SCHEDULE OF BENEFITS

The following charts summarize benefit information.  Please refer to specific benefit sections for more detailed explanations.

	DESCRIPTION OF MEDICAL BENEFITS
	NETWORK 

PROVIDERS
	NON-NETWORK

PROVIDERS

	Lifetime Maximum
	Unlimited

	Calendar Year Deductible
	
	

	· Individual (3 month carryover applies to Individual only)
	$0
	$500

	· Family
	$0
	$1,500

	Calendar Year Out-of-Pocket Maximum 

(including Deductibles and excluding Copays)
	
	

	· Individual
	$0
	$1,500

	· Family
	$0
	$4,500

	Utilization Review Requirements

All Inpatient Hospital confinements must be pre-certified.  Pregnancy related admissions for delivery will not require certification unless the confinement exceeds 48 hours for a vaginal delivery or 96 hours for a cesarean section delivery, except as indicated in the Pre-Certification Addendum.  It is the Member’s responsibility to obtain pre-certification or benefits payable will be reduced by $200.  Any part of a Hospital confinement not deemed to be Medically Necessary will be excluded.  Penalty does not apply toward the Calendar Year Deductible or Out-of-Pocket Maximum.

	Human Organ and Tissue Transplants

Donor expenses are limited to $10,000 maximum.
	Same As Any

Other Illness
	Same As Any

Other Illness

	Hospital Services
	
	

	· Inpatient (See Utilization Review Requirements)
	100% no Deductible
	80% after Deductible

	· Outpatient
	$20 Copay then

100% no Deductible
	80% after Deductible

	Emergency Room Services

Includes emergency room Physician services.  Copay waived if life threatening or if patient is admitted as an Inpatient, then Inpatient benefits apply.
	$50 Copay then

100% no Deductible
	$50 Copay then

100% no Deductible

	Urgent Care Facility


	$20 Copay then

100% no Deductible
	80% after Deductible

	Outpatient Surgical

· Facility
· Surgeon and Anesthesiologist
· Pathologist and Radiologist
	$20 Copay then

100% no Deductible
	80% after Deductible

	Second Surgical Opinion

Voluntary
	$20 Copay then

100% no Deductible
	80% after Deductible

	Physician Office Visits
	
	

	· Office visit with or without x-ray, lab, surgery, allergy injections, medical supplies, etc.  Copay is per encounter for all services provided in and billed by the Physician’s office.
	$20 Copay then

100% no Deductible
	80% after Deductible

	· Allergy injections without office visit charge.
	100% no Deductible
	80% after Deductible

	Physician Home visits
	$20 Copay then

100% no Deductible
	80% after Deductible

	Other Physician Services Outpatient

· Anesthesiologist

· Radiologist and Pathologist
	$20 Copay then

100% no Deductible
	80% after Deductible


	DESCRIPTION OF MEDICAL BENEFITS
	PPO NETWORK 

PROVIDERS
	NON-NETWORK

PROVIDERS

	Other Physician Services Inpatient

· Hospital Visits

· Surgeon and Assistant Surgeon

· Anesthesiologist

· Radiologist and Pathologist
	100% no Deductible
	80% after Deductible

	Wellness Care
· Physical Examination – including Diagnostic Charges and immunizations.

· Sports physicals

· T.B. test

· Pap Smear – one per Calendar Year

· Mammogram – one per Calendar Year

· Prostate Specific Antigen (PSA)  – one per Calendar Year

· Prostate Exam – one per Calendar Year

· Proctoscopy – one per Calendar Year 

· Colorectal cancer screening, including exams and laboratory tests in accordance with the American Cancer Society guidelines.
	$20 Copay then

100% no Deductible


	80% after Deductible

	Well Child Care

Routine examinations, including Diagnostic Charges, and immunizations.
	$20 Copay then

100% no Deductible
	80% after Deductible

(no Deductible until age 1)

	Mental/Nervous Disorders
	
	

	· Inpatient treatment. 

· Hospital (See Utilization Review Requirements)
· Partial Hospitalization – two partial days equals one Inpatient day.

· Physician
	100% no Deductible
	80% after Deductible



	· Emergency Room
	See Emergency Room
	See Emergency Room

	· Ambulance
	See Ambulance
	See Ambulance

	· Outpatient Treatment 

· Psychotherapy limited.

· Medicine checks, Diagnostic Charges, etc.
	$20 Copay then

100% no Deductible
	80% after Deductible

	Alcoholism and Drug Abuse
	
	

	· Inpatient treatment.  

· Hospital (See Utilization Review Requirements)
· Partial Hospitalization – two partial days equals one Inpatient day.

· Physician
	100% no Deductible
	80% after Deductible

	· Emergency Room
	See Emergency Room
	See Emergency Room

	· Ambulance
	See Ambulance
	See Ambulance

	· Outpatient Treatment 

· Psychotherapy.

· Medicine checks, Diagnostic Charges, etc. 
	$20 Copay then

100% no Deductible
	50% after Deductible


	DESCRIPTION OF MEDICAL BENEFITS
	PPO NETWORK 

PROVIDERS
	NON-NETWORK

PROVIDERS

	Skilled Nursing Facility
Must be in lieu of hospitalization, up to a maximum of 100 days per Calendar Year.  
	100% no Deductible
	80% after Deductible

	Home Health Care
Must be within 7 days of a 3-day Hospital or Skilled Nursing Facility confinement, up to a maximum of 240 visits per Calendar Year.  One visit equals 4 hours.
	100% no Deductible
	80% after Deductible

	Hospice Care

Bereavement is not covered.
	100% no Deductible
	80% after Deductible

	Infertility

Limited to initial exam and testing to diagnose, all other services are not covered.
	$20 Copay then

100% no Deductible
	80% after Deductible

	Maternity Care

Members and covered Dependents.
	$20 Copay applies to 1st visit only then

100% no Deductible
	80% after Deductible

	Newborn Care*

Well or sick newborn expenses for Hospital, Physician visits and circumcision are paid under the baby’s own claim. *No Deductible applies up to age (1) one.
	Same As Any

Other Illness
	Same As Any

Other Illness

	Physical Therapy


	$20 Copay then

100% no Deductible
	80% after Deductible

	Speech Therapy
	$20 Copay then

100% no Deductible
	80% after Deductible

	Occupational Therapy
	$20 Copay then

100% no Deductible
	80% after Deductible

	Neuromuscular Massage Therapy and Myofacial Release


	$20 Copay then

100% no Deductible
	80% after Deductible

	Chiropractic Care

Limited to 24 visits within each 90-day period, which includes any Diagnostic Charges.
	$20 Copay then

100% no Deductible
	80% after Deductible

	Ambulance


	$50 Copay then

100% no Deductible
	80% no Deductible

	Durable Medical Equipment


	100% no Deductible
	80% after Deductible

	All Other Covered Charges


	100% no Deductible
	80% after Deductible


	DESCRIPTION OF PRESCRIPTION DRUG BENEFITS
	PRESCRIPTION DRUG PROGRAM PAYS

	Drugs available only through Express Scripts

	Retail (30 day supply)


	100% after

$15 Copay – Generic Drug

$25 Copay – Brand Name Preferred Drug 

$40 Copay – Brand Name non-Preferred Drug

	Mail Order (90 day supply)
	100% after

$30 Copay – Generic Drug

$50 Copay – Brand Name Preferred Drug

$80 Copay – Brand Name non-Preferred Drug

	Specialty Injectables through CuraScript
	See Section V Prescription Drug Program for details









