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" MEDICAL COVERAGE SUMMARY
INDEMNITY PLAN

APPLIES TO: ACTIVE PUBLIC EMPLOYEES, COBRA.BENEFICIARIES,
AND THEIR DEPENDENTS
EFFECTIVE JANUARY 1, 2015

MEDICAL PLAN DEDUCTIBLES AND MAXIMUMS

IMPORTANT PROVISION

Per calendar year. dividual
DEDUGTIBLE (Garryover does not apply) - None $200 Individua
Applies only to major medical benefits. 3400 Family

Per calendar year.

Includes the calendar year deductible
and Coinsurance amounts.
Does not include Copayments,
prescription drug Copayments,

OUT-OF-POCKET amounts in excess of the Beasonable $500 Individual
MAXIMUM and Customary, amounts in excess of None :
the Plan maximums, any charges for $1,000 Family

services which are not covered, and
charges for Mental lliness and
Substance Abuse, including
treatment of alcoholism.
Appiies only to major medical benefits.

Applies only to non-essential, -
LIFETIME MAXIMUM major medical benéfits. No Limit $1.000,000

Radiologist, Anesthesiologists, Pathologists and Emergency Care: If you have a covered surgical procedure or inpatient stay when
attended and admitted by a Preferred Provider, services by the associated radiologist, anesthesiologist or pathologist, will be payable at the in-
network benefit level. Emergency care and associated professional fees (anesthesiclogist, pathologist, radiclogist) rendered in a Hospital
Emergency room will be payable at the in-network benefit level when rendered by either a non-preferred or Preferred Provider. The treatment
must be for an Emergency as defined in the Plan. Follow-up care will be payable according to the Coverage Summary.
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'—f-}am‘;‘f Employee Benehil Solutions

AN-NETWORK:
. ACUPUNCTURE The Plan covers Medically $20 Copay
Necessary acupuncture for
pain management.

ALLERGY CARE

-Office Visit $20 Copay 80%

-Treatment {Injections) 100% 80%

-Serum 100% 80%

-Laboratory & Scratch Testing $20 Copay 80%
ANMBULANCE 100% 80%
ANESTHESIA

-Inpatient 100% 80%

-Qufpatient 100% 80%

-Office 100% 80%
BIOFEEDBACK Not Covered Not Covered
BLOOD AND BLOOD 100% 80%
PRODUCTS
CARDIAC REHABILITATION

-Outpatient Hospital 100% 80%

-Any other place of service 100% 80%
CHEMOTHERAPY

-Outpatient Hospital 100% 80%

-Any other place of service : 100% 80%
CHIROPRACTOR : First $5000 paid at 100%, 80%

then next $3400 paid at
50% per calendar year
CONVALESCENT/SKILLED Maximum of 30 visits per 100% . 80%
NURSING FACILITY ~ calendar year.
Maximums are combined for In
and Out-of-Network Providers.

DENTAL CARE COVERED
UNDER MEDICAL PLAN

-Accidental Injury to Teeth 100% 80%

-Oral Surgery Covered when Medicaily 100% First $1,400 payable at 100%,

Necessary and not covered after deductible; then 80%
under Dental Plan.

DIABETIC TREATMENT

-Education $20 Copay 80%

-Supplies and Equipment 100% 80%
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[ DIAGNOSTIC X-RAYS AND
IMAGING TESTS

-Independent Facility $20 Copay First $150 paid at 100% per
calendar year; then 80%
-Outpatient Hospital $20 Copay First $150 paid at 100% per
calendar year, then 80%
-Physician's Office $20 Copay First $150 paid at 100% per
calendar year, then 80%
HIGH TECH IMAGING $20 Copay First $150 paid at 100% per
(SUCH AS MRI, MRA, PET AND calendar year; then 80%
CAT SCANS)
DIALYSIS OR HEMCDIALYSIS

-Qutpatient Hospital 100% 80%

-Any other place of service 100% 80%
DURABLE MEDICAL. 100% 80%
EQUIPMENT (DME)

Including, but not fimited to:

-Disposable Medical Supplies 100% 80%

-Prosthetics (External and $20 Copay 80%

Internal)

-Wigs Covered when Medically $20 Copay 80%

Necessary. Under the age of 19
has no limit, but over age 19is
limited to one wig per Lifetime.
-Foot Orthotics Covered when Medically $20 Copay 80%
Necessary.
-Orthotics (Braces) Covered when Medically $20 Copay 80%
Necessary.

-Oxygen 100% 80%

EATING DISORDERS 100% 80%
ENTERAL FORMULA Covered if it is the patient's only 100% 80%

source of nutrition.
The Plan does not cover
nutritional supplements.
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"FAMILY PLANNING SERVICES

-Elective Sterilization Procedures

-Voluntary Termination of
Pregnancy

-Infertility Treatment

-Contraceptive Drugs and Devices

Covered for Employee or
spouse.
Reversal is not covered.

Covered for Employee, spouse,
' or Dependent.

The Plan covers Medically
Necessary diagnostic services
and treatment of the Sickness or
Injury that is the cause of
infertility.

The Pharmacy Benefit Manager
requires letter of
Medicai Necessity.

Tubal Ligation = 100%
Vasectomy = $20 Copay

$20 Copay

Not Covered

Covered under the
Prescription Drug Plan

80%

80%

Not Covered

Covered under the
Prescription Drug Plan

-Contraceptive Management Not Covered Not Covered
Office Visit
-Early Intervention Services The Plan covers tearning $20 Copay 80%
disorders diagnosed as ADD,
ADHD, Central Auditory
Processing Disorders, Dyslexia,
Dysgraphia, Dyscalcuiia,
Dyspraxia, Apraxia or
Hyperlexia.
FOREIGN CARE
-Emergent Only covered for emergency 100% 100%
situations.
-Non-Emergent Current exchange rate applies. Not Covered 80%
GENETIC TESTING The Plan covers Genetic $20 Copay 80%
Testing, and associated
counseling, when Medically
Necessary or medically
appropriate as determined by
the Medical Services Team
criteria and peer-reviewed
literature.
GROWTH HORMONES The Plan covers when $20 Copay 80%
Medically Necessary.
HOME HEALTH CARE Maximum of 60 visits per
-Aide, Nurse, or any other calendar year. 100% 80%
Authorized Agency Employee Maximums are combined for In
and Out-of-Network Providers.
-Home IV Therapy and 100% 80%
Respiratory Care
HOSPICE CARE For Covered Family Member
-Inpatient diagnosed with a terminal iliness 100% 80%
and a life expectancy of six
moenths or less.
-Home 100% 80%
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A Emplayes Benelit Selutivas

HOSPITAL FACILITY
inpatient Hospital Maximum of 30 days for 100% First 120 days paid at 100%;
tuberculosis, contagious then $5.00 per day for an
diseases and after effects of additional 245 days in same
these conditions. benefit period with remaining
Maximum of 30 days in all charges paid at 80%
hospitals operated by a
governmental body or agency,
except when operated by a
county or municipality.
Qutpatient Hospital
-Emergency Room for a medical Includes ER Physician. 100% 100%; not subject to
Ernergency deductible
-Emergency Room used for a Includes ER Physician. 100% 100%; not subject to
Non-Emergency deductible

-Outpatient Surgical Center 100% 80%

-Clinic ' $20 Copay 80%
INFUSION THERAPY Includes chelation therapy. 100% 80%
LABORATORY

-independent Facility $20 Copay First $150 paid at 100% per

"~ calendar year; then 80%

-Qutpatient Hospital $20 Copay First $150 paid at 100% per

calendar year; then 80%
-Physician's Office $20 Copay First $150 paid at 100% per
calendar year; then 80%
MASSAGE THERAPY Not Covered Not Covered

{When rendered by a
Licensed Massage Therapist)

MATERNITY CARE-MOTHER
(Refer to Diagnostic X-rays,
Imaging Tests and Laboratory for
benefits related to maternity)

-Inpatient Hospital

-Physician for Prenatal Care and
Delivery

-Birthing Center

Pre-Cerlification is
recommended if stay exceeds
48 hours for vaginal delivery or
96 hours for cesarean section.

100%

$20 Copay

100%

100%; not subject to
deductibie

80%

80%
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MENTAL ILLNESS SERVICES

-inpatient

-Inpatient Physician

-Quipatient/Office

Coinsurance does not accrue.
toward the Out-of-Pocket
Maximum.

{Hospitai or Behavioral Health
Care Facility)
Partial Hospitalization is covered
in the same manner as any
other Mental lliness admission.

Maximum of 24 visits per
calendar year.
Maximums are combined for
In and Out-of-Network Providers.
Maximums combined with
OQutpatient/Office Substance
Abuse Treatment.

100%

100%

$20 Copay

100%
Maximum of 30 days
per calendar year.

80%

80%

MODIFIED FOOD PRODUCT

Not Covered

Not Coveyed

NEWBORN CARE

When Plan covers both

(Prior to Dischargse) Mother and Baby
-Hospital Pre-Cerlification is 100% 100%; not subject to
recommended if the newborn’s deductible
Hospital confinement exceeds
48 hours after hirth following a
normal delivery or 96 hours after
birth following a cesarean
section.
-Physician 100% 80%
-Newborn Circumcision 100% 80%
NEWBORN CARE When Plan covers the Baby
{Prior to Discharge) but not the Mother
-Hospital Pre-Certification is 100% 100%; not subject to
recommended if the newborn's deductible
Hospital confinement exceeds
438 hours after birth following a
normal delivery or 96 hours after
birth following a cesarean
section.
-Physician 100% 80%
-Newborn Circumcision 100% 80%
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"NUTRITIONAL COUNSELING

Covered for Family Members
with diabetes only.

$20 Copay

OBESITY TREATMENT The Plan only covers charges for 100% 80%
surgical procedures in cases of
morbid obesity.
The Plan dees not cover charges
for treatment of obesity, weight
reduction, diet programs (Weight
Watchers, Nutrisystem, etc.) or
diet supplements.
OCCUPATIONAL THERAPY
-Outpatient Hospital 100% First $50 paid at 100%
per incident; then 80%
-Any other place of service 100% First $50 paid at 100%
per incident; then 80%
ORGAN TRANSPLANTS The Plan does not cover 100% 80%
expenses of an organ donor,
except when the recipientis a
participant in this Ptan who
receives the organ in a covered
organ transplant. When
coordinating with the donor’s
health plan, the Medical Plan wil
be secondary. Ifan organ is
sold, not donated, no benefits
are paid for the donor's
expenses.
PHYSICAL REHABILITATION 100% 80%
FACILITY
PHYSICAL THERAPY
-Qutpatient Hospital 100% First $50 paid at 100%
per incident; then 80%
-Any other place of service 100% First $50 paid at 100%

per incident; then 80%
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PHYSICIAN
-Inpatient 100% First $8.00 per day, up to
a $960 maximum, paid at
100%; then 80%
-Office $20 Copay 80%
-Home $20 Copay 80%
Consultation (Specialist)
-Inpatient 100% 80%
-Qutpatient $20 Copay 80%
-Office $20 Copay 80%
Second Medical Opinion $20 Copay 80%
PREADMISSICON TESTING $20 Copay First $150 paid at 100% per
calendar year; then 80%
PREVENTATIVE/WELL CARE
-Bone Density Testing $20 Copay First $150 paid at 100% per
calendar year; then 80%
-Colonoscopy/Sigmoidoscopy 100% 80%
-GYN Office Visit Maximum of 2 visits per $20 Copay 80%
calendar year.
-Mammogram Maximum of 1 per calendar $20 Copay 80%
year, unless Medical Necessity.
-PAP Smear Maximum of 2 per calendar $20 Copay 80%
year. When performed during
GYN Office Visit an
additional Copay will not be
taken.
-Prostate Cancer Screening (PSA) Maximum of 2 per calendar $20 Copay 80%
year.
-Routine Aduit Physical Maximum of 1 per calendar $20 Copay 80%
year.
(includes appropriate labs
and x-rays)
The Plan does not cover
immunizations, HPV vaccine,
and Flu vaccinations.
-Well Child Care Up to and including age 12. $20 Copay 80%
(includes appropriate labs, x-
rays and immunizations)
-Hearing Exams $20 Copay 80%
-Hearing Aids $20 Copay 80%
-Eye Exams Not Covered Not Covered

-Frames and Lenses

Not Covered

Not Covered
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Allowable Expense is limited
the: Reason_able_a :_and

“PRIVATE DUTY NURSING

' ot vere

RADIATION THERAPY
-Qutpatient Hospital 100% First $320 paid at 100% per
calendar year; then 80%
-Any other place of service 100% First $320 paid at 100% per
calendar year; then 80%
RESPIRATORY THERAPY
-Outpatient Hospital 100% 80%
-Any other place of service 100% 80%
SLEEP DISQORDERS The Plan only covers sleep $20 Copay 80%
studies and apnea monitors.
SMOKING CESSATION Not Covered Not Covered

PRODUCTS

SPEECH THERAPY
-Qutpatient Hospital

-Any other place of service

100%

100%

First $50 paid at 100%
per incident; then 80%

First $50 paid at 100%
per incident; then 80%

SUBSTANCE ABUSE
TREATMENT

~Detoxification

-Inpatient Rehabilitation

-Inpatient Physician

-Qutpatient/Office

Coinsurance does not accrue
toward the Qut-of-Pocket
Maximum.

{Hospital or Behavioral
Health Care Facility}
Parlial Hospitalization is covered
in the same manner as any other
Substance Abuse admission.

Maximum of 24 visits
per calendar year,
Maximums are combined for
In and Qut-of-Network Providers.
Maximums combined with
Outpatient/Office Mental lliness
Services.

Included in Inpatient
Rehabilitation

100%

100%

$20 Copay

Included in Inpatient
Rehabilitation

100%
Maximum of 30 days
per calendar year.

80%

80%
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Allowable Expense s fmited,

Qut-of-Network Surgical Allowance Schedule

-SURGERY'”'"

{Refer to Hospital Facility, Surgery

Center or Anesthesia for benefits

related to surgery)
Surgeon
-Inpatient 100%
-Qutpatient 100%
-Office 100%
Assistant Surgeon Maximum of 20% of the 100%

Surgeon's fee.

Second Surgical Opinion
-Voluntary $20 Copay
-Mandalo Not Req

uired

Payable in accordance with
Qut-of-Network Surgical
Allowance Scheduie below

Payable in accordance with
Out-of-Network Surgical
Allowance Schedule below

" Payable in accordance with

Qut-of-Network Surgical
Allowance Schedule below

80%

80%
Nt Reg uid _

Appendectomy $280
Breast, removal of benign tumor $105
Fracture of femur, neck, intertrechanteric, simple or compound, open $560
reduction
Fracture of radius and ulna, simple closed reduction $175
Gall bladder, removal of $420
Heart, removal of infra cardiac tumor $210
Hemorrhoidectamy, internal and external
Herniotomy, inguinal {single) $245
Hip, fusion of $700
Hysterectomy, total corpus and cervix $420
Mastoidectomy, modified radical or radical without skin graft $560
Prostatectomy, suprapublic, one or two stages $560
Spine and Spinal Cord, laminotomy for removal of intervertebral discs, $630
lumbar
Stomach, partial removal of $630
Tonsils and Adenoids, removal of
Under age 18 $105
18 years or over $140

annual Qut-of-Pocket Maximum is met.

¥» Above surgeries payable at 100% of allowance, after deductible, then 80% until the annual Out-of-Pocket Maximum is met.
¥ For surgeries not listed in this schedule, maximum allowance is $1,400 payable at 100%, after deductible, then 80% until the

10
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The. Atlowable Expenseis limited

GERYCENTER T R A R

{Freestanding Surgical Facility)
TEMPOROMANDIBULAR The Plan only covers diagnostic $20 Copay First $150 paid at 100% per
JOINT DISORDER (TMJ) x-rays and testing. calendar year; then 80%

Any treatment, including surgery,
is not covered.

URGENT CARE FACILITY 100% 80%

PRESCRIPTION DRUG EXPENSE BENEFIT

RETAIL DRUGS Copay is for each separate | $10.00  Copay— Generic Drug
prescription or refill. $20.00  Copay — Brand Name Drug

MAIL ORDPER MAINTENANCE Up to a 90-day supply. $10.00  Copay ~ Generic Drug

DRUGS Copay is for each separate | $20.00  Copay - Brand Name Drug
prescription or refill.

DIABETIC SUPPLIES AND Diabetic supplies and equipment See benefit for Retail and Mail Order

EQUIPMENT that are covered as a Medical Maintenance Drugs.

Expense Benefit will not be covered
as a Prescription Drug Expense
Benefit.

Copays under the Prescription Drug Expense Benefit do not count toward the Medical Qut-of-Pocket Maximum.
The Medical Expense Benefit portion of the Plan covers prescription drugs purchased from an Out-of-Network Pharmacy payable
at 80%; subject to the Medical Deductible. Copays are not covered.

Contact your Pharmacy Benefit Manager for prescription drug coverage inquiries.
Your Pharmacy Benefit Manager's contact information is located on your Benefit Identification Card.

Note: This Coverage Summary is intended to be a general description of benefits only. Some limitations, conditions,
or exclusions may apply. The benefits listed above are subject to change at any time. If there is a discrepancy
between this overview and the Plan Document, the Plan Document will prevail. Services must be Medically Necessary

treatment of Sickness or Injury, unless otherwise stated. The fact that a physician may prescribe, order, recommend
or approve a service or supply does not, of itself, make it Medically Necessary even though it is not specifically listed

as an exclusion. All of the facts and circumstances surrounding the claim must be considered.
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MEDICAL COVERAGE SUMMARY
INDEMNITY PLAN

APPLIES TO: ACTIVE POLICEMEN, COBRA BENEFICIARIES,
AND THEIR DEPENDENTS
EFFECTIVE JANUARY 1, 2015

MEDICAL PLAN DEDUCTIBLES AND MAXIMUMS

Per calendar year.
DEDUCTIBLE (Carryover does not apply) None )
Applies only to major medical benefits. $400 Family

$200 Individual

Per calendar year.

Includes the calendar year deductible
and Coinsurance amounts.
Does not include Copayments,
prescription drug Copaymernts,

amounts in excess of the Reasonable o
ag;iaﬁ'nﬁOCKET and Customary, amounts in excess of None $500 md““dl_jal
the Plan maximums, any charges for $1,000 Family

services which are not covered, and
" charges for Mental lliness and
Substance Abuse, including
treatment of alcoholism.
Applies only to major medical benefits.

Applies only to non-essential, o
LIFETIME MAXIMUM major medical benefits. No Limit $1,000,000

Radiologist, Anesthesiologists, Pathologists and Emergency Care: if you have a covered surgical procedure or inpatient stay when
attended and admitted by a Preferred Provider, services by the associaled radiologist, anesthesiologist or pathologist, wiil be payable atthe in-
neiwork benefit level. Emergency care and associated professional fees (anesthesiologist, pathologist, radiologist) rendered in a Hospital
Emergency room will he payable at the in-network benefit level when rendered by either a non-preferred or Preferred Provider. The treatment
must be for an Emergency as defined in the Plan, Follow-up care will be payable according to the Coverage Summary.
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NT PROVISIONS

UPUNCURE The Plan covers Medically %20 Copay 80%
Necessary acupuncture for
pain management.
ALLERGY CARE
-Office Visit $20 Copay 80%
-Treatment {Injections) 100% 80%
-Serum 100% 80%
-Lahoratory & Scratch Testing : $20 Copay 80%
AMBULANCE 100% 80%
ANESTHESIA )
-Inpatient 100% 80%
-Cutpatient ' 100% 80%
-QOffice 100% 80%
BIOFEEDBACK Not Covered Not Covered
BLOOD AND BLOOD . - 100% 80%
PRODUCTS
CARDIAC REHABILITATION
-Cutpatient Hospital _ 100% 80%
-Any other place of service 100% 80%
CHEMOTHERAPY
-Qutpatient Hospital 100% 80%
-Any other place of service 100% 80%

First $5000 paid at 100%, 80%
then next $3400 paid at
50% per calendar year

CHIROPRACTOR

Maximum of 30 visits per 100% 80%
calendar year.
Maximums are combined for In
and Out-of-Network Providers.

CONVALESCENT/SKILLED
NURSING FACILITY

DENTAL CARE COVERED

UNDER MEDICAL PLAN
-Accidental Injury to Teeth 100% 80%
-Oral Surgery Covered when Medically 100% First $1,400 payable at 100%,
Necessary and not covered after deductible; then 80%
under Dental Plan.
DIABETIC TREATMENT
-Education $20 Copay 80%
-Supplies and Equipment 100% 80%
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| DIAGNOSTIC X-RAYS AND
IMAGING TESTS

source of nutrition.
The Plan does not cover
nutritional supplements.

-Independent Facility $20 Copay First $150 paid at 100% per
calendar year; then 80%
-Cutpatient Hospital $20 Copay First $150 paid at 100% per
calendar year; then 80%
-Physician’s Office $20 Copay First $150 paid at 100% per
calendar year; then 80%
HIGH TECH IMAGING $20 Copay First $150 paid at 100% per
{SUCH AS MRI, MRA, PET AND calendar year; then 80%
CAT SCANS)
DIALYSIS OR HEMODIALYSIS

-Outpatient Hospital 100% 80%

-Any other place of service 100% 80%
DURABLE MEDICAL 100% 80%
EQUIPMENT (DME)

Including, but not limited to:

-Disposable Medical Supplies 100% 80%

-Prosthetics {(External and $20 Copay 80%

Internal)

-Wigs Covered when Medically $20 Copay 80%

Necessary. Under the age of 19
has no limit, but over age 19 is
limited {0 one wig per Lifetime,
-Foot Ortholics Covered when Medically $20 Copay 80%
Necessary.
-Orthotics (Braces) Covered when Medically $20 Copay 80%
Necessary.

-Oxygen 100% 80%

EATING DISORDERS 100% 80%
ENTERAL FORMULA Covered if it is the patient’s only 100% 80%
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[ FAMILY PLANNING SERVICES
-Elective Sterilization Procedures

-Voluntary Termination of
Pregnancy

-Infertility Treatment

-Contraceptive Drugs and Devices

-Contraceptive Management

Covered for Employee or
spouse.
Reversal is not covered.
Covered for Employee, spouse,
or Dependent.

The Plan covers Medically
Necessary diagnoslic services
and treatment of the Sickness or
Injury that is the cause of
infertility.

The Pharmacy Benefit Manager
requires letter of
Medical Necessily.

Tubal Ligation = 100%
Vasectomy = $20 Copay

$20 Copay

Not Covered

Covered under the
Prescription Drug Plan

Not Covered

80%

Not Covered

Covered under the
Prescription Drug Plan

Not Covered

Office Visit
-Early Intervention Services The Plan covers learning $20 Copay 80%
disorders diagnosed as ADD,
ADHD, Central Auditory
Processing Disorders, Dyslexia,
Dysgraphia, Dyscalculia,
Dyspraxia, Apraxia or
Hyperiexia.
1 FOREIGN CARE
-Emergent Only covered for emergency 100% 100%
situations.
-Non-Emergent Current exchange rate applies. Not Covered 80%
GENETIC TESTING The Plan covers Genetic $20 Copay 80%
Testing, and associated
counseling, when Medically
Necessary or medically
appropriate as determined by
the Medical Services Team
criteria and peer-reviewed
literature.
GROWTH HORMONES The Plan covers when $20 Copay 80%
Medically Necessary.
HOME HEALTH CARE Maximum of 60 visits per
calendar year.
-Aide, Nurse, or any other Maximums are combined for In 100% 80%
Authorized Agency Employee and Out-of-Network Providers.
-Home 1V Therapy and 100% 80%
Respiratory Care
HOSPICE CARE For Covered Family Member
diagnosed with a terminal lliness
-Inpatient and a life expectancy of six 100% 80%
months or less.
-Home 100% 80%
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:The Allowable Expense is

HOSPITAL FACILITY

Inpatient Hospital Maximum of 30 days for 100% First 120 days paid at 100%;
tuberculosis, contagious then $5.00 per day for an
diseases and after effects of additional 245 days in same
these conditions. benefit period with remaining
Maximum of 30 days in all charges paid at 80%
hospitals operated by a
governmental body or agency,
except when operated by a
county or municipality.
Outpatient Hospital
-Emergency Room for a medical Includes ER Physician. 100% 100%; not subject to
Emergency deductible
-Emergency Room used for a Includes ER Physician. 100% 100%:; not subject to
Non-Emergency deductible

-Cutpatient Surgical Center 100% 80%

-Clinic $20 Copay 80%
INFUSION THERAPY Includes chelation therapy. 100% 80%
LABORATORY

-Independent Facility $20 Copay First $150 paid at 100% per

calendar year; then 80%

-Outpatient Hospital $20 Copay First $150 paid at 100% per

calendar year; then 80%
-Physician’s Office $20 Copay First $150 paid at 100% per
calendar year; then 80%
MASSAGE THERAPY Not Covered Not Covered
(When rendered by a
Licensed Massage Therapist)
MATERNITY CARE-MOTHER
(Refer to Diagnostic X-rays,
Imaging Tests and Laboratory for
benefits related to maternity)
-Inpatient Hospital Pre-Certification is 100% 100%; not subject to
recommended if stay exceeds deductible
48 hours for vaginal delivery or
96 hours for cesarean section,
-Physician for Prenatal Care and $20 Copay 80%
Delivery
-Birthing Center 100% 80%
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“MENTAL ILLNESS SERVICES

-Inpatient

-Inpatient Physician

-Outpatient/Office

Coinsunc doe no accrue
toward the Out-of-Pocket
Maximum.

(Hospital or Behavioral Health
Care Facility}
Partial Hospitalization is covered
in the same manner as any
other Mental lliness admission.

Maximum of 24 visits per
calendar year.
Maximums are combined for
In and Cut-of-Network Providers.
Maximums combined with
Qutpatient/Office Substance
Abuse Treatment.

100%

100%

$20 Copay

100%
Maximum of 30 days
per calendar year.

80%

80%

MODIFIED FOOD PRODUCT

Not Covered

Not Covered

NEWBORN CARE

When Plan covers both

(Prior to Discharge) Mother and Baby
-Hospital Pre-Certification is 100% 100%; not subject to
recommended if the newborn's deductible
Hospital confinement exceeds
48 hours after birth following a
normal delivery or 96 hours after
birth following a cesarean
section.
-Physician 100% 80%
-Newborn Circumcision 100% 80%
NEWBORN CARE When Plan covers the Baby
(Prior to Discharge) but not the Mother
-Hospital Pre-Certification is 100% 100%; not subject to
recommended if the newborn’s deductible
Hospital confinement exceeds
48 hours after birth following a
normal delivery or 96 hours after
birth following a cesarean
section.
-Physician 100% 80%
-Newborn Circumcision 100% 80%
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"NUTRITIONAL COUNSELING

Covered for Family eers ' Co
with diabetes onty.
OBESITY TREATMENT The Plan only covers charges for 100% 80%
surgical procedures in cases of
morbid ohesity. )
The Plan does not cover charges
for treatment of obesity, weight
reduction, diet programs (Weight
Watchers, Nutrisystem, etc.) or
diet supplements.
OCCUPATIONAL THERAPY
-Outpatient Hospital 100% First $50 paid at 100%
per incident; then 80%
-Any other place of service 100% First $50 paid at 100%
per incident; then 80%
ORGAN TRANSPLANTS The Plan does not cover 100% 80%
expenses of an organ donor,
except when the recipient is a
parlicipant in this Plan who
receives the organ in a covered
organ transplant. When
coordinating with the donor's
health plan, the Medical Plan will
be secondary. ifan organis
sold, not donated, no benefits
are paid for the donor's
expenses.
PHYSICAL REHABILITATION 100% 80%
FACILITY
PHYSICAL THERAPY
-Outpatient Hospital 100% First $50 paid at 100%
per incident; then 80%
-Any other place of service 100% First $50 paid at 100%

per incident; then 80%

Plan Number P03 — Coverage Summary Number 3




[ PHYSICIAN

-Inpatient 100% First $8.00 per day, up to
a $960 maximum, paid at
100%; then 80%
-Office $20 Copay 80%
-Home $20 Copay 80%
Consultation (Specialist)
-inpatient 100% 80%
-Outpatient $20 Copay 80%
-Office $20 Copay 80%
Second Medical Opinion $20 Copay 80%
PREADMISSION TESTING $20 Copay First $150 paid at 100% per
calendar year; then 80%
PREVENTATIVE/WELL CARE
-Bone Densily Testing $20 Copay First $150 paid at 100% per
calendar year; then 80%
-Colonoscopy/Sigmoidoscopy 100% 80%
-GYN Office Visit Maximum of 2 visits per $20 Copay 80%
calendar year.
-Mammogram Maximum of 1 per calendar $20 Copay 80%
year, uniess Medical Necessily.
-PAP Smear Maximum of 2 per calendar $20 Copay 80%
year. When performed during
GYN Office Visit an
additional Copay will not be
taken.
-Prostate Cancer Screening (PSA) Maximum of 2 per calendar $20 Copay 80%
year.
-Routine Adult Physical Maxirmum of 1 per calendar $20 Copay 80%
year,
(includes appropriate iabs
and x-1ays)
The Plan does not cover
immunizations, HPV vaccine,
and Flu vaccinations.
-Well Child Care Up to and including age 12. $20 Copay 80%
. {includes appropriate labs, x-
rays and immunizations)
-Hearing Exams $20 Copay 80%
-Hearing Aids $20 Copay 80%
-Eye Exams Not Covered Not Covered

-Frames and Lenses

Not Covered

Not Covered
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PROVIDER =

t Cered

studies and apnea monitors.

U USN Not Covered
RADIATION THERAPY
-Outpatient Hospitai 100% First $320 paid at 100% per
calendar year; then 80%
-Any other place of service 100% First $326 paid at 100% per
calendar year; then 80%
RESPIRATORY THERAPY
-QOutpatient Hospital 100% [ 80%
-Any other place of service 100% 80%
SLEEP DISORDERS The Plan only covers sleep $20 Copay 80%

SMOKING CESSATION
PRODUCTS

Not Covered

Not Covered

SPEECH THERAPY
-Outpatient Hospital

-Any other place of service

100%

100%

First $50 paid at 100%
per incident; then 80%

First $50 paid at 100%
per incident; then 80%

SUBSTANCE ABUSE
TREATMENT

-Detoxification

-Inpatient Rehabilitation

-Inpatient Physician

-Outpatient/Office

Coinsurance does not accrue
toward the Out-of-Pocket
Maximum.

(Hospital or Behavioral
Health Care Facility)
Partial Hospitalization is covered
in the same manner as any other
Substance Abuse admission,

Maximum of 24 visits
per calendar year.
Maximums are combined for
In and Qut-of-Network Providers.
Maximums combined with
Outpatient/Office Mental lilness
Services.

Included in Inpatient
Rehabilitation

100%

100%

$20 Copay

Included in Inpatient
Rehabilitation

100%
Maximum of 30 days
per calendar year.

80%

80%
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SURGERY
(Refer to Hospital Facility, Surgery
Center or Anesthesia for benefits
related to surgery)

Surgeon
-Inpatient 100% Payable in accordance with
Out-of-Network Surgical
Allowance Schedule below
-Oulpatient 100% Payable in accordance with
Out-of-Network Surgical
Allowance Schedule below
-Office 100% Payable in accordance with
Qut-of-Network Surgical
Allowance Schedule below
Assistant Surgeon Maximum of 20% of the 100% 80%

Surgeon’s fee.
Second Surgical Opinion
-Voluntary $20 Copay 80%

-Mandatog Not Reguired Not Reguired

Out-of-Network Surgical Allowance Schedule

Appendectomy $280
Breast, removal of benign tumor $105
Fracture of femur, neck, intertrochanteric, simple or compound, open $560
reduction
Fracture of radius and uina, simple closed reduction $175
Gall bladder, removal of $420
Heart, removal of intra cardiac tumor $210
Hemorrhoidectomy, internal and external
Herniotomy, inguinal (single) $245
Hip, fusion of $700
Hysterectomy, total corpus and cervix $420
Masioidectomy, modified radical or radical without skin graft $560
Prostatectomy, suprapublic, one or two stages $560
Spine and Spinal Cord, laminotomy for removal of intervertebral discs, $630
lumbar
Stomach, partfal removal of $630
Tonsils and Adenoids, removal of
Under age 18 $105
18 years or over %140

> Above surgeries payable at 100% of allowance, after deductible, then 80% until the annual Out-of-Pocket Maximum is met.
» For surgeries not listed in this schedule, maximum allowance is $1,400 payable at 100%, after deductible, then 80% until the
annhual Out-of-Pocket Maximum is met. :
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YPE:OF - SERVICE

"SURGERY CENTER
{Freestanding Surgical Facility)

TEMPOROMANDIBULAR The Plan only covers diagnostic $20 Copay First $150 paid at 100% per

JOINT DISORDER (TMJ) x-rays and testing. calendar year; then 80%
Any treatment, including surgery,
is not covered.

URGENT CARE FACILITY 100% 80%

PRESCRIPTION DRUG EXPENSE BENEFIT

RETAIL DRUGS Copay is for each separate |$10.00 Copay— Generic Drug
prescription or refill. $20.00  Copay— Brand Name Drug
MAIL ORDER MAINTENANCE Up to a 90-day supply. $10.00  Copay— Generic Drug
DRUGS Copay is for each separate | $20.00  Copay - Brand Name Drug
prescription or refill,
DIABETIC SUPPLIES AND Diabetic supplies and equipment See benefit for Relail and Mail Order
EQUIPMENT : that are covered as a Medical | Maintenance Drugs.
Expense Benefit will not be covered
as a Prescription Drug Expense
Benefit.

Copays under the Prescription Drug Expense Benefit do not count toward the Medical Out-of-Pocket Maximum.
The Medical Expense Benefit portion of the Plan covers prescription drugs purchased from an Oui-of-Network Pharmacy payable
at 80%; subject to the Medical Deductible. Copays are not covered.

Contact your Pharimacy Benefit Manager for prescription drug coverage inquiries.
Your Pharmacy Benefit Manager's contact information is located on your Benefit Identification Card.

Note: This Coverage Summary is intended to be a general description of benefits only. Some limitations, conditions, or
exclusions may apply. The benefits listed above are subject to change at any time. [fthere is a discrepancy between
this overview and the Plan Document, the Plan Document will prevail. Services must be Medically Necessary treatment
of Sickness or Injury, unless otherwise stated. The fact that a physician may prescribe, order, recommend or approve a

service or supply does not, of itself, make it Medically Necessary even though it is not specifically listed as an

exclusion. All of the facts and circumstances surrounding the claim must be considered.
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MEDICAL COVERAGE SUMMARY
INDEMNITY PLAN

APPLIES TO: ACTIVE SUPERIOR POLICEMEN, COBRA BENEFICIARIES,
AND THEIR DEPENDENTS
EFFECTIVE JANUARY 1, 2015

MEDICAL PLAN DEDUCTIBLES AND MAXIMUMS

Per calendar year. ] $100 Individual

DEDUCTIBLE {Carryover does not apply) None

Applies only to major medical benefils. $200 Family

Per calendar year.

Includes the calendar year deductible
and Coinsurance amounis.
Does nof include Copayments,
prescription drug Copayments,

amounts in excess of the Reasonable -

.OF. 500 Individual

ﬁlﬂ%ﬁqﬁnZOCKET and Customary, amounts in excess of None $ nawl I,Ja
the Plan maximums, any charges for $1,000 Family

services which are not covered, and
charges for Mental Iliness and
Substance Abuse, including
treatment of alcohelism.
Applies only to major medical benefits.

LIFETIME MAXIMUM Applies only to non-essential, No Limit $1,000,000
major inedical benefits. .

Radiologist, Anesthesiologists, Pathologists and Emergency Care: if you have a covered surgical procedure or inpalient stay when
attended and admitted by a Preferred Provider, services by the associated radiologist, anesthesiologist or pathologist, will be payable at the in-

network benefit level. Emergency care and associated professional fees (anesthesiologist, pathologist, radiclogist) rendered in a Hospital
Emergency room will be payable at the in-network benefit level when rendered by either a non-preferred or Preferred Provider. The treatment
must be for an Emergency as defined in the Plan. Follow-up care will be payable according to the Coverage Summary.
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The Allowable Expense Is
2l Provide
UT-OF-NETWORK
| ACUPUNGTURE ] The Plan covers Medically $20 Copay 80%
Necessary acupuncture for
pain management.
ALLERGY CARE
-Office Visit $20 Copay 80%
-Treatment (Injections) 100% 80%
-Serum 100% 80%
-Laboratory & Scratch Testing $20 Copay 80%
AMBULANCE 100% 80%
ANESTHESIA
-Inpatient 100% 80%
~QOutpatient 100% 80%
-Office 100% 80%
BIOFEEDBACK Not Covered iNot Covered
BLOOD AND BLOOD 100% 80%
PRODUCTS
CARDIAC REHABILITATION
~Qutpatient Hospital 100% 80%
-Any other place of service 100% 80%
CHEMOTHERAPY
-Outpatient Hospital 100% 80%
-Any ather place of service 100% 850%
CHIROPRACTOR First $5000 paid at 100%, 80%
then next $3400 paid at
50% per calendar year
CONVALESCENTISKILLED Maximum of 30 visits per 100% 80%
NURSING FACILITY __ calendar year.
Maximums are combined for In
and Out-of-Network Providers.
DENTAL CARE COVERED
UNDER MEDICAL PLAN
-Accidental Injury to Teeth 100% 80%
-Oral Surgery Covered when Medically 100% First $1,400 payable at 100%,
Necessary and not covered after deductible; then 80%
under Dental Plan.
DIABETIC TREATMENT
-Education $20 Copay 80%
-Supplies and Equipment 100% 80%
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["DIAGNOSTIC X-RAYS AND
IMAGING TESTS

source of nutrition.
The Plan does not cover
nutritional supplements.

-Independent Facility $20 Copay First $150 paid at 100% per
calendar year; then 80%
-Qutpatient Hospital $20 Copay First $150 paid at 100% per
calendar year; then 80%
-Physician’s Office $20 Copay First $150 paid at 100% per
calendar year; then 80%
HIGH TECH IMAGING $20 Copay First $150 paid at 100% per
{SUCH AS MRI, MRA, PET AND calendar year; then 80%
CAT SCANS)
DIALYSIS OR HEMODIALYSIS

-Qutpatient Hospital 100% 80%

-Any other place of service 100% 80%
DURABLE MEDICAL 100% 80%
EQUIPMENT (DME)

Including, but not limited to:

-Disposable Medical Supplies 100% 80%

-Prosthetics (External and $20 Copay 80%

Internat)

-Wigs Covered when Medically $20 Copay 80%

Necessary. Under the age of 19
has no limit, but over age 19is
limited to one wig per Lifetime.
-Foot Orthotlics Covered when Medically $20 Copay 80%
Necessary.
-Orthotics (Braces) Covered when Medically $20 Copay 80%
Necessary.

-Oxygen 100% 80%

EATING DISORDERS 100% 80%
ENTERAL FORMULA Covered if it is the patient's only 100% 80%
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FAM!LY PLANNING SERVICES
-Elective Sterilization Procedures

-Valuntary Termination of
Pregnancy

-Infertility Treatment

-Contraceptive Drugs and Devices

Covered for Employee or
spouse.
Reversal is not covered.

Covered for Employee, spouse,
or Dependent.

The Plan covers Medically
Necessary diagnostic services
and treatment of the Sickness or
Injury that is the cause of
infertility.

The Pharmacy Benefit Manager
requires letter of
Medical Necessity.

Tubal Ligation = 100%
Vasectomy = $20 Copay

$20 Copay

Not Covered

Covered under the
Prescription Drug Plan

80%

Not Covered

Covered under the
Prescription Drug Plan

-Contraceplive Management Not Covered Not Covered
Office Visit
-Early Intervention Services The Plan covers learning $20 Copay 80%
' disorders diagnosed as ADD,
ADHD, Central Auditory
Processing Disorders, Dyslexia,
Dysgraphia, Dyscalculia,
Dyspraxia, Apraxia or
Hyperlexia.
FOREIGN CARE
-Emergent Only covered for emergency 100% 100%
situations.
-Non-Emergent Current exchange rate applies. Not Covered 80%
GENETIC TESTING The Plan covers Genetic $20 Copay 80%
Testing, and associated
counseling, when Medically
Necessary or medically
appropriate as determined by
the Medical Services Team
criteria and peer-reviewed
literature.
GROWTH HORMONES The Plan covers when $20 Copay 80%
Medically Necessary.
HOME HEALTH CARE Maximum of 80 visits per
calendar year.
-Aide, Nurse, or any other Maximums are combined for In 100% 80%
Authorized Agency Employee and Out-of-Network Providers.
-Home IV Therapy and 100% 80%
Respiratory Care
HOSPICE CARE For Covered Family Member
diagnosed with a terminal liiness
-Inpatient and a life expectancy of six 100% 80%
months or less.
-Home 100% 80%
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“HOSPITAL FACILITY

Inpatient Hospital Maximum of 30 days for 100% First 120 days paid at 100%;
tuberculosis, contagious then $5.00 per day for an
diseases and after effects of additional 245 days in same
these conditions. benefit period with remaining
Maximum of 30 days in all charges paid at 80%
hospitals operated by a
governmental body or agency,
except when operated by a
county ar municipality.
Outpatient Hospital
-Emergency Room for a medical Includes ER Physician. 100% 100%, not subject to
Emergency deductible
-Emergency Room used for a Includes ER Physician. 100% 100%; not subject to
Non-Emergency deductible

-Qutpatient Surgicat Center 100% 80%

-Clinic $20 Copay 80%
INFUSION THERAPY Includes chelation therapy. 100% 80%
LABORATORY

-Independent Faciity $20 Copay First $150 paid at 100% per

calendar year, then 80%

-Outpatient Hospital $20 Copay First $150 paid at 100% per

calendar year; then 80%
-Physician's Office $20 Copay First $150 paid at 100% per
calendar year; then 80%
MASSAGE THERAPY Not Covered Not Covered

(When rendered by a
Licensed Massage Therapist)

MATERNITY CARE-MOTHER
(Refer to Diagnostic X-rays,
Imaging Tests and Laboratory for
benefits related to maternity)

-Inpatient Hospital

-Physician for Prenatal Care and
Delivery

-Birthing Center

Pre-Certification is
recomimended if stay exceeds
48 hours for vaginal delivery or
96 hours for cesarean section.

100%

$20 Copay

100%

100%; not subject to
deductible

80%

80%
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-lnpatient

-Inpatient Physician

-Outpatient/Office

["MENTAL ILLNESS SERVICES

' oinsrce e nt accru
toward the Out-of-Pocket
Maximum.

{Hospital or Behavioral Health
Care Facility)
Partial Hospitalization is covered
in the same manner as any
other Mental lliness admission.

Maximum of 24 visits per
calendar year.
Maximums are combined for
In and Qut-of-Network Providers.
Maximuims combined with
Qutpatient/Office Substance
Abuse Treatment.

100%

100%

$20 Copay

100%
Maximum of 30 days
per calendar year.

80%

80%

MODIFIED FOOD PRODUCT

Not Covered

Not Covered

NEWBORN CARE When Plan covers both
(Prior to Discharge) Mother and Baby
-Hospital Pre-Certification is 100% 100%; not subject to
recommended if the newborn’s deductible
Hospital confinement exceeds
48 hours after birth following a
normal delivery or 96 hours afler
birth following a cesarean
section.
-Physician 100% 80%
-Newborn Circumcision 100% 80%
NEWBORN CARE When Plan covers the Baby
(Prior to Discharge) but not the Mother
-Hospital Pre-Certification is 100% 100%; not subject to
recommended if the newborn's deductible
Hospital confinement exceeds
48 hours after birth following a
normal delivery or 96 hours after
birth following a cesarean
section.
-Physician 100% 80%
-Newborn Circumcision 100% 80%
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"NUTRITIONAL COUNSELING

Covered fori[y Members
with diabetes only.

'$20 Copay

OBESITY TREATMENT The Plan only covers charges for 100% 80%
surgical procedures in cases of
morbid obesity.
The Ptan does not cover charges
for treatment of obesity, weight
reduction, diet programs (Weight
Watchers, Nutrisystem, stc.) or
diet supplements.
OCCUPATIONAL THERAPY
-Cutpatient Hospital 100% First $50 paid at 100%
per incident; then 80%
-Any other place of service 100% First $50 paid at 100%
per incident; then 80%
ORGAN TRANSPLANTS The Plan does not cover 100% 80%
expenses of an organ donoer, :
except when the recipient is a
participant in this Plan who
receives the organ in a covered
organ transplant. When
coordinating with the donor’s
health plan, the Medical Plan will
be secondary. If an organis
sold, not donated, no benefits
are paid for the donor’s
expenses.
PHYSICAL REHABILITATION 100% 80%
FACILITY
PHYSICAL THERAPY
-Quipatient Hospital 100% First $50 paid at 100%
per incident; then 80%
-Any other place of service 100% First $50 paid at 100%

per incident; then 80%
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PHYSICIAN

First $8.00 per day, up fo

-Inpatient 100%
a $960 maximum, paid at
100%; then 80%
-Office $20 Copay 80%
-Home $20 Copay 80%
Consultation {Specialist)
-Inpatient 100% 80%
-Outpatient $20 Copay 80%
-Office $20 Copay 80%
Second Medical Opinion $20 Copay 80%
PREADMISSION TESTING $20 Copay First $150 paid at 100% per
calendar year, then 80%
PREVENTATIVE/WELL CARE
-Bone Density Testing $20 Copay First $150 paid at 100% per
calendar year; then 80%
-Colonoscopy/Sigmoidoscopy 100% 80%
-GYN Office Visit Maximum of 2 visits per $20 Copay 80%
calendar year.
-Mammogram Maximum of 1 per calendar $20 Copay 80%
year, unless Medical Necessity.
-PAP Smear Maximum of 2 per calendar $20 Copay 80%
year. When performed during
GYN Office Visit an
additional Copay will not be
taken.
-Prostate Cancer Screening (PSA) Maximum of 2 per calendar $20 Copay 80%
year.
-Routine Aduit Physical Maximum of 1 per calendar $20 Copay 80%
year.
{(inctudes appropriate labs
and x-rays)
The Plan does not cover
immunizations, HPV vaccine,
and Flu vaccinations.
-Well Child Care Up to and including age 12. $20 Copay 80%
(includes appropriate labs, x-
rays and immunizations)
-Hearing Exams $20 Copay 80%
-Hearing Aids $20 Copay 80%
-Eye Exams Not Covered Not Covered

-Frames and Lenses

Not Covered

Not Covered
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he Allowable Expense is imited

"PRIVATE DUTY NURSING

Not Covered

ot overed .

RADIATION THERAPY

-Outpatient Hospital 100% First $320 paid at 100% per
calendar year; then 80%
-Any other place of service 100% First $320 paid at 100% per
calendar year; then 80%
RESPIRATORY THERAPY
-Outpatient Hospital 100% 80%
-Any other place of service 100% 80%
SLEEP DISORDERS The Plan only covers sleep $20 Copay 80%
studies and apnea monitors.
SMOKING CESSATION Not Covered Not Covered
PRODUCTS
SPEECH THERAPY
-Qutpatient Hospitat 100% First $50 paid at 100%
per incident; then 80%
-Any other place of service 100% First $50 paid at 100%

per incident; then 80%

SUBSTANCE ABUSE
TREATMENT

-Detoxification

-Inpatient Rehabilitation

-Inpatient Physician

-Outpatient/Office

Coinsurance does not accrue
toward the Cut-of-Pocket
Maximum.

(Hospital or Behavioral
Heatth Care Facility)
Partial Hospitalization is covered
in the same manner as any other
Substance Abuse admission.

Maximum of 24 visits
per calendar year.
Maximums are combined for
In and Qut-of-Network Providers.
Maximums combined with
Qutpatient/Office Mental lllness
Services.

Included in Inpatient
Rehabilitation

100%

100%

$20 Copay

Included in Inpatient
Rehabilitation

100%
Maximum of 30 days
per calendar year.

80%

80%

Plan Number P04 — Coverage Summary Number 4




SURGERY
(Refer to Hospital Facility, Surgery
Center or Anesthesia for benefils
related to surgery)

Surgeon
-Inpatient 100% Payable in accordance with
Out-of-Network Surgical
Allowance Schedule below
-Qutpatient 100% Payable in accordance with
Out-of-Network Surgical
Allowance Scheduie below
-Office 100% Payable in accordance with
Out-of-Network Surgical
Allowance Schedule below
Assistant Surgeon Maximum of 20% of the 100% - 80%

Surgeon's fee.
Second Surgical Opinion
-Voluntary $20 Copay 80%

—Mandatog ‘ Not Reguired Not Reguired

Out-of-Network Surgical Allowance Schedule

Appendectomy ' $280
Breast, removal of benign tumor $1056
Fracture of femur, neck, intertrochanteric, simple or compound, open $560
reduction
Fracture of radius and ulna, simple closed reduction $175
Gall bladder, removal of $420
Heart, removal of intra cardiac tumor $210
Hemaorrhoidectomy, internal and externai
Hemiotomy, inguinal (single) $245
Hip, fusion of $700
Hysterectomy, total corpus and cervix $420
Mastoidectomy, modifled radical or radical without skin graft $560
Prostatectomy, suprapublic, one or two stages $560
Spine and Spinal Cord, laminotomy for removal of intervertebral discs, $630
lumbar
Stomach, partial removal of $630
Tonsils and Adenoids, removal of
Under age 18 $105
18 years or over $140

> Above surgeries payable at 100% of allowance, after deductible, then 80% until the annual Out-of-Pocket Maximum is met.
> For surgeries not listed in this schedule, maximum allowance is $1,400 payable at 100%, after deductible, then 80% until the
annual Qut-of-Pocket Maximum is met.
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"SURGERY CENTER
(Freestanding Surgical Facility)

MPORTANT PROVISIONS

TEMPOROMANDIBULAR The Plan only covers diagnostic $20 Copay First $150 paid at 100% per
JOINT DISORDER (TMJ) x-rays and tesling. calendar year, then 80%
Any treatment, including surgery, |
is not covered.
URGENT CARE FACILITY 100% 80%

PRESCRIPTION DRUG EXPENSE BENEFIT

RETAIL DRUGS Copay — Generic Drug

Copay_ s for each separate | $10.00

prescription or refill. $20.00  Copay — Brand Name Drug
MAIL ORDER MAINTENANCE Up to a 90-day supply. $10.00 Copay — Generic Drug
DRUGS Copay is for each separate | $20.00 Copay — Brand Name Drug

prescription or refill.

See benefit for Retail and Mail Order
Maintenance Drugs.

Diabetic supplies and equipment
that are covered as a Medical
Expense Benefit will not be covered
as a Prescription Drug Expense
Benefit.

DIABETIC SUPPLIES AND
EQUIPMENT

Copays under the Prescription Drug Expense Benefit do not count toward the Medical Out-of-Pocket Maximum.
The Medical Expense Benefit portion of the Plan covers prescription drugs purchased from an Out-of-Network Pharmacy payable
at 80%,; subject to the Medical Deductible. Copays are not covered.

Contact your Pharmacy Benefit Manager for prescription drug coverage inquiries.
Your Pharmacy Benefit Manager's contact information is located on your Benefit [dentification Card.

Note: This Coverage Summary is intended to he a general description of benefits only. Some limitations, conditions, or
exclusions may apply. The benefits listed ahove are subject to change at any time. If there is a discrepancy between
this overview and the Plan Document, the Plan Document will prevail. Services must be Medically Necessary freatment
of Sickness or Injury, unless otherwise stated. The fact that a physician may prescribe, order. recommend or approve a
service or supply does not, of itself, make it Medically Necessary even though it is not specifically listed as an
exclusion. Al of the facts and circumstances surrounding the claim must be considered.
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MEDICAL COVERAGE SUMMARY
INDEMNITY PLAN

APPLIES TO: ACTIVE FIREMEN, COBRA BENEFICIARIES, AND THEIR DEPENDENTS
EFFECTIVE JANUARY 1,.2015

MEDICAL PLAN DEDUCTIBLES AND MAXIMUMS

Per calendar year. 200 Indivi
DEDUCTIBLE (Carryover does not apply) None $200 ndwucfual
Applies only to major medical benefits. $400 Family

Per calendar year.

Includes the calendar year deductible
and Coinsurance amounts.
Does not include Copayments,
prescription drug Copayments,

amounts in excess of the Reasonable o
ag;]aﬁ'EqOCKET and Customary, amourts in excess of None ¥500 Indel_Ja!
the Plan maximums, any charges for $1,000 Family

services which are not covered, and
charges for Mental lliness and
Substance Abuse, including
treatment of alcoholism.
Applies only to major medical benefits.

LIFETIME MAXIMUM Applies only fo non-essential, No Limit $1,000,000
major medical benefits.

Radiologist, Anesthesiologists, Patholodists and Emergency Care: If you have a covered surgical procedure or inpatient stay when
attended and admitted by a Preferred Provider, services by the associated radiologist, anesthesiologist or pathologist, will be payable at the in-
network benefit level. Emeargency care and associated professional fees {(anesthesiologist, pathologist, radiologist) rendered in a Hospital
Emergency room will be payable at the in-network benefit level when rendered by either a non-preferred or Preferred Provider. The treatment
must be for an Emergency as defined in the Plan. Follow-up care will be payable according to the Coverage Summary.
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UTéQEiNETWORK-
ACUPUNCTURE The Plan covers Medically $20 Copay 80%
. Necessary acupuncture for
pain management.

ALLERGY CARE

-Office Visit $20 Copay 80%

-Treatment {Injections) 100% 80%

-Serum 100% 80%

-Laboratory & Scratch Testing $20 Copay 80%
AMBULANCE 100% 80%
ANESTHESIA

-Inpatient 100% 80%

-QOutpatient 100% 80%

-Office 100% 80%
BIOFEEDBACK Not Covered Not Covered
BLOOD AND BLOOD 100% 80%
PRODUCTS
CARDIAC REHABILITATION

-Qutpatient Hospital 100% 80%

-Any other place of service 100% 80%
CHEMOTHERAPY

-Qutpatient Hospital 100% 80%

-Any other place of service 100% 80%
CHIROPRACTOR First $5000 paid at 100%, 80%

then next $3400 paid at
50% per calendar year
CONVALESCENT/SKILLED Maximum of 30 visils per 100% 80%
NURSING FACILITY _ Calendar year.
Maximums are combined for In
and Out-of-Network Providers.

DENTAL CARE COVERED
UNDER MEDICAL PLAN

-Accidental Injury to Teeth 100% 80%

-Oral Surgery Covered when Medically 100% First $1,400 payable at 100%,

Necessary and not covered after deductible; then 80%
under Dental Plan.

DIABETIC TREATMENT

-Education $20 Copay 80%

-Supplies and Equipment 100% 80%
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DIAGNOSTIC X-RAYS AND
IMAGING TESTS

source of nutrition,
The Plan does not cover
nutritional supplements.

-independent Facility $20 Copay First $150 paid at 100% per
calendar year; then 80%
-QOutpatient Hospital $20 Copay First $150 paid at 100% per
calendar year; then 80%
-Physician's Office $20 Copay First $150 paid at 100% per
calendar year; then 80%
HIGH TECH IMAGING $20 Copay First $150 paid at 100% per
(SUCH AS MRI, MRA, PET AND calendar year; then 80%
CAT SCANS)
DIALYSIS OR HEMODIALYSIS

-Oulpatient Hospital 100% 80%

-Any other place of service 100% 80%
DURABLE MEDICAL 100% 80%
EQUIPMENT (DME)

Including, but noft limited to:

-Disposable Medical Supplies 100% 80%

-Prosthetics {Externat and $20 Copay 80%

Internal)

-Wigs Covered when Medically $20 Copay 80%

Necessary. Under the age of 19
has no limit, but over age 191is
limited to one wig per Lifetime.
-Foot Orthotics Covered when Medically $20 Copay 80%
' Necessary.
-Crthotics (Braces) Covered when Medically $20 Copay 80%
Necessary.

-Oxygen 100% 80%

EATING DISORDERS 100% 80%
ENTERAL FORMULA Covered if it is the patient's only 100% 80%
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"FAMILY PLANNING SERVICES
-Elective Sterilization Procedures

-Voluntary Termination of
Pregnancy

-Infertility Treatment

-Contraceptive Drugs and Devices

Covered for Employee or
spouse.
Reversai is not covered.

Covered for Employee, spouse,
or Dependent.

The Plan covers Medically
Necessary diagnostic services
and treatment of the Sickness or
Injury that is the cause of
infertility.

The Pharmacy Benefit Manager
requires letter of
Medical Necessily.

Tubat Ligation = 100%
Vasectomy = $20 Copay

$20 Copay

Not Covered

Covered under the
Prescription Drug Plan

80%

80%

Not Covered

Covered under the
Prescription Drug Plan

-Contraceptive Management Not Covered Not Covered
Office Visit
-Early Intervention Services The Plan covers learning $20 Copay 80%
disorders diagnosed as ADD,
ADHD, Central Auditory
Processing Disorders, Dyslexia,
Dysgraphia, Dyscalculia,
Dyspraxia, Apraxia or
Hyperlexia.
FOREIGN CARE
-Emergent Only covered for emergency 100% 100%
sifuations.
-Non-Emergent Current exchange rate applies. Not Covered 80%
GENETIC TESTING The Plan covers Genetic $20 Copay 80%
Testing, and associated
counseling, when Medically
Necessary or medically
appropriate as determined by
the Medical Services Team
criteria and peer-reviewed
literature.
GROWTH HORMONES The Plan covers when $20 Copay 80%
Medically Necessary.
HOME HEALTH CARE Maximum of 80 visits per
calendar year.
-Aide, Nurse, or any other Maximums are combined for In 100% 80%
Authorized Agency Employes and Out-of-Network Providers.
-Home 1V Therapy and 100% 80%
Respiratory Care
HOSPICE CARE For Covered Family Member
diagnosed with a terminal lliness
-Inpatient and a life expectancy of six 100% 80%
months or less.
-Home 100% 80%
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HOSPITAL FACILITY

Inpatient Hospital Maximum of 30 days for 100% First 120 days paid at 100%;
tuberculosis, contagious then $5.00 per day for an
diseases and after effects of additional 245 days in same
these conditions. benefit period with remaining
Maximum of 30 days in all charges paid at 80%
hospitals operated by a
governmental body or agency,
except when operated by a
county or municipatity.
QOutpatient Hospital
-Emergency Room for a medical Includes ER Physician. 100% 100%; not subject to
Emergency deductible
-Emergency Room used for a Includes ER Physician. 100% 100%; not subject to
Non-Emergency deductible

-Outpatient Surgical Center 100% 80%

-Clinic $20 Copay 80%
INFUSION THERAPY Includes chelation therapy. 100% 80%
LABORATORY

-Independent Facility $20 Copay First $150 paid at 100% per

calendar year; then 80%

-Outpatient Hospital $20 Copay First $150 paid at 100% per

calendar year; then 80%
-Physiclan’s Office $20 Copay First $150 paid at 100% per
calendar year; then 80%
MASSAGE THERAPY Not Covered Not Covered

{(When rendered by a
Licensed Massage Therapist)

MATERNITY CARE-MOTHER
(Refer to Diagnostic X-rays,
Imaging Tests and Laboratory for
benefits related to maternity)

-Inpatient Hospital

-Physician for Prenatal Care and
Delivery

-Birthing Center

Pre-Certification is
recommended if stay exceeds
48 hours for vaginal delivery or
96 hours for cesarean section.

100%

$20 Copay

100%

100%; not subject to
deductible

80%

80%
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MENTAL ILLNESS SERVICES

-Inpatient

-Inpatient Physician

-Qutpatient/Office

Coinsurance does not accrue
toward the Out-of-Pocket
Maxirmum.

{Hospital or Behavioral Health
Care Fagcility)
Partial Hospitalization is covered
in the same manner as any
other Mental lliness admission.

Maximum of 24 visits per
calendar year.
Maximums are combined for
In and Qut-of-Network Providers.
Maximums combined with
Oulpatient/Office Substance
Abuse Treaiment.

100%

100%

$20 Copay

100%
Maximum of 30 days
per calendar year.

80%

80%

MODIFIED FOQOD PRODUCT

Not Covered

Not Covered

NEWBORN CARE

When Plan covers both

(Prior to Discharge) Mother and Baby
-Hospital Pre-Cerlification is 100% 100%:; not subject to
recommended if the newbort’s deductible
Hospital confinement exceeds
48 hours after birth following a
normal delivery or 96 hours after
birth following & cesarean
section.
-Physician 100% 80%
-Newborn Circumcision 100% 80%
NEWBORN GCARE When Plan covers the Baby
(Prior to Discharge) but not the Mother
-Hospital Pre-Cerlification is 100% 100%; not subject to
recommended if the newborn’s deductible
Hospital confinement exceeds
48 hours after birth following a
normal delivery or 86 hours after
birth following a cesarean
section.
-Physician 100% 80%
-Newborn Circumcision 100% 80%
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NUTRITIONAL COUNSELING Covered for Family Members $20 Copay 80%
with diabetes only.
OBESITY TREATMENT The Plan onily covers charges for 100% - 80%
surgical procedures in cases of
morbid obesity.
The Plan does not cover charges
for treatment of obesity, weight
reduction, diet programs (Weight
Watchers, Nutrisystem, etc.) or
diet supplements.
OCCUPATIONAL THERAPY
-Qutpatient Hospital 100% First $50 paid at 100%
per incident; then 80%
-Any other place of service 100% First $50 paid at 100%
per incident; then 80%
ORGAN TRANSPLANTS The Plan does not cover 100% 80%
expenses of an organ donor,
except when the recipient is a
participant in this Plan who
receives the organ in a covered
organ transplant. When
coordinating with the donor’s
health plan, the Medical Plan will
be secondary. If an organ is
sold, not donated, no benefits
are paid for the donor’s
expenses.
PHYSICAL REHABILITATION 100% 80%
FACILITY
PHYSICAL THERAPY
-Qulpatient Hospital 100% First $50 paid at 100%
per incident; then 80%
-Any other place of service 100% First $50 paid at 100%

per incident; then 80%
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PHYSICIAN

-Frames and Lenses

Not Covered

-Inpatient 100% First $8.00 per day, up to
a $960 maximum, paid at
100%; then 80%
-Office $20 Copay 80%
-Home \ $20 Copay 80%
Consultation (Specialist)
-Inpatient 100% 80%
-Cutpatient $20 Copay 80%
-Oifice $20 Copay 80%
Second Medical Opinion $20 Copay 80%
PREADMISSION TESTING $20 Copay First $150 paid at 100% per
calendar year; then 80%
PREVENTATIVE/WELL CARE
-Bone Density Testing $20 Copay First $150 paid at 100% per
calendar year; then 80%
-Colonoscopy/Sigmoidoscopy 100% 80%
-GYN Office Visit Maximum of 2 visits per $20 Copay 80%
calendar year.
-Mammogram Maximum of 1 per calendar $20 Copay 80%
year, uniess Medical Necessily.
-PAP Smear Maxirnum of 2 per calendar $20 Copay 80%
year. When performed during
GYN Office Visit an
additional Copay will not be
taken.
-Prostate Cancer Screening (PSA) Maximum of 2 per calendar %20 Copay 80%
year.
-Routine Adult Physical Maximum of 1 per calendar %20 Copay 80%
year.
(includes appropriate labs
and x-rays)
The Plan does not cover
immunizations, HPV vaccine,
and Flu vaccinations.
-Weli Child Care Up to and including age 12. $20 Copay 80%
(Includes appropriate labs and
x-rays. Immunizations covered
to age 23.)
-Hearing Exams $20 Copay 80%
-Hearing Aids $20 Copay 80%
-Eye Exams Not Covered Not Covered

Not Covered
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MPORTANT PROVISIONS

PRIVATE DUTY NURSING

Not Covered

Not Covered

RADIATION THERAPY
-Outpatient Hospital 100% First $320 paid at 100% per
calendar year, then 80%
-Any other place of service 100% First $320 paid at 100% per
calendar year; then 80%
RESPIRATORY THERAPY
-Outpatient Hospital 100% 80%
-Any other place of service 100% 80%
SLEEP DISORDERS The Plan only covers sleep $20 Copay 80%
studies and apnea monitors.
SMOKING CESSATION Not Covered Not Covered
PRODUCTS
SPEECH THERAPY
-Qutpatient Hospital 100% First $50 paid at 100%
per incident; then 80%
-Any other place of service 100% First $50 paid at 100%

per incident; then 80%

SUBSTANCE ABUSE
TREATMENT

-Detoxification

-Inpatient Rehabilitation

-Inpatient Physician

-Outpatient/Office

Coinsurance does not accrue
toward the Out-of-Pocket
Maximum,

(Hospital or Behavioral
Health Care Facility)
Partial Hospitalization is covered
in the same manner as any other
Subsfance Abuse admission.

Maximumn of 24 visits
per calendar year.
Maximums are combined for
In and Out-of-Network Providers.
Maximums combined with
Outpatient/Office Mental lliness
Services.

Included in Inpatient
Rehabilitation

100%

100%

$20 Copay

Included in Inpatient
Rehabilitation

100%
Maximurm of 30 days
per calendar year.

80%

80%
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 Allowable Expanss s ied

UT-:OF-NETWORK"

SURGERY :
{Refer to Hospital Facility, Surge
Center or Anesthesia for benefils
related to surgery)

Surgeon
-Inpatient 100% Payable in accordance with
Out-of-Network Surgical
Allowance Schedule below
-Outpatient 100% Payable in accordance with
Qut-of-Network Surgical
Allowance Schedule below
-Office 100% Payable in accordance with
. Cut-of-Network Surgical
Allowance Schedule below
Assistant Surgeon Maximum of 20% of the 100% 80%

Surgeon’s fee.
Second Surgical Opinion
-Voluntary $20 Copay 80%

—Mandatog Not Reguired Not Reguired

Qut-of-Network Surgical Allowance Schedule

Appendectomy $280
Breast, removal of benign tumor $105
Fracture of femur, neck, intertrochanteric, simple or compound, open $560
reduction
Fracture of radius and ulna, simple closed reduction 3175
Gall bladder, removal of $420
Heart, removal of intra cardiac tumor $210
Hemarrhoidectorny, internal and external
Hernictomy, inguinal (single) $245
Hip, fusion of $700
Hysterectomy, total corpus and cervix $420
Mastoidectomy, modified radical or radicat without skin graft $560
Prostatectomy, suprapublic, one or two stages $560
Spine and Spinal Cord, laminotomy for removal of intervertebral discs, $630
lumbar
Stomach, partial removal of $630
Tonsils and Adenoids, removal of '
Under age 18 $105
18 years or over $140

> Above surgeries payable at 100% of allowance, after deductible, then 80% until the annual Qut-of-Pocket Maximum is met.
» For surgeries not listed in this schedule, maximum allowance is $1,400 payable at 100%, after deductihle, then 80% until the
annual Qut-of-Pocket Maximum is met.
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(Freestanding Surgical Facility)

TEMPOROMANDIBULAR The Plan only covers diagnostic %20 Copay First $150 paid at 100% per
JOINT DISORDER {TMJ) x-rays and testing. - calendar year; then 80%
Any treatment, including surgery, o )

is not covered.

URGENT CARE FACILITY 100% 80%

PRESCRIPTION DRUG EXPENSEV BENEFIT

RETAIL DRUGS Copay is for each separate | $10.00  Copay — Generic Drug
prescription or refill $20.00  Copay — Brand Name Drug
MAIL ORDER MAINTENANCE Up to a 90-day supply. $10.00  Copay ~ Generic Drug
DRUGS Copay is for each separate | $20.00 Copay— Brand Name Drug
prescription or refill. '
DIABETIC SUPPLIES AND Diabetic supplies and equipment See benefit for Retail and Mail Crder
EQUIPMENT that are covered as a Medical Maintenance Drugs.

Expense Benefit will not be covered
as a Prescription Drug Expense
Benefit.

Maximum of $1,100 on family prescription Copays. The combination of Family Members' Copays has to reach $1,100; then there
will be no Copay from that point on for the rest of that calendar year.
Copays under the Prescription Drug Expense Benefit do not count toward the Medical Out-of-Pocket Maximum.
The Medical Expense Benefit portion of the Plan covers prescriplion drugs purchased from an Out-of-Network Pharmacy payable
at 80%; subject to the Medical Deductible. Copays are not covered.

Contact your Phafmacy Benefit Manager for prescriplion drug coverage inquiries.
Your Pharmacy Benefit Manager's contact information is located on your Benefit Identification Card.

Note: This Coverage Summary is intended to be a general description of bensfits only. Some limitations, conditions, or

exclusions may apply. The benefits listed above are subject to change at any time. If there is a discrepancy between

this overview and the Plan Document, the Plan Document will prevail. Services must be Medically Necessary treatment
of Sickness or Injury, unless otherwise stated. The fact that a physician may prescribe, order, recommend or approve a
service or supply does not, of itself, make it Medically Necessary even though it is not specifically listed as an
exclusion. All of the facts and circumstances surrounding the claim must be considered.
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MEDICAL COVERAGE SUMMARY
INDEMNITY PLAN

APPLIES TO: ACTIVE SCHOOL CROSSING GUARDS, COBRA BENEFICIARIES,
AND THEIR DEPENDENTS
EFFECTIVE JANUARY 1, 2015

MEDICAL PLAN DEDUCTIBLES AND MAXIMUMS

Per calendar year. i
DEDUCTIBLE (Carryover does not apply) None $100 Indlwc!uaf
Applies only to major medical benefits. $200 Family

Per calendar year.

Includes the calendar year deductible
and Coinsurance amounts.
Does not include Copayments,
prescription drug Copayments,

amounts in excess of the Reasonable -
nOﬂg;;ﬂOﬂE—ﬂI?IOCKET and Customary, amounts in excess of None $500 mdeL,'a}
the Plan maximums, any charges for $1,000 Family

services which are not covered, and
. charges for Mental Hiness and
Substance Abuse, including
treatment of alcoholism.
Applies only to major medical benefils.

LIFETIME MAXIMUM Applies only to non-essential, No Limit $1,000,000
major medical benefits.

Radiologist, Anesthesiologists, Pathologists and Emergency Care: If you have a covered surgical procedure or inpatient stay when
attended and admitted by a Preferred Provider, services by the associated radiologist, anesthesiologist or pathologist, will be payable at the in-
network benefit level. Emergency care and associated professional fees (anesthesiologist, pathologist, radiologist) rendered in a Hospital
Emergency room will be payable at the in-network benefit level when rendered by either a non-preferred or Preferred Provider. The treatment
must be for an Emergency as defined in the Plan, Follow-up care wili be payable according to the Coverage Summary.
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IN-NETWOR

ACUPUNCTURE The Plan covers Medically $10 Copay 80%
Necessary acupuncture for
pain management.
ALLERGY CARE
-Office Visit $10 Copay 80%
~Treatment (injections) 100% 80%
-Serum 100% 80%
-Laboratory & Scratch Testing $10 Copay 80%
AMBULANCE 100% 80%
ANESTHESIA .
-Inpatfent 100% 80%
-Qutpatient 100% 80%
-Office 100% 80%
BIOFEEDBACK Not Covered Not Covered
BLOOD AND BLOOD 100% 80%
PRODUCTS
CARDIAC REHABILITATION
-Outpatient Hospital 100% 80%
-Any other place of service 100% 80%
CHEMOTHERAPY
-Outpatient Hospital 100% 80%
-Any other place of service 100% 80%
CHIROPRACTOR First $5000 paid at 100%, 80%
then next $3400 paid at
E£0% per calendar year
CONVALESCENT/SKILLED Maximum of 30 visits per 100% 80%
NURSING FACILITY __ calendar year.
Maximums are combined for In
and Qut-of-Network Providers.
DENTAL CARE COVERED
UNDER MEDICAL PLAN
-Accidental Injury to Teeth 100% 80%
-Oral Surgery Covered when Medicaily 100% First $1,400 payable at 100%,
Necessary and not covered after deductible; then 80%
under Dental Plan.
DIABETIC TREATMENT
-Education $10 Copay 80%
-Supplies and Equipment 100% 80%
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DIAGNOSTIC X-RAYS AND
IMAGING TESTS

-Independent Facility $10 Copay First $150 paid at 100% per
calendar year; then 80%
-Outpatient Hospital $10 Copay First $150 paid at 100% per
calendar year; then 80%
-Physician's Office $10 Copay First $150 paid at 100% per
calendar year; then 80%
HIGH TECH IMAGING $10 Copay First $150 paid at 100% per
(SUCH AS MRI, MRA, PET AND calendar year; then 80%
CAT SCANS)
DIALYSIS OR HEMODIALYSIS

-Outpatient Hospital 100% 80%

-Any other place of service 100% 80%
DURABLE MEDICAL 100% 80%
EQUIPMENT (DME)

Including, but not limited to:

-Disposable Medical Supplies 100% 80%

-Prosthetics (External and $10 Copay 80%

Internafl)

Covered when Medically $10 Copay 80%

-Wigs Necessary. Under the age of 18

has no limit, but over age 19 is
limited to one wig per Lifetime.
Covered when Medically $10 Copay 80%

-Foot Crthotics Necessary.

Covered when Medically $10 Copay 80%

-Ortholics {Braces) Necessary.

1006% 80%

-Oxygen
EATING DISORDERS 100% 80%
ENTERAL FORMULA Covered if it is the patient’s only 100% 80%

source of nutrition.
The Plan does not cover
nutritional supplements.
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MPORTANT-PROVISIONS:

FAMILY PLANNING SERVICES
-Elective Sterilization Procedures

-Voluntary Termination of
Pregnancy

-Infertility Treatment

-Contraceptive Brugs and Devices

Covered for Employee or
spouse.
Reversal is not covered. -

Covered for Employee, spouse,
or Dependent.

The Plan covers Medically
Necessary diagnostic services
and trealment of the Sickness or
Injury that is the cause of
infertility.

The Pharmacy Benefit Manager
requires letter of
Medical Necessity.

Tubal Ligation = 100%
Vasectomy = $10 Copay

$10 Copay

Not Covered

Covered under the
Prescription Drug Plan

80%

80%

Not Covered

Covered under the
Prescription Drug Plan

-Contraceptive Management Not Covered Not Covered
Office Visit
-Early Intervention Services The Plan covers learning $10 Copay 80%
disorders diagnosed as ADD,
ADHD, Central Auditory
Processing Disorders, Dyslexia,
Dysgraphia, Dyscalculia,
Dyspraxia, Apraxia or
Hyperlexia.
FOREIGN CARE
-Emergent Only covered for emergency 100% 100%
situations.
-Non-Emergent Current exchange rate applies. Not Covered 80%
GENETIC TESTING The Plan covers Genelic $10 Copay 80%
Testing, and associated
counseling, when Medically
Necessary or medically
appropriate as determined by
the Medical Services Team
criteria and peer-reviewed
literature.
GROWTH HORNONES The Plan covers when $10 Copay 80%
Medically Necessary.
HOME HEALTH CARE Maximum of 60 visits per
calendar year.
-Aide, Nurse, or any other Maximums are combined for In 100% 80%
Authorized Agency Employee and Out-of-Network Providers.
-Home IV Therapy and 100% 80%
Respiratory Care
HOSPICE CARE For Covered Family Member
diagnosed with a terminal lllness
-Inpatient and a life expectancy of six 100% 80%
: months or less.
-Home 100% 80%

Plan Number PSG - Coverage Summary Number 10




HOSPITAL FACILITY

Inpatient Hospital Maximum of 30 days for 100% First 120 days paid at 100%;
tuberculosis, contagious then $5.00 per day for an
diseases and after effects of additional 245 days in same
these conditions. benefit period with remaining
Maximum of 30 days in &l charges paid at 80%
hospitals operated by a
governmental body or agency,
except when operated by a
county or municipality.
Outpatient Hospital
-Emergency Room for a medical Includes ER Physician. 100% 100%; not subject to
Emergency deductible
-Emergency Room used for a Includes ER Physician. 100% 100%; not subject to
Non-Emergency deductible

-Outpatient Surgical Center 100% 80%

-Clinic $10 Copay 80%
INFUSION THERAPY Includes chelation therapy. 100% 80%
LABORATORY

-Independent Facility $10 Copay First $150 paid at 100% per

calendar year; then 80%

-Qutpatient Hospital $10 Copay First $150 paid at 100% per

calendar year, then 80%
-Physician’s Office $10 Copay First $150 paid at 100% per
calendar year; then 80%
MASSAGE THERAPY Not Covered Not Covered

{When rendered by a
Licensed Massage Therapist)

MATERNITY CARE-MOTHER
(Refer to Diagnostic X-rays,
Imaging Tests and Laboratory for
benefits related to maternity)

-Inpatient Hospital

-Physician for Prenatal Care and
Delivery

-Birthing Center

Pre-Cerification is
recommended If stay exceeds
48 hours for vaginal delivery or
96 hours for cesarean section.

100%

$10 Copay

100%

100%; not subject to
deductible

80%

80%
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-Inpatient

-Inpatient Physician

-Quipatient/Office

MENTAL ILLNESS SERVICES

Coinsurance does not accrue
toward the Cut-of-Pocket
Maximum.

(Hospital or Behavioral Health
Care Facility)
Partial Hospitalization is covered
in the same manner as any
other Menial lliness admission.

Maximum of 24 visits per
calendar year.
Maximums are combined for
in and Out-of-Network Providers.
Maximums combined with
Qutpatient/Office Substance
Abuse Treatment,

100%

100%

$10 Copay

100%
Maximum of 30 days
per calendar year.

80%

80%

MODIFIED FOOD PRODUCT

Not Covered

Not Covered

NEWBORN CARE

When Plan covers hoth

{Prior to Discharge) Mother and Baby
-Hospital Pre-Cetification is 100% 100%; not subject o
recommended if the newborn’s deductible
Hospital confinement exceeds
438 hours after birth following a
normal delivery or 96 hours after
birth following a cesarean
section.
-Physician 100% 80%
-Newborn Circumcision 100% 80%
NEWBORN CARE When Plan covers the Baby
{Prior to Discharge) but not the Mother
-Hospital Pre-Certification is 100% 100%; not subject to
recommended if the newborn’s deductible
Hospital confinement exceeds
48 hours after birth following a
normal delivery or 96 hours after
birth following a cesarean
section.
-Physician 100% 80%
-Newborn Circumcision 100% 80%
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NUTRITIONAL COUNSELING

Covered for Family Members

PROVIDER:

$10 Copay

80%
with diabetes only.
OBESITY TREATMENT The Plan only covers charges for 100% 80%
surgical procedures in cases of
morbid obesity.
The Plan does not cover charges
for treatment of obesity, weight
reduction, diet programs (Weight
Watchers, Nutrisystem, etc.) or
diet supplements.
OCCUPATIONAL THERAPY
-Outpatient Hospital 100% First $50 paid at 100%
per incident; then 80%
-Any other place of service 100% First $50 paid at 100%
per incident; then 80%
ORGAN TRANSPLANTS The Plan does not cover 100% 80%
expenses of an organ donor,
except when the recipient is a
participant in this Plan who
receives the organ in a covered
organ transplant. When
coordinating with the donor's
health plan, the Medical Plan will
be secondary. If an organis
sold, not donated, no benefits
are paid for the donor's
expenses.
PHYSICAL REHABILITATION 100% 80%
FACILITY
PHYSICAL THERAPY
-Qutpatient Hospital 100% First $50 paid at 100%
per incident; then 80%
-Any other place of service 100% First $50 paid at 100%

per incident; then 80%
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PHYSICIAN

-Frames and Lenses

Not Covered

-Inpatient 100% First $8.00 per day, up to
a $960 maximum, paid at
100%; then 80%
-Office $10 Copay 80%
-Home $10 Copay 80%
Consultation (Specialist)
-Inpatient 100% 80%
-Outpatient $10 Copay 80%
. -Office $10 Copay 80%
Second Medical Opinion $10 Copay 80%
PREADMISSION TESTING $10 Copay First $150 paid at 100% per
calendar year; then 80%
PREVENTATIVE/WELL CARE
-Bone Density Testing $10 Copay First $150 paid at 100% per
calendar year; then 80%
-Colonoscopy/Sigmoidoscopy 100% 80%
-GYN Office Visit Maximum of 2 visits per %10 Copay 80%
calendar year.
-Mammogram Maximum of 1 per calendar $10 Copay 80%
year, unless Medical Necessity.
-PAP Smear Maximum of 2 per calendar $10 Copay 80%
year. When performed during
GYN Office Visit an
additional Copay will not be
taken.
-Prostate Cancer Screening (PSA) Maximum of 2 per calendar $10 Copay 80%
year.
-Routine Aduit Physical Maximum of 1 per calendar $10 Copay 80%
year.
(includes appropriate labs
and x-rays)
The Ptan does not cover
immunizations, HPV vaccine,
and Flu vaccinations.
-Well Child Care Up to and including age 12. $10 Copay 80%
{includes appropriate labs, x-
rays and immunizations)
-Hearing Exams $10 Copay 80%
-Hearing Aids $10 Copay 80%
-Eye Exams Not Covered Not Covered

Not Covered
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PRIVATE DUTY NURSING Not Covered Not Coverad
RADIATION THERAPY
-Outpatient Hospital 100% First $320 paid at 100% per
calendar year; then 80%
-Any other place of service 100% First $320 paid at 100% per
calendar year; then 80%
RESPIRATORY THERAPY
-Outpatient Hospital 100% 80%
-Any other piace of service 100% 80%
SLEEP DISORDERS The Plan only covers sleep $10 Copay 80%
studies and apnea monitors.
SMOKING CESSATION Not Covered Not Covered
PRODUCTS
SPEECH THERAPY
-Outpatient Hospital 100% First $50 paid at 100%
per incident; then 80%
-Any other place of service 100% First $50 patd at 100%

per incident; then 80%

SUBSTANCE ABUSE
TREATMENT

-Detoxification

-Inpatient Rehabilitation

-Inpatient Physician

-Outpatient/Office

Coinsurance does not accrue
toward the Cut-of-Pocket
Maximum.

(Hospital or Behavioral
Health Care Facility)
Partial Hospitalization is covered
in the same manner as any other
Substance Abuse admission.

Maximum of 24 visits
per calendar year.
Maximums are combined for
In and Out-of-Network Providers,
Maximums combined with
Outpatient/Office Mental lliness
Services.

Included in Inpatient
Rehabilitation

100%

100%

$10 Copay

Included in Inpatient
Rehabilitation

100%
Maximum of 30 days
per calendar year.

80%

80%
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SURGERY
{Refer to Hospital Facllity, Surgery

related to surgery)

Surgeon
-Inpatient

-Outpatient

-Office

Assistant Surgeon

Second Surgical Opinion
-Voluntary

Center or Anesthesia for benefits

100%
100%
100%
Maximum of 20% of the 100%
Surgeon’s fee.
%10 Copay

Out-of-Network Surgical Allowance Schedule

Payable in accordance with
QOut-of-Network Surgical
Allowance Schedule below

Payable in accordance with
Out-of-Network Surgical
Allowance Schedule below

Payable in accordance with
Out-of-Network Surgical |
Allowance Schedule below

80%

80%

-Mandatog Not Reguired Not Reguired

Appendectomy $280
Breast, removal of benign tumor $105
Fracture of femur, neck, intertrochanteric, simple or compound, open $560
reduction
Fracture of radius and ulna, simple closed reduction $175
Gall bladder, removal of $420
Heart, removal of intra cardiac tumor $210
Hemorrhoidectomy, internal and external
Herniotomy, inguinal (single) 3245
Hip, fusion of 3700
Hysterectomy, total corpus and cervix $420
Mastoidectomy, modified radical or radical without skin graft $580
Prostatectomy, suprapublic, one or two stages _ $560
Spine and Spinal Cord, laminotomy for removal of intervertebral discs, $630
lumbar
Stomach, partial removal of $630
Tensils and Adenoids, removal of
Under age 18 $105
18 years or over $140

> Above surgeries payable at 100% of allowance, after deductible, then 80% until the annual Out-of-Pocket Maximum is met.
> For surgeries not listed in this schedule, maximum allowance is $1,400 payable at 100%, after deductible, then 80% unitil the
annual Qut-of-Pocket Maximum is met.
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SURGERY CENTER
(Freeslanding Surgical Facility)

TEMPOROMANDIBULAR The Plan only covers diagnostic $10 Copay First $150 paid at 100% per
JOINT DISORDER (TMJ) x-rays and testing. calendar year; then 80%
Any treatment, including surgery,
is not covered.

URGENT CARE FACILITY - 100% 80%

PRESCRIPTION DRUG EXPENSE BENEFIT

RETAIL DRUGS Copay is for each separate | $5.00 Copay — Generic Drug

prescription or refill $10.00  Copay — Brand Name Drug
MAIL ORDER MAINTENANCE Up to a 90-day supply. $5.00 Gopay — Generic Drug
DRUGS Copay is for each separale | $10.00 Copay— Brand Name Drug
prescription or refill.
DIABETIC SUPPLIES AND Diabetic supplies and equipment See benefit for Retail and Mail Order
EQUIPMENT that are covered as a Medical | Maintenance Drugs.

Expense Benefit will not be covered
as a Prescription Drug Expense
Beneiit.

Copays under the Prescription Diug Expense Benefit do not count toward the Medical Out-of-Pocket Maximﬁm.
The Medical Expense Benefit portion of the Plan covers prescription drugs purchased from an Qut-of-Network Pharmacy payable
at 80%; subject to the Medical Deductible. Copays are not covered.

Contact your Pharmacy Benefit Manager for prescription drug coverage inquiries.
Your Pharmacy Benefit Manager's contact information is located on your Benefit identification Card.

Note: This Coverage Summary is intended to be a general description of benefits only. Some limitations, cbnditions. or
exclusions may apply. The benefits listed above are subject to change at any time. If there is a discrepancy between

this overview and the Plan Document, the Plan Document will prevail. Services must be Medically Necessary treatment
of Sickness or Injury, unless otherwise stated. The fact that a physician may prescribe, order, recommend or approve a
service or supply does not, of itself, make it Medically Necessary even though it is not specifically listed as an
exclusion. All of the facts and circumstances surrounding the claim must be considered.
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