecutive period of
trealment per incident of
lliness or injury beginning
with the first day of
treatment)

conseculive period of
trealment per incident of
illness or injury beginning
with the first day of
trealment)

Mental Health

Mental Health — Inpatient

1003 covered after
$250/admission

80% covered aller
deductible

100% covered aller
$250/admission

80% covered alter
deductible

100% covered alter
$250/admission

Mental Health - Quipatient

$35Mvisit

$45/Nvisit

$35hvisil

$45/visil

$36/Nisit

Substance Abuse

Substance Abuse - Inpatient

1003% covered aller

80% covered alter

100% covered after

80% covered after

100%: covered alter

$250/admission deduclible $250/admisslon deductible $250/admission
Substance Abuse ~ Outpalient $35Nisit $45/visit $35/visit S$45/isit S$35/visil
Prescription Drugs
Retall Pharmacy — In-Network $10/830/550 $10/340/360 $10/535/550 $10/530/360 $10/530/$50
(30-day supply if not specified)
Dollar amounts listed are
generic/formulary brand/
non-formulary brand
Mall-Order Program — In-Network | $20/360/5100 $20/380/3120 $20/570/5100 $20/$60/5120 $20/$60/$100

(90-day supply il not specilied;
oul-ol-nelwork not covered)
Dollar amounts listed are
generic/formulary brand/
non-foermulary brand

Self-Injectables

{Includes many specially drugs.
Call your carrier for more
information.)

Third tier copay applies —
refer to your COC for
further details

20% of prescription cost,
up to $150

20% of prescription cost,
up lo $150

Third lier copay applies —
refer to your COC for
further details

Third tier copay applies —
refer to your COC for
further details




Medical

Kalser GA HMO 30

Kaiser GA HMO 2

Kalser

Aetna IL HMO 30

Reglonal Plan Names Kaiser GA HMO 30 Kaiser GA HMO 20 Kalser HI HMO Aelna IL HMO 30 Aetna IL HMO 20
Plan Locations GA GA HI L [
Carrier Network Kalser HMO Kaiser HMO Kaiser HMO HMO Open Access HMO Open Access
Plan Features
Calendar-Year Deductlble $1,000/person; None None $1,000/person; None
(Deductible applies where $2,000/iamily $2,000/family
specifically stated; doesn't apply
to out-of-packet expense maximum
unless otherwise slated)
Calendar-Year Out-of-Pocket $2,000/person; None $2,000/person; $3,000/person, $2,000/persan;
Expense MaxImum $4,000/family $6,000/family $6,000/family £4,000/family
(Excludes deductible unless
atherwise stated) (Includes deductible)
Lifetime Benefits Maximum Unlimited Unlimited Unlimited Unlimited Unlimited
Routine Health Malntenance
Preventlve Care 100% covered 100% covered 1003% covered 100% covered 100% covered
Well-woman
Well-baby
Well-man
(Includes annual Pap smear,
routine mammogram, and annual
proslate exam)
Vision Testing S45/visit $35/visit S14/visil Not covered Nol covered
Hearing Testing S545/visit $35/visit $14hvisit Subject to reuline physical | Subject to rouline physical
exam cost sharing exam cosl sharing
Hearing Aid: Hearing Aid:
Not covered Not covered
Physician & Hospltal Services
Physician Office Visit $30/visil $20/visit S$14/visit $30/visit $20MNisit
Specialist: Specialist: Specialist: Specialist:
$45/visit $35/visit S45/Mvisit $35/visit
Surgery Outpatient 80% covered alter $250/visit S14nisit 80% covered alter 100% covered after
deductible deductible $250/vist
Hospital Inpatient % cavered alter 10036 covered after 1003 covered 803 covered after 100% covered alter
Room and Board deductible $250/admission deductible $250/admission
Surgery
Anesthesia
Drugs/Supplies
Emergency Room S150Mvisit $100/visit $50/visit $150/visit $100/Nisit
(Copay waived if admilted)
Urgent Care $75/isil $50/visit Wilthin service area: $75Nisit $50/visit
$14/visit
Outside service area:
80%s covered
Pregnancy & Maternity Care
Prenatal Care and Inpatient Visits: Visits: 100% covered alter Visits: Visits:
100% covered 100%s covered confirmalion of pregnancy | $45 for initial visit, §35 for initial visit,
then 100% covared then 100% covered
Inpatient: Inpatient:
80% covered afler 100% covered Inpatient: Inpatient:
deductible B0% covered alter 100% covered alter
deductible $250/admission
Other Medical Services (Including Alternative Care)
X-Ray and Lab - Outpatient in office: In office: 90% covered Diagnoslic X-ray: Diagnoslic X-ray:
(Applicable deduclibles 100% covered 100% covered S45Nisit $35Nisit
and copays apply)
Hospital: Haospital: Lab: Lab:
80% covered alter $250/procedure 100% covered. 100% covered

deductible




MRIs (Complex Imaging) 80% covered after $250/procedurefmospital 90% covered $150/vislt $150/visit
Outpatient deduclible
$35 in doctora€™s office

Chiropractic $45/visit $35/visit Not covered $45/visit $35MNvisit

(Subject to visit limits)
(Up to 20 visits/calendar (Up to 20 visits/calendar (Up to 20 visits/calendar (Up te 20 visits/calendar
year) year) year) year)

Physlcal Therapy and Speech 80% covered alter $35/visit S14divisit $45/visit $35/Mvisit

Ther_apy ) deduclible

(Subject to visit limits) (Physical therapy: up lo 20 (Up to 60 visitsfcalendar (Up to 60 visits/calendar
(Physical therapy: up lo 20 | visits/year; speech year, plus additional 20 year, plus additional 20
visitslyear; speech therapy: up to 20 visils for pervasive visits for pervasive
therapy: up to 20 visitsiyear) developmental disorders) developmental disorders)
visits/year)

Mental Health

Mental Health - Inpatient 80% covered alter 100% covered alter 100% covered 80% covered after 100% covered after
deductible $250/admission deductible $250fadmission

Mental Health - Outpatient Individual session: Individual session: S14d/visil 10035 covered $35/Visil
$30/visit $20/visil »
Group session: Group session;
S15/visil $10/visit

Substance Abuse

Substance Abuse — Inpatient Not covered Not covered 100% covered 80% covered alter 100% covered alter

deductible $250/admission

Substance Abuse — Outpatlent Not covered Not covered $14Nisil 100% covered $35/visit

Prescription Drugs

Retail Pharmacy - In-Network Kaiser pharmacy: Kaiser pharmacy: $10/310ffull retail $10/830/360 $10/530/350

(30-day supply if not specified) $10/340/1ull retall $10/535/1ull retall

Dollar amounts listed are

genericformulary brand/ Network pharmacy: Network pharmacy:

non-formulary brand $16/5464ull retall $16/341/ {ull retail

Mall-Order Program — In-Network | $20/380/ull retail $20/570/ {ull retall $20/520/full retail $20/860/3120 $20/560/5100

(90-day supply if not specilied;

out-of-nelwork not covered)

Dollar amounts listed are

generic/formulary brand/

non-formulary brand

Self-Injectables Coverage varies according | Coverage varies according | Coverage varies accarding | Third tier copay applies — Third tier copay applies —

(Includes many specially drugs. to the drug - contact Kaiser | to the drug —contact Kaiser | to the drug — contact Kaiser | refer to your COC for refer to your COC for

Call your carrier for more for mere details for more detalls for more details further details further details

information.)




Medical

Reglonal Plan Names

Aetna IN HMO 30

Aetna IN HMO 20

Aetna MD HMO 30

Aetna MD HMO 20

Aetna MA HMO 30

Agelna MA HMO 30

Plan Localions IN IN MD MD A

Carrler Network HMO Opan Access HMO Open Access HMO Open Access HMO Open Access HMO Open Access
Plan Fealures

Calendar-Year Deductible $1,000/person; None $1,000/person; None None
(Deductible applies where $2,000amily $2,000/family

specifically stated; doesn't apply

to out-of-pocket expense maximum

unless otherwise stated)

Calendar-Year Out-of-Pocket $3,000/person; $2,000/person; $3,000/person; $2,000/person; $3,000/persan;
Expense Maximum $6,000lamily $4,000/family $6,000/amily $4,000/amily $6,000/family
(Excludes deductible unless

otherwise staled) (Includes deductible) (Includes deductible) (Includes deductible)
Lifetime Benefits MaxIimum Unlimited Unlimited Unlimited Unlimited Unlimited
Routine Health Maintenance

Preventive Care 100% covered 100% covered 100% covered 100% covered 100% covered
Well-woman

Well-baby

Well-man

(Includes annual Pap smear,

routine mammegram, and annval

proslate exam)

Vision Testing Not covared Not covered $45Nisit (deductible §35Nisit Not covered

walved)

Hearing Testing

Subject to routine physical
exam cost sharing

Subject to routine physical
exam cost sharing

Subject lo routine physical
exam cosl sharing

Subject to routine physical
exam cost sharing

Subject to routine physical
exam cosl sharing

Hearing Aid: Nol covered Hearing Aid: Not covered 100% covered 100% covered 100% covered
Physician & Hospltal Services
Physician Office Visit $30/visit $20/visit $30/visit $20MNisit $30/visit
Specialist: Specialist: Specialisl: Specialist: Specialisl:
$45/visit $35/visit $45/visit $35Nvisit $45Mvisit

Surgery Outpatient

80% covered after
deduclible

100% covered alter
$250/visit

807% covered aller
deduclible

100% covered alter
$250/Visit

100% covered alter
S200/visit

Hospltal Inpatient

80% covered after

100%s covered alter

80% covered alter

1003 covered alter

100% covered alter

Room and Board deductible $250/admission deductible $250/admission $200/day for lirst 5 days
Surgery
Anesthesla
Drugs/Supplies
Emergency Room $150Nisit $100/Vvisit $150Nisit $100/visit $150/visit
(Copay waived if admilted)
Urgent Care $75Misit $50/visit $75MNisit $50/visit $150/visit
Pregnancy & Maternily Care
Prenatal Care and Inpatient Visits: $45 for initial visit, Visits: $35 for initial visit, Visils: Visits: Visits:
then 100% covered then 100% covered $45 for initial visit; then $35 for initial visit; then $45 for initial visit; then
100% covered 100% covered 100%: covered
Inpatient: 80% covered Inpatient: 100% covered
after deduclible after $250/admission Inpatient: Inpatient: Inpatient:
80% covered after 100% covered alter 1003 covered afler
deductible $250/admission $200/day for first & days

Other Medical Services (Including

Alternative Care)

X-Ray and Lab - Outpatient

Diagnoslic X-ray: §45/visit,

Diagnastic X-ray: $35/visil

Diagnostic X-ray:

Diagnostic X-ray:

Diagnoslic X-ray:

(Applicable deductibles then 100% covered S45/visit $35/visit $45/visit
and copays apply) Lab: 100% covered
Lab: 100% covered Lab: Lab: Lab;
100% covered 100% covered 100% covered
MRIs (Complex Imaging) $50/visit $50/visit $75/visit $75Misit $45/visit

Outpatient




Chiropractic $45/visit $35/Mvisit $45/visit $35/Nisit $45/visit

(Subject to visit limits)
(Up to 20 visits/calendar (Up to 20 visits/calendar (Up to 20 visits/calendar (Up to 20 visits/calendar (Up to 20 visits/calendar
year) year) year) year) year)

Physlcal Therepy and Speech $45/visit $35Mvisit $45/visit £35/visit $45/visit

Therapy (Up to 60 visits/calendar (Up to 60 visits/calendar

(Subject to visit limils) year, plus additional 20 year, plus additional 20 (Up to a 60-day (Up to a 60-day (Physical therapy: Up 1o 30

visits fer pervasive
developmental disorders)

visits for pervasive
developmental disorders)

consecutive period of
treatment per incident of
illness or injury beginning
with the first day of

conseculive period of
treatment per incident of
illness or injury beginning
wilh the first day of

visitslyear)

treatment) treatment)
Mental Health !
Mental Health - Inpatient 80% covered afler 100% covered after 80% covered after 100% covered alter 100% covered afler
deductible $250/admisslon deduclible $250/admisslon $200/day for first 5 days
Mental Health - Outpatient $45Mvisil $35/visil $45/visit $35Nisil $30/visit

Substance Abuse

Substance Abuse - Inpatient

80% covered afler
deduclible

100% covered alter
$250/admission

80% covered aller
deductible

100% covered after
$250/admission

100% covered after
$200/day for first 5 days

Substance Abuse - Outpatient

S45/visit

$35Nisit

$45/MNvisit

$35Nvisit

$30/visit

Prescription Drugs

Retall Pharmacy - In-Network
(30-day supply if not specified)
Dollar amounts listed are
generic/fformulary brand/
non-formulary brand

$10/530/360

$10/830/$50

$10/330/560

$10/$30/550

$10/$30/560

Mall-Order Program — In-Network
(20-day supply if not specified;
out-of-network not covered)

Dollar amounts listed are
genericfformulary brand/
non-formulary brand

$20/360/5120

$20/560/5100

§20/860/15120

$20/560/$100

$20/560/6120

Self-Injectables

(Includes many specially drugs.
Call yaur carrier for more
information.)

Third tier copay applies —
refer to your COC for
further details

Third lier copay applies —
refer to your COC for
further details

Third tier copay applies —
refer to your COC for
further details

Third tier copay applies —
refer to your COC for
{urther details

Third tier copay applies —
refer to your COC for
further details




Medical

Tufts Health Plan HMO 30

Tufts Health Plan HMO 20

Agetna MO HMO 30

Aetna MO HMO 20

Reglonal Plan Names Aetna MA HMO 20 Tults Health Plan HMO 30 | Tufts Health Plan HMO 20 | Aelna MO HMO 30 Aetna MO HMO 20
Plan Locations MA MA, NH, and RI MA, NH, and RI MO MO
Carrler Nelwork HMO Open Access Tults Standard HMO Tufts Standard HMO HMO Open Access HMO Open Access
Network Network
Plan Fealures
Calendar-Year Deductible None $1,000/person; None None None
(Deductible applies where $2,0001amily
specifically stated; doesn’t apply
to out-of-pocket expense maximum
unless otherwise slated)
Calendar-Year Out-of-Pocket $2,000/person; $3,000/persan; $1,000/person; $3,000/person; $2,000/parson;
Expense Maximum $4,000/lamily $6,000/family $2,000/family $6,000Hamily $4,000/family
(Excludes deductible unless
otherwise slated) (includes deductible and (Includes deductible)
coinsurance)
Lifetime Benefits Maximum Unlimited Unlimited Unlimited Unlimited Unlimited

Routlne Health Maintenance

Preventive Care
Well-woman

Well-baby

Well-man

(Includes annual Pap smear,

routine mammogram, and annual

prostate exam)

100% covered

100% covered

100% covered

1009 coverad

100% covered

Vision Tesling

Mot covered

$30/visit
(through EyeMed Vision
Care provider)

(1 visit every 24 months)

$20/visit
(lhrough EyeMed Vision
Care provider)

(1 visit every 24 months)

Not covered

Not covered

Hearing Testing

Subject to routine physical
exam cost sharing

100% covered

Covered atl PCP copay

Covered al PCP copay

Subject o routine physical
exam cosl sharing

Hearing Ald: Not covered

Subject to routine physical
exam cost sharing

Hearing Aid: Not covered

Physician & Hospltal Services

Physlclan Office Visit $20/visit PCP; PCP: $30Nisit $20/Nvisit
Specialist: $30/visit $20/isit Specialist: Specialisl:
$35/visit Specialist: Specialist: $45/visit $35/visit
$45/visit $35/visil
Surgery Outpatient 100% covered alter 100% covered alter 100%e covered 80% covered after 100% covered aller
$260/visil deductible deductible $250Mvisit
Hospital Inpatient 100% covered alter 100% covered alter $250/visit 80% covered alter 100% covered alter
Room and Board $250/admission deductible deductible $250/admission
Surgery
Anesthesla
Drugs/Supplies
Emergency Room $100/visit $150/visit $100/visit $150/vislt S100/Mvisit
(Copay waived if admitted)
Urgent Care $100Mvisit Refer to specific Evidence | Reler to specific Evidence | $75/Nisit $50/visit
of Coverage for benelit of Coverage for benefit
Pregnancy & Maternity Care
Prenatal Care and Inpatlent Visits: Inpatient: Inpatient: Visits: $45 for initial visit, Visils: $35 for initial visit,
$35 for Initial visit; then 100% covered after $250/visit then 100% covered then 100% covered
100% covered deduclible
QOutpatient: Inpatient: B0%: covered Inpatient: 100% covered
Inpatient: Qutpatlent: $20/visit for up to 10 visits, | after deductible after $250/admission
100% covered alter $30nvisit for up to 10 visits, | then 100% covered
$250/admission then 100%: covered

Other Medical Services (Including Alternative Care)




X-Ray and Lab - Outpatient Diagnostic X-ray: 100% covered ater 100% covered Diagnostic X-ray: $45/visit | Diagnostic X-ray: $35/visit
(Applicable deductibles $35/visit deductible
and copays apply) Lab: 100% covered Lab: 100% covered
Lab;
100% covered
MRIs (Complex Imaging) $35/visit 100% covered after $50/visit $150Mvisit $150Nvisit
Outpatient deductible
Chiropractic $35/visit 100% covered alter PCP: $45/Nvisit $35/Nisit
(Subject to visit limits) deductible $20/visit
{Up to 20 visits/calendar (Up to 20 visits/calendar (Up to 20 vislis/calendar
year) (Up to 12 visits/year; Speclalisl. year) year)
combined in- and out-of- §35/visit

neltwork)

(Up to 12 visitslyear;
combined in- and out-of-
network)

Physlcal Therapy and Speech
Therapy
(Subjec! to visit limits)

$35/visit

(Physlcal therapy: Up to 30
visils/year)

100% covered aller
deduclible

{Physical therapy: 30
visitslyear; speech
therapy: no limits)

PCP:
$20/visit

Specialist:
$35/visit

(Physical therapy: 30
visitsfyear; speech
therapy: no limits)

$45Misit

(limited to treatment over a
60-day conseculive period
per Incident of illness or
injury beginning with the
first day of trealment)

$35/Nisil

(limited to treatmenlt over a
60-day conseculive period
per incident of iliness or
injury beginning with the
first day of treatment)

Mental Health

Mental Health — Inpatlent 100% covered aiter 100% covered after $250/admission 80% covered after 100% covered after
$250/admission deductible deductible $250/admission

Mental Health - Outpatient S20/visit $30Mvisit $20Mvisit $45Nisit $85/visit

Substance Abuse

Substance Abuse — Inpatient 1002% covered after 100% covered after $250/admission 80% covered after 100% covered alter
$250/admission deductible deductible $250/admission

Substance Abuse — Outpatient S20/visit $30/visit S20Misit $45hvisit $35/Mvisit

Prescription Drugs

Retall Pharmacy — In-Network $10/530/550 $20/530/345 $10/530/$45 $10/330/360 $10/330/550

(30-day supply if not specified)

Dollar amounts listed are

genericfformulary brand/

non-fermulary brand

Mall-Order Program ~ In-Network | $20/$80/3100 $40/360/380 $20/560/580 $20/560/5120 $20/560/5100

(20-day supply if not specified;
out-oi-network not covered)
Dollar amounts listed are
generic/formulary brand/
non-formulary brand

Self-Injectables

(Includes many specially drugs.
Call your carrier for more
information.)

Third tier copay applies —
refer lo your COC for
{urther delails

Cost varies depending on
injectable —refer to specilic
Evidence of Coverage for
benefit

Cost varies depending on
injectable — refer 1o specific
Evidence of Coverage for
benelit

Third tier copay applies -
refer to your COC for
further details

Third tier copay applies -
refer to your COG for
further details




Medical

Aetna NJ HMO 30 Aetna NJ HMO 20 Aetna NY HMO 30 Aetna NY HMO 20 Aetna NV HMO 30
Reglonal Plan Names Aetna NJ HMO 30 Aetna NJ HMO 20 Aetna NY HMO 30 Aetna NY HMO 20 Aetna NV HMO 30
Plan Locations NJ NJ NY NY NV
Carrler Network HMO Open Access HMO Open Access HMO Opan Access HMO Open Access HMO Open Access
Plan Fealures .
Calendar-Year Deductible $1,000/person; None None None $1,000/persan;
(Deductible applies where $2,000/iamily $2,000/family
specifically stated; doesn't apply
1o out-of-pocket expense maximum
unless otherwise stated)
Calendar-Year Out-of-Pocket $3,000/person; $2,000/person; $3,000/person; $2,000/person; $3,000/person;
Expense Maximum £6,000/{amily $4,000amily $6,000/family $4,000/family $6,000/tamily
(Excludes deductible unless
otherwise slated) (Includes deductible) (Includes deductible)
Lifetime Benetits Maximum Unlimited Unlimited Unlimited Unlimited Unlimited
Routine Health Maintenance
Preventive Care 100% covered 100% covered 100% covered 100% covered 10030 covered
Well-woman
Well-baby
Well-man
(Includes annual Pap smear,
rouline mammogram, and annual
prostate exam)
Vislon Testing Not covered Not covered Not covered Not covered Not covered

Hearing Testing

Subjeat to routine physical
exam cos! sharing

Subject to routine physical
exam cosl sharing

Subject lo routine physical
exam cosl sharing

Subject to routine physical
exam cost sharing

Subject lo routine physical
exam cost sharing

100% covered 100% covered 100% covered 100% covered $30/visit
Physleian & Hospltal Services
Physlclan Office Visit $30/visit $20/visit $30/visit S20visit S30/visit
Specialist: Specialist: Specialist: Specialist: Specialist:
$45/visit) $35Misit $45/visit $35Nvisit S45/visit
Surgery Outpatient 80% covered alter 1009 covered alter $100Mvisit 100% covered alter $300/visit

deduclible

$250/visit

$1560/visit

Hospital Inpatient

80% covered alter

100% covered after

100% covered alfler

100% covered alter

100% covered after

Room and Board deductible $250/admission $100/day for first 5 days $250/visit 5300/day for first 5 days
Surgery
Anesthesia
Drugs/Supplies
Emergency Room $100#visit $100/Nvisit $150/visit $100/visit $150/visit
{Copay waived if admilted)
Urgent Care S100Mvisit $100/visit $35/visit $35/Nvisit S$75/visit
Pregnancy & Maternity Care
Prenatal Care and Inpatient Visits: Visits: Visits: Visits: Visits:
$45 for initlal visit; then $35 for initial visit; then $30 for initial visit; then $20 for initial visit; then $45 {or initial visit; lnen
100% covered 10075 covered 100% covered 100% covered 100% covered
Inpatient: Inpatient: Inpatient: Inpatient: Inpatient:
80% covered alter 100% covered alter 100% covered alter 100% covered aller 1003 covered afler
deductible $250/admission $100/day for first 5 days $250/admission $300/day for first 6 days

Other Medical Services (including

Alternative Care)

X-Ray and Lab — Outpatlent

Diagnoslic X-ray:

Diagnoslic X-ray:

Diagnoslic X-ray:

Diagnostic X-ray:

Diagnostic X-ray:

(Applicable deduclibles $45/visit $35/visit $45/visit $35/Mvisit S45/visit
and copays apply)

Lab: Lab: Lab: Lab: Lab:

100% covered 100% covered 1009% covered 100% covered 1003%: covered
MRIs (Complex Imaging) $50/visit $50/visit $45/visit $35MNisit $50Mvisit

Qutpatient




Chiropractic $25/visil $25/visit $45/visit $35/visil $45/visit

(Subject to visil limits)
(Up to 20 visits/calendar (Up to 20 visitsicalendar (Up to 20 visils/calendar (Up to 20 visits/calendar (Up to 20 visitsfcalendar
year) year) year) year) year)

Physlcal Therapy and Speech $45/visit $35/visil $45/visit $35/Mvisit S45/visit

Therapy

(Subject to visit limits) (Up to a 60-day (Up to a 60-day (Up to a 60-day (Up to a 60-day (Up to a 60-day

consecutive period of
trealment per incident of
iliness or injury beginning
with the first day of
treatment)

conseculive period of
(reatment per incident of
illness or Injury beginning
with the first day of
treatment)

caonseculive period of
treatment per incident of
iliness or injury beginning
with the first day of
lrealment)

consecutive period of
trealment per incldent of
iliness or injury beginning
with the first day of
trealment)

conseculive period of
trealment per incident of
iliness or injury beginning
wilh the first day of
trealment)

Mental Health

HMental Health - Inpatient

80% covered alter
deductible

100% covered after
$250/admission

100% covered alter
$100/day for lirst 5 days

100% covered alter
$250/admission

100% covered after
$300/day for first 5 days

Mental Health — Outpatient

100% covered

$35/visit

$30/visit

$20/visit

$S45/visit

Substence Abuse

Substance Abuse — Inpatient

80% covered alter

100%: covered afler

100% covered alter

100% covered aller

100% covered alter

deduclible $250/admission $100/day lor first 5 days $250/admission $300/day for firsl 5 days
Substance Abuse - Oulpatient 100% covered $35/visit $30/Mvisil S20/visit $451visit
(Up to 20 visitsfyear for {Up o 20 visitslyear for
family members for family members for
rehabilitation) rehabllitation)
Prescription Drugs
Retall Pharmacy — In-Network $10/530/880 $10/530/$50 $10/530/560 $10/530/350 $10/330/560
{30-day supply if not specified)
Dollar amounts listed are
generic/formulary brand/
non-formulary brand
Mall-Order Program — In-Network | $20/$60/5120 $20/560/3100 $20/560/5120 $20/860/$100 $20/560/5120

(80-day supply i not specified;
out-ol-netwerk not covered)
Dollar amounts listed are
genericflormulary brand/
non-formulary brand

Sell-Injectables

(Includes many specially drugs.
Call your carrier for more
information.)

Third lier copay applies —
refer to your COC for
further delails

Third tier copay applies —
refer 1o your COC for
further details

Third tier copay applies —
reler to your COC for
further details

Third tier copay applies —
refer to your COG for
further detalls

Third tier copay applies —
refer to your COC flor
further details




Medical

Aetna NV HMO:20

Aetna NC HMO 30

Aetna NC HMO 20

Aetna OH HMO 30

Aetna OH HMO 20

Reglonal Plan Nemes Aelna NV HMO 20 Aetna NC HMO 30 Aetna NC HMO 20 Aetna OH HMO 30 Aetna OH HMO 20
Plan Locatlons NV NC NC OH OH

Carrier Network HMO Open Access HMO Open Access HMO Open Access HMO Open Access HMO Open Access
Plan Features

Calendar-Year Deductible None $1,000/person; None $1,000/person; None
(Deduclible applies where $2,000/amily $2,000/family

specilically stated; deesn't apply

to out-of-pocket expense maximum

unless otherwise slated)

Calendar-Year Out-of-Pocket $2,000/person; $3,000/person; $2,000/person; $3,000/person; $2,000/person,
Expense Maximum $4,000/amily $6,000/family $4,000/family $6,000/family $4,000/family
(Excludes deductible unless

olherwise slated) (fncludes deduclible) (Includes deductible)

Lifetime Benefits Maximum Unlimited Unlimited Unlimited Unlimited Unlimited
Routine Health Maintenance

Preventive Care 100% covered 100% covered 100% covered 100% covered 100% covered
Well-woman

Well-baby

Well-man

{Includes annual Pap smear,

rouline mammogram, and annual

prostale exam)

Vision Testing Not covered Not covered Not covered Not covered Not covered

Hearing Testing

Subject to routine physical
exam cosl sharing

Subject to routine physical
exam cost sharing

Subjecl to routine physical
exam cosl sharing

Subject lo routine physical
exam cosl sharing

Subject 1o routine physical
exam cosl sharing

$20/visit $30/visit $20/visil 100% covered 100% covered
Physiclan & Hospital Services.
Physlcian Office Visit $20/visit $30/visit $20/visit $30Misit S20/visit
Specialist: Speciallist: Specialist: Specialist: Specialist:
$35/visit S$45/visit $35/Nisit $45hvisit $35/visit

Surgery Outpatient

100% covered aiter
$250/visit

80% covered after
deductible

1003 covered aller
$250Misit

80% covered after
deductible

100% covered afler
$250Mvisit

Hospital Inpatient

100% covered after

80% covered afler

1003 covered aller

80% covered after

1003% covered afler

Room and Board $250/visit deductible §250/visit deduclible $250/admission
Surgery
Anesthesla
Drugs/Supplies
Emergency Room $100/visit $150/visit $100Nisit $150/visit $100/Mvisit
(Copay waived if admitled)
Urgent Care $50/visit $75/visit S$50/visit $60Misit $50Nvisit
Pregnancy & Maternity Care
Prenatal Care and Inpalient Visits: Visits: Visits: Visits: Visits:
$35 for initial visit; then $45 for initial visit; then $35 for initial visit; then $30 for initial visit; then $20 for inilial visit; then
100% covered 100% covered 100% covered 100% covered 100% covered
Inpaltient: Inpatient: Inpatient: Inpatient: Inpatient:
100% covered after 80% covered alter 100% covered aller 80% covered alter 100% covered aller
$250/admisslon dedugctible $250/admission deductible $250/admission
Other Medical Services (Including Alternative Care)
X-Ray and Lab - Oulpatient Diagnoslic X-ray: Diagnostic X-ray: Diagnoslic X-ray: Diagnoslic X-ray: Diagnostic X-ray:
(Applicable deductibles $ab/visit $45/visit $35/visit S45/visit S$35/Misit
and copays apply)
Lab: Lab: Lab: Lab: Lab:
100% covered 100% covered 100% covered 100% covered 100% covered
MRIs (Complex Imaging) $50/visit $125/visit $125MNisil $100/visit $100/visit

Outpatient




Chiropractic $35/visit $45/Nisil $35/visit S45MNisit $35/visit

(Subject to visit limits)
(Up to 20 visits/calendar (Up to 20 visits/calendar (Up to 20 visits/ecalendar
year) year) year)

Physlcal Therapy and Speech $35/visit $45/visit $35/visit $45Misit S35MNisit

Therapy

(Subject to visit limils) {Up to a 60-day (Up to a 60-day (Up to a 60-day (Up to a 60-day (Up to a 60-day

conseculive period of
treatment per incident of
iliness er injury beginning
with the first day of
treatment)

conseculive period of
treatment per Incident of
illness or injury beginning
with the first day of
treatment)

consecutive period of
treatment per incident of
illness or injury beginning
with the first day of
trealment)

consecutive period of
treatment per incident of
iliness or injury beginning
with the first day of
treatment)

conseculive period of
trealment per incident of
iliness or injury beginning
with the first day of
treatment}

Mental Health

Mental Health — Inpatient

100% covered after
$250/admission

80% covered after
deductible

1003 covered aller
$250/admission

80% covered aller
deduclible

100% covered alter
$250/admission

Mental Health - QOutpatient

$35Misil

$45/visil

$35/visit

$45/visit

$35/visit

Substance Abuse

Substance Abuse - Inpatient

100%% covered aller
$250/admission

80% covered after
deduclible

100% covered alter
$250/admission

80% covered alter
deductible

100% covered alter
$250/admission

Substance Abuse — Outpatient

$35/visit

$45/visit

$35/visil

§45Misit

$35/Nisit

Prescription Drugs

Retall Pharmacy - In-Network
(30-day supply if not specified)
Dollar amounts listed are
genericfiormulary brand/
non-formutary brand

$10/530/550

$10/530/560

$10/530/550

$10/530/560

$10/530/550

Mail-Order Program — In-Network
{90-day supply if not specified;
out-of-network not covered)

Dollar amounts listed are
generic/formulary brand/
non-fermulary brand

$20/560/3100

$20/560/5120

$20/560/5100

$20/560/$120

$20/560/3100

Self-Injectables

(Includes many specialty drugs.
Call your carrier for more
information.)

Third tier copay applies —
refer to your COC for
further details

Third tier copay applies —
refer to your COC for
furiher details

Third tier copay applies —
refer to your COC for
further delails

Third tier copay applies —
reler to your COC for
{further details

Third tier copay applies —~
refer ta your COC for
further details




Medical

Kalser HMO 30 - OR/WA

Kaiser HMO 20 - OR/WA

Aetna PA HMO 30

Aetna PA HMO 20

Aetna SC HMO 30

Reglonal Plan Names Kalser HMO 30 — OR/WA Kaiser HMO 20 - OR/WA Aetna PA HMO 30 Aetna PA HMO 20 Aelna SC HMO 30
Plan Locations OR/WA OR/WA PA PA sC

Carrier Network Kalser HMO Kaiser HMO HMO Open Access HMO Open Access HMO Open Access
Plan Fealures

Calendar-Year Deduclible $1,000/person; None $1,000/person; None $1,000/person;
(Deductible applies where $2,000fiamily $2,000/family $2,000amily
specifically stated; doesn't apply

to out-of-pockel expense maximum

unless otherwise staled)

Calendar-Year Out-of-Pocket $2,000/person; $2,000/person; $3,000/person; $2,000/person; $3,000/person;
Expense Maxlmum $4,000family $4,000/amily $6,000/family $4,000/amily $6,000/family
(Excludes deductible unless

otherwise stated) (Includes deductible) (Includas deductible)
Lifetime Benefits Maximum Unlimited Unlimited Unlimited Unlimited Unlimited

Routine Health Maintenance

Preventive Care 100% covered 100% covered 100% cavered 100% covered 1003% covered

Well-woman

Well-baby

Well-man

{Includes annual Pap smear,
rouline mammogram, and annual
prostate exam)

Vislon Testing

$30Mvisit

$20/Nvisit

Nol covered

Not covered

Not covered

Hearing Testing

100%s covered alter $25
PCP copay

100% covered after $20
PCP copay

Subject to routine physical
exam cost sharing

Subject to routine physical
exam cosl sharing

Subject to routine physical
exam cosl sharing

100%: covered 100% covered $30/visit
Physlclan & Hospital Services
Physician Office Visit $30Nvisil $20Nvisit $30/visit $20/visit $30Mvisit
Specialist: $45/visit Specialist: $35/visit Specialisl: Specialist: Specialist:
$45/visit $35/visit $45/visit

Surgery Outpatient

80% covered aller
deductible

$100/visit

B0% covered alter
deduclible

100% covered aller
$250/visit

80% covered after
deductible

Hospital Inpatient

80% covered after

100% covered aller

80% covered alter

100% covered alter

80% covered aller

Room and Board dedugtible $250/admission deductible $250/admission deductible
Surgery
Anesthesia
Drugs/Supplies
Emergency Room $100/visit $100/visit $150/visit $100/visit S$150Mvisit
(Copay waived il admitted)
Urgent Care $50/visit $50/visit $150/visit $100/visit $75Misit
Pregnancy & Maternity Care
Prenatal Care and Inpatient Visits: Visits: Visits: Visits: Visits:
100% covered 100% covered $45 for initial visit; then $35 for initial visit; then $45 for Initial visit; then
100% covered 100% covered 100% covered
Inpatient: Inpatient:
100% covered alter 100% covered alter Inpatient: Inpatient: Inpatient:
$250/admission $250/admission 80% covered after 100% covered aller 80% covered alter
deductible S$250/admission deduclible

Other Medical Services (Including

Alternative Care)

X-Ray and Lab - Quipatient

80% covered after

100%. covered

Diagnostic X-ray:

Diagnoslic X-ray:

Diagnostic X-ray:

(Applicable deductibles deductible $45/visit $35MNisit $45/visit
and copays apply)

Lab: Lab: Lab:

100% covered 100% covered 100% covered
MRIs (Complex Imaging) 80% covered alter 100% covered $50/visit $50Mvisit $125/visit

Outpatient

deductible




Chiropractic $30/visit $20/visit $45/visit $35/visit $45Nisit
(Subject to visit limits)

(Up to 20 visits/calendar (Up to 20 visits/calendar (Up to 20 visits/calendar (Up to 20 visits/calendar

year) year) year) year)
Physlcal Therapy and Speech S45/visit $35/visit $45/visit 535MNisit $45/visit
Therapy
(Subject to visil limits) (Up to 20 visits per (Up 1o 20 visits per (Up to a 60-day (Up 1o a 60-day (Up to a 60-day

calendar year)

calendar year)

conseculive period of
treatment per incident of
illness or injury beginning
with the first day of
lrealment)

conseculive period of
treatment per incident of
filness or injury beginning
with the first day of
trealment)

conseculive period of
Ireatment per incident of
illness or injury beginning
with the first day of
{reatment)

Mental Health

Mental Health — Inpatient

80% covered after
deductible

100% covered aller
$250/admission

80% covered alter
deductible

100% covered alter
$250/admission

80%: covered alter
deduclible

Mental Health — Outpatient

Individual session:
$30/visit

Group session:
$15/Misit

Individua! session:
$20/visit

Group session:
S10/visit

$45Nisit

535/visit

S45/visit

Substance Abuse

Substance Abuse - Inpatlent

80% covered alter

100% covered aiter

80% covered after

1009 covered afler

80% covered alter

deductible $250/admlsslon deductible §250/admission deductible
Substance Abuse — Oultpatient Individual session: Individual sesslon: $45/visit $35/visit $45/visit
S30/visil $20Mvisit
Group session: Group session:
$15/visit $10/visit
Prescription Drugs
Retafl Pharmacy — In-Network $10/830full retail $10/830/ull retall $10/530/560 $10/330/350 $10/530/560
(30-day supply if not specified)
Dollar amounts listed are
generic/formulary brand/
non-fermulary brand
Mall-Order Program — In-Network | $20/360/ull retail $20/360/ull retail $20/860/5120 $20/560/5100 $20/360/$120
(90-day supply if not specilied;
out-of-network not covered)
Dallar amounts lisled are
generic/formulary brand/
non-formulary brand
Self-Injectables Coverage varies according | Coverage varies according | Third tier copay applies — Third tier copay applies - Third tier copay applies —

(Includes many specialty drugs.
Call your carrier for more
information.)

1o the drug — conlact Kalser

for more details

to the drug — contact Kaiser

for more details

refer to your COC for
further details

refer to your COC for
further delalls

refer to your EOC for
further details




Medical

Aetna SC HMO 20

Aetna TN HMO :30

Aetna TN HMO 20

Aetna TX HMO 30

Aetna TX HMO 20

Reglonal Plan Names Aelna SC HMO 20 Aelna TN HMO 30 Aetna TN HMO 20 Aetna TX HMO 30 Aetna TX HMO 20
Plan Locatlons SC TN TN X i

Carrler Network HMO Open Access HMO Open Access HMO Open Access HMO Open Access HMO Cpen Access
Plan Features

Calendar-Year Deductible None $1,000/person; None $1,000/person; None
(Deductible applies where $2,000ffamily $2,000/family

specllically staled; doesn'l apply

te out-of-pocket expense maximum

unless otherwise stated)

Calendar-Year Out-of-Pocket $2,000/person; $3,000/person; $2,000/person; $2,000/person; $2,000/person;
Expense Maximum $4,000/family $6,000/Tamily $4,000/family 54,000/ amily $4,000/family
(Excludes deduclible unless

otherwise stated) (Includes deductible)

Lifetime Benetits Maximum Unlimited Unlimited Unlimited Unlimited Unlimited
Routine Health Maintenance

Preventive Care 100% covered 100% covered 1003% covered 100% covered 100% covered
Well-woman I

Well-baby

Well-man

{Includes annual Pap smear,

routine mammegram, and annual

prostate exam)

Vision Testing Not covered Not covered Not covered Not covered Not covered

Hearing Testing

Subject to routine physical
exam cost sharing

Subject to rouline physical
exam cosl sharing

Sublect to rouline physical
exam cost sharing

Subject to routine physical
exam cosl sharing

Subject 1o routine physical
exam cost sharing

$20/visil $30Mvisit $20/Nisit $30MNisit S20/visit
Physlclan & Hospltal Services
Physlcian Office Visit $20Nisit $30Mvisit . S20/visit $304visit $20MNisit
Specialist: Specialist: Speclalist: Specialist: Specialist:
$35/visit §45/visit $35/visit $45Misit $35/visil

Sﬁrgary Qutpatient

100% covered aller
$250/visit

80% covered after
deductible

100% covered afler
$250/visit

80% covered alter
deductible

100% covered after
$250/visil

Hospital Inpatient

100% covered after

80% covered aller

100% covered aller

80% covered after

100% covered after

Room and Board $250/admission deduclible $250/admissien deductible $250/admission
Surgery
Anesthesia
Drugs/Supplies
Emergency Room $100Mvisit $150/visit $100/visit $150/visit S$100/visit
(Copay waived Il admitied)
Urgent Care $50/visit $75Nisit $50/visit S75visit $50/visit
Pregnancy & Maternity Care
Prenatal Care and Inpatient Visits: Visits: Visits: Visits: Visits:
$35 for initial visit; then £45 for initial visit; then $35 for initial visit; then $45 for Initial visit; then $35 for initial visit; then
10036 covered. 100% covered 100% covered 100% covered 100% covered
Inpatient: Inpatient: Inpatient: Inpatient: Inpatient:
100% covered alter 80% covered after 100% covered aller 80% covered after 100% covered alter
$250/admission deductible $250/admission deduclible $250/admission
Other Medical Services (Including Alternative Care)

X-Ray and Lab - Outpatlent

Diagnoslic X-ray:

Diagnoslic X-ray:

Diagnostic X-ray:

Diagnoslic X-ray:

Diagnostic X-ray:

{Applicable deductibles $35/visit $45/visit $35/visit $45MNisit $35/Nisit
and copays apply)

Lab: Lab: Lab: Lab: Lab:

100% covered 1003 covered 100% covered 100% covered 100% covered
MRIs (Complex Imaging) $125MNisit $150/visit $150/visit $150/visit $150/visit

Outpatient




Chiropractic $35/visit S45Nisit $35/visit $45/visit $35/visit

(Subject to visit limits) -
(Up to 20 visits/calendar (Up to 20 visits/calendar
year) year)

Physlcal Therapy and Speech $35Mvisit $45Nisit $35/Misit S45/Nisit $35/visit

Therapy

(Subject to visit limits) (Up to a 60-day {(Up to a 60-day (Up to a 60-day (Up to a 60-day (Up to a 60-day

conseculive period of
trealment perincident of
illness or injury beginning
with the first day of
treatment)

conseculive period of
{reatment per incident of
fliness or injury beginning
with the first day of
treatmenl)

conseculive period of
treatment per incident of
illness or injury beginning
with the first day of
Irealment)

censeculive period of
treatment per incident of
iliness or injury beginning
with the first day of
treatment)

conseculive period of
treatment per incident of
illness or injury beginning
with the first day of
treatment)

Mental Health

Mental Health — Inpatient

1009 covered after
$250/admission

80% covered alter
deductible

100% covered alter
$250/admission

80% covered afler
deduclible

100% covered after
$250/admission

Mental Health — Qutpatient

$35/visit

$45/visit

$35/visit

§45/visit

§35/visit

Substance Abuse

Substance Abuse - Inpatient

100% covered aller
$250/admission

80% cavered after
deductible

100% covered alter
$250/admission

80% covered after
deductible

100% covered after
$250/admission

Substance Abuse — Outpatient

$35/visit

$45/visit

$35/visit

S45Nisit

S35 /visit

Prescriptlon Drugs

Retail Pharmacy - In-Network
(30-day supply if not specilied)
Dollar amounts listed are
generic/formulary brand/
non-formulary brand

$10/530/$50

$10/530/360

$10/530/550

$10/530/560

$10/$30/350

Mail-Order Program — In-Network
(90-day supply if not specified;
cut-of-nelwork not covered)

Dollar amounts listed are
generic/formulary brand/
non-ormulary brand

§20/360/5100

$20/360/$120

$20/560/3100

$20/560/3120

$20/360/5100

Self-Injectables

(Includes many specially drugs.
Call your carrier for more
information.)

Third tier copay applies —
refer lo your EQC for
further delails

Third tier copay applies —
refer to your COC for
further detalls

Third tier copay applies —
refer 1o your COC for
further details

Third tier copay applies —
refer to your COC for
further details

Third tier copay applies —
refer to your COC for
{urther details




Medical

Aetna VA HMO 30

Aetna VA HMO 20

Group Health WA HMO 30

Group Health WA HMO 20

Reglonal Plan Names Aelna VA HMO 30 Aetna VA HMO 20 Group Heallh WA HMO 30 Group Health WA HMO 20
Plan Locations VA VA WA WA
Carrler Network HMO Open Access HMO Open Access Alliant Select Alliant Select
Plan Features
Calendar-Year Deductible $1,000/person; None $1,000/person; Nene
(Deductible applies where $2,000/family $2,000/family
specilically stated; doesn't apply
to out-of-pockel expense maximum
unless otherwise stated)
Calendar-Year Out-of-Pocket $3,000/person; $2,000/persen; $2,000/person; $2,000/person;
Expense Maximum $6,000/family $4,000/family $4,000/family $4,000/family
(Excludes deductible unless
otherwise stated) (Includes deduclible)
Lifetime Benefits MaxImum Unlimited Unlimited Unlimited Unlimited
Routine Health Maintenance
Preventive Care 100% covared 100% covered 100%: covered 100% covered
Well-woman
Well-baby
Well-man
(Includes annual Pap smear,
routine mammogram, and annua!
prostale exam)
Vision Testing Mot covered Not covered $30/isit (deductible and S20Nvisit
coinsurance apply)
Hearing Testing Subject to routine physical exam Subject to rouline physical exam $30Nisit (deductible and $20Mvisit
cost sharing cosl sharing coinsurance apply)
100% covered 100% covered
Physiclan & Hospltal Services
Physliclan Office Visit $30/visit $20MNisil 80% covered alter deduclible and $20/visit
Specialist: Specialist: $30Nisit Specialist:
$45/visit $35/visit S40/visil
Surgery Outpatient 80% covered afler deduclible 100% covered after $250/visit 80% covered after deductible and S$20Mvisit
S50#visit Specialist:
$40/visit

Hospital Inpatient
Room and Board
Surgery
Anesthesia
Drugs/Supplies

80% covered after deduclible

100% covered afler
$250/admission

80% covered after deductible

10025 covered aller
$250/admission

Emergency Room $150Mvisit $100/visit 80% covered after deductible and | $100/visil
(Copay waived if admilted) $150/visit
Urgent Care S75/visit $50/visit 80% covered alter deductible and | Primary care provider:
$30Nisit $20/visit
Specialist:
40/visit
Pregnancy & Maternity Care
Prenatal Care and Inpatient Visits: Visits: Visits: Visits:
$45 for inilial visit; then 100% $35 for initial visit, then 100% $30 copaylvisit (deductible and S20Nvisit
covered covered coinsurance apply)
Inpatient:
Inpatient: Inpatient: Inpatient: 100% covered afler
80% covered after deductible 100% covered aller 80% covered alter deductible $250/admission
$250/admission

Other Medical Services (Including Alternative Care)




X-Ray and Lab - Outpatient
(Applicable deduclibles
and copays apply)

Diagnostic X-ray:
$45/visit

Lab:
100% covered

Diagnostic X-ray:
$35/visit

Lab:
100% covered

80% cavered after deductible

Inpatient:
100% covered after
$250/admission

Qulpalient:
100% covered

MRIs (Complex Imaging) $150/visit $150Nisit B0% covered after deduclible 100% covered
Outpatient
Chiropractic $45/visit $35/visit 8075 covered aller deductible and $20/visit

(Subject to visit limits)

(Up to 20 visits/calendar year)

(Up to 20 visits/calendar year)

$30Mvisit

(Up 1o 10 visits/calendar year)

(Up to 10 visits/calendar year)

Physlcal Therapy and Speech
Therapy
(Subject to visit limils)

$45/visit

(Up to a 90-day consecutive period
of trealment per incident of illness
or injury beginning with the first
day of treatment)

$35/visit

(Up to a 90-day conseculive period
of lreatment per incident of iliness
or injury beginning with the first
day of lreatment)

Inpatient:
80% covered after deductible

Outpalient:
80% covered after deductible and
$30/visit

(Up to 60 visits/therapy year)

Inpatient:
100% covered alter
$250/admission

Qutpatient:
S$20Mvisit

{Up to 60 visils/therapy year)

Mental Health

Mental Health - Inpatient

80% covered alter deduclible

100% covered after
$250/admission

80% covered after deductible

100% covered alter
$250/admission

Mental Health = Qutpatient

$45MNisit

$35/visit

80% covered alter deduclible and
$30/visit

$20/Nvisit

Substance Abuse

Substance Abuse — Inpatient 80% covered alter deduclible 100% covered aller 80% covered after deductible 100% covered aller
$250/admission $250/admission

Substance Abuse - Qutpatient $45/visit $35/visit 80% covered aller deductible and $20Mvisit

$30Nisit

Prescription Drugs

Retall Pharmacy — In-Network $10/530/560 $10/330/550 $10/520/540 $10/520/540

(30-day supply if not specified)

Dollar amounts listed are

generic/formulary brand/

non-formulary brand

Mail-Order Program — In-Nelwork | $20/360/$120 $20/560/5100 $20/340/380 $20/$40/$80

(90-day supply if not specilied;
out-of-network not covered)
Dollar amounts listed are
generic/iormulary brand/
non-farmutary brand

Sell-Injectables

(Includes many specially drugs.
Call your carrier for more
intormation,)

Third tier copay applies — refer to
your COG for further details

Third tier copay applies —reler lo
your COC for further details

Coverage varies according to the
drug — contact Group Health for
more details

Coverage varies according to the
drug — conlact Group Health for
more delails




Dental

Reglonal Plan Names

Aetna Dental 50

@ Astna Dental 50 Group
@ Aetna Denlal 50 Optional

Delta Dental 50

© Delta Dental 50 Group
© Delta Dental 50 Optional

MeiLife Dental 50

© Mellife Dental 50 Group
© Mellife Dental 50 Optional

Aetna Dental 100

@ Aelna Dental 100 Group
@ Aelna Dental 100 Optional

Plan Locatlons Nationwide* Nationwide® Nationwide, except FL Nationwide"
Carrier Network Dental PPO/PDN with PPO |1 Della Dental PPO Network Mellile Preferred Denlist Program | Dental PPO/PDN with PPO 1
Nelwork (PDP) Network Network

Plan Features

Notes on Avallability
Service areas may nol be available
in all ZIP codes for DMO/PPO

You can use any licensed dentist —
you receive a discount Wwhen you
use a denlist who participates in

You can use any licensed denlist —
you receive a discount when you
use a dentist who parlicipates in

You can use any licensed denlist —
you recelve a discount Wwhen you
use a dentist who participates in

You can use any licensed denlist —
you receive a discount when you
use a denlist who participates in’

plans the PPO netwiork the PPO nelwork the PPO network the PPO nelwork
Calendar-Year Deductible In-Network: In-Network: In-Network: In-Netwark:
(Required before plan pays $50/person; $50/person; $50/person; $100/person;
benefits) $150family $150/family. $150/family. $300/family
Out-of-Network: Out-of-Nelwork: Out-of-Network: Out-of-Network:
5100/person; $100/person; $150/person; $150/person;
$300/Tamily $300/iamily $300/tamily $450/amily
Calendar-Year Benefit Maximum | $1,500/person $1,500/person $1,500/person $1,000/person
Diagnostic & Preventive
Routine Checkups, Cleanings, In-Network: In:Network: In-Nelwork: In-Network:
X-rays, and Diagnaostic Visits 100% covered 100% covered 100% covered 100% covered

Out-of-Network:

Out-of-Network:

Out-of-Network:

Qut-of-Network:

100% covered 100% covered 100% covered 100% covered

Baslc Services ¥

Fillings and Oral Surgery In-Network: In-Network: In-Network: In-Network:
90% covered alter deduclible 90% covered after deductible. 90% covered alter deduclible 70% covered aller deduclible
Out-of -Network: Out-of-Network: Out-of-Network: Out-of-Network:

80% covered after deduclible

% covered afler deductible

80% covered aller deduclible

50% covered aller deduclible

Periodontics

In-Network:
90% covered aller deductible

Out-of-Network:
80%: covered afler deduclible

In:Network:
90% covered after deduclible

Out-of-Network:
80% covered after deduclible

In-Network:
90% covered alter deduclible

Out-of-Network:
80% covered alter deduclible

In-Network:
70% covered after deduclible

Out-of-Nelwork:
50% covered alter deductible

Endodontics

In-Nelwork:
90% covered aller deduclible

Out-of-Nelwork:
80% covered aller deduclible

In-Network;
90% covered alter deduclible

Out-of-Network:
803% covered alter dedugtible

In-Network:
90% covered after deduclible

Qut-of:Nelwork:
80% covered after deductible

In-Network:
70% covered alter deductible

out-of-Network:
50% covered after deductible

Crowns & Cas! Restorations

Crowns, Inlays, Onlays, and
Bridges

In-Nelwork:
65% covered alter deductible

Qut-of-Network:
50% covered alter deductible

In-Network:
65% covered after deduclible

Out-of-Network:
50% covered aller deductible

In-Network:
65%: covered after deduclible

Out-of-Network:
50% covered after deductible

In-Network:
50% covered alter deduclible

Qut-of-Network:
50% covered alter deduclible

Prosthodontles
Dentures In-Network: In-Network: In:Network: In-Hetwork:
65% covered alter deductible 65% covered afler deduclible 65% covered alter deduclible 50% covered after deduclible
Out-of-Nelwork: Out-of-Network: Out-of-Network: Qut-of-Network:
50% covered alter deductible 50% coverad afler deduclible 50% covered after deductible 50%% covered after deductible
Orthodontics
Orthodontics In-Network: In-Network: In:Network: Nol avallable

50% covered after $50 orthodontia
deductible

Out-of-Network:

50% covered after $50 orthodonlia
deductible '

(Up to $1,500/personflifetime)

50% covered alter $50 orthedonlia
deduclible

Out-of-Nelwork:
50% covered alter $50 orihodonlia
deduclible

(Up to $1,500/personfifetime)

503 covered alter $50 orthodonlia
deduclible

Out-of-Network:
50% covered after $50 orthadontia
deduclible

(Up to §1,500/personfifetime)




* In Texas, tha coverage levet for cut-of-nelwork benefils Is the same as for in-network benedits for the Aetna and MatLile dental plans due fo stale regulations.
** Inctudes initial examination, diagnosis, consultation, initial banding, 24 months of active freatment, debanding, and the retention phase of lreatment. The treatment phase includes the inftial
conslruction, pfacement, and adjustments lo relainers and office visits for a maximum of 24 months. Eligible chitdren are dependent, unmarred children up to age 19, or 25 if fuli-time

students, Some slate wies may diller.




Dental

Reglonal Plan Names

Delta Dental 100

@ Delta Dental 100 Group
@ Della Dental 100 Optional

MetLife Dental 100

© Metlife Dental 100 Group
e Metlife Denlal 100 Optional

Delta Dental DMO

@ Delta Dental DMO Group
© Delta Dental DMO Optional

Aetna DMO

@ Aetna DMO Group
® Aelna DMO Oplional

Plan Locatlons

Nalionwide®

Nationwide, except FL

Nationwide®

Nationwide, except AL, AK, AR,
LA, ME, MS, MT, ND, NH, SC, SD,
VT, WY

Carrier Network

Delta Dantal PPO Network

MelLile Prefeired Dentist Program
(PDP) Network

DeltaCare USA

Dental Maintenance Organization

Plan Features

Notes on Avallabllity
Service areas may not be available
in all ZIP codes for DMO/PPO

You can use any licensed dentist —
you receive a discount when you
use a denlist who participales in

You can use any licensed danlist —
you receive a discount when you
usea denlist who parlicipates in

No benefits are avallable oulside
the DMO nelwork of providers

No benefits are available outside
the DMO nelwork of providers

Qut-of-Network:

Qut-of-Network:

Out-of-Network:

plans the PPO network the PPO nelwork
Calendar-Year Deductible In-Network: In-Network: None None
(Required before plan pays $100/person; $100/person;
benelits) $300/amily $300/amily

Out-of-Network: Qut-of-Network:

$150/person; $150/person;

$450/amily $450/amily
Calendar-Year Benefit Maximum | $1,000/person $1,000/person None None
Diagnostic & Preventive
Routine Checkups, Cleanings, In-Network: In-Network: In-Network: In-Network:
X-rays, and Diagnostic Visits 100% covered 100% covered 100% covered 100% covered

Out-of-Network:

70% covered alter deduclible

Out-of-Network:
50% covered alter deduclible

70% covered after deductible

Out-of-Network:
502 covered aller deduclible

on the services rendered

Oral Surgery: $0 — $280/visit
depending on the services rendered

100% covered 100% covered Net covered Not covered
(Limitations may apply — refer to
the EOC booklet for details)
Baslc Services
Fillings and Oral Surgery In-Network: In-Network: Fillings: $0 — $85/visit depending $0 — $75/visit depending on the

services rendered

Perlodontics

In-Network:

In-Network:

$15 — $280Mvisit depending on the

$10 — §285/visil depanding on the

Out-of-Network:

Out-of-Network:

70% covered alter deduclible 70% covered after deductible services rendered services rendered
Out-of-Network: Out-of-Network: ;
50% covered after deductible 50% covered aller deductible

Endodontics In-Nework: 7 In-Network: 80 — $280Nisit depending on the $0 — $246/visit depending on the
70% covered after deduclible 70% covered after deductible services rendered services rendered

50% covered after deductible 50% covered alter deductible
Crowns & Cast Restorations
Crowns, Inlays, Onlays, and In-Network: In:Network: $0 — $250Nvisit depending on the $0 — $220/visit depending on the
Bridges % covered afler deductible 50% covered alter deductible services rendered services rendered

freatment plan®*

Out-of-Network: Out-of-Nelwork:
50% covered after deductible 50% covered after deductible

Prosthodontics

Dentures In-Network: In-Nehwork: 520 — $240/visit depending on the | $10 — $320Avisit depending on the
50% covered alter deductible 50% covered after deductible services rendered services rendered
Qut-of-Network: Out-of-Network:
50% covered alter deductible 25 covered alter deductible

Orthadontics

Orthodontics Not available Nol available $25 — §1,900 for 24-month $30 - $1,545 for 24-month

treatment plan**

* In Texas, the coverage leve! for out-of-network benefits is the same as for in-network benefils for the Aetna and MetLife dental plans due to state regulations.




** Includes initial examination, diagnosts, consultation, initia! banding, 24 months of aclive treatmenl, debanding, and the retertion phase of treatment. The treatment phase includes the initial
construction, placement, and adjusiments to retainers and office visits for a maximum of 24 months. Eiigible children are dependent, unmarried children up to age 19, or 25 if full-time
students. Some state sutes may differ.




Reglonal Plan Names

Aetna Vision Plus Plan

© Aetna Vislon Plus Plan

L3

Aetna Vislon Plan

@ Aetna Vislon Plan

VSP: Vislon Plus Plan

® VSP: Vislon Plus Plan

VSP: Vision Plan

@ VSP: Vislon Plan

Plan Lacations Nationwide Nationwide Nationwide Nationwide
Carrler Nelwork Aetna through EyeMed Aetna through EyeMed VSP Signature Network VSP Signature Network
Plan Fealures
Copay Schedule In-Network: In-Network: In-Network: In-Network:
Exam: $10 Exam: $10 Exam: §10 Exam: $10

Materials: $25

Materials: $25

Materials: $25
Out-of-Network:
Exam: §10

Materials: §25

Materials: $25
Out-of-Network:
Exam: $10

Materials; $25

Frequency of Services

Eye Examinalions

Every 12 months

Every 12 months

Every 12 months

Every 12 months

Replacement Lenses

Every 12 months

Every 12 months

Every 12 months

Every 12 months

Frames

Every 12 months

Every 24 months

Every 12 months

Every 24 months

Exam

Dlagnostic Eye Exam

In-Nelwork:
100% covered alter copay

In-Network:
100% covered after copay

In-Network:
100% covered aiter copay

In-Network:
100% covered after copay

Out-of-Network: Qut-of-Network: Out-of-Nelwork: Qut-of-Network:

Up to $50 covered Up to $45 covered Up to $50 covered alter copay Up to $45 covered aller copay
Lenses
Single Vislon Lenses In-Network: In-Network: In-Network: In-Network:

(Depends on prescriplion and add-
ons)

100% covered alter copay

Out-of-Network:
Up to $50 caovered

100% covered aller copay

Out-of-Network:
Up to $45 covered

100% covered after copay

Out-of-Network:
Up to $50 covered alter copay

100% covered aller copay

Out-of-Network:
Up 1o $45 covered after copay

Bifocal Lenses
(Depends on prescription and add-
ons)

In-Network:
100% covered alter copay

Qut-of-Network:
Up to §75 covered

In-Network:
100% covered after copay

Qut-of-Network:
Up to $65 covered

In-Network:
100% covered after copay

Qut-of-Network:
Up to $75 covered after copay

In-Network:
1009% covered alter copay

Out-of-Network:
Up to $65 covered after copay

Tritocal Lenses
(Depends on prescriptien and add-
ons)

In-Network:
100% covered afler copay

Out-of-Network:
Up to $100 covered

In-Network:
100% covered after copay

Out-of-Network:
Up to $85 covered

In-Network:
100% covered aller copay

Qut-of-Network:
Up to $100 covered alter copay

In-Network:
100% covered alter copay

Out-of-Network:
Up to $85 covered alter copay

Frames

Moderate Frames
(Depends on style and brand)

In-Network:
Up to $150 covered, then 20%
discount .

Out-of-Network:
Up 1o $75 covered

In-Network:
Up to $130 covered, then 20%
discount

Out-of-Network:
Up to §47 covered

In-Nelwork:
Up lo $150 covered then 20%
discount

Qut-of-Network:
Up to $75 covered alfter copay

Coslco: Up to $100 covered after
copay

In-Network:
Up to §130 covered alter copay,
then 20% discount

Out-of-Nelwork:
Up to $47 covered alter copay

Costco:
Up to $70 covered after copay

Contact Lenses

Contact Lenses
(Depends on prescriplion and add-
ons)

In-Network:

100% covered if medically
necessary; up 1o 5200 covered if
elective, then 15% discount for
conventional contacls

Out-of-Network:

Up to $210 covered if medically
necessary; up to $200 covered if
eleclive

In-Network:

100% covered if medically
necessary; up to $120 covered if
elective, then 15% discount for
conventional contacts

Out-of-Netwark:

Up to $150 covered il medically
necessary; up to $105 covered if
eleclive

In-Network:

100% covered after copay if
medically necessary; up o $200
covered if elective

OQut-of-Network:

Up to $210 after copay covered if
medically necessary; up o $200
covered il elective

In-Network:

100% covered after copay if
medically necessary; up to $120
covered if elective

Qut-of-Network:

Up to $150 covered alter copay il
medically necessary; up lo $105
covered if eleclive




