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Important Questions ’ Answers Why this Matters:

What is the overall
deductible?

Are there services
covered before you meet
your deductible?

Yes.
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All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

What You Will Pay

Common Services You Mav Need Limitations, Exceptions, & Other
Medical Event y In-network Out-of-network Important Information
(You will pay the least) (You will pay the most)
Pn_mary SV WD izl I ATy 20% Coinsurance 50% Coinsurance None
or illness
If you visit a
health care . 0 . 0 .
rovider's Specialist visit 20% Coinsurance 50% Coinsurance None
office or clinic

Preventive care/screening/
immunization

Page 2 of 7





http://www.caremark.com/
http://www.caremark.com/

What You Will Pay

Common Services You Mav Need Limitations, Exceptions, & Other
Medical Event y In-network Out-of-network Important Information
(You will pay the least) (You will pay the most)
Facility fee (e.g., hospital room) 20% Coinsurance 50% Coinsurance o _
Preauthorization is required. If you
If you have a don't get preauthorization, benefits
hospital stay could be reduced by $200 of the total
- . , cost of the service.
Physician/surgeon fee 20% Coinsurance 50% Coinsurance
Preauthorization is required for Partial
hospitalization. If you don't get
If you have Outpatient services 20% Coinsurance 50% Coinsurance preauthorization, benefits could be
mental health, reduced by $200 of the total cost of the
Eeh?\émral service.
ealth, or Preauthorization is required. If you
SUSEES don'’t get preauthorization, benefits
, , o i o ,
abuse needs | Inpatient services 20% Coinsurance 50% Coinsurance could be reduced by $200 of the total
cost of the service.
Office visits No charge; Deductible Waived | 50% Coinsurance
Cost sharing does not apply to certain
preventive services. Depending on the
I . : type of services, deductible, copayment
If you are Ch"quh/ delivery professional 20% Coinsurance 50% Coinsurance or coinsurance may apply. Maternity
pregnant services : :
care may include tests and services
described elsewhere in the SBC (i.e.
ultrasound).
Childbirth/delivery facility services | 20% Coinsurance 50% Coinsurance
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What You Will Pay

Services You May Need Limitations, Exceptions, & Other
In-network Out-of-network Important Information

(You will pay the least) (You will pay the most)

Common
Medical Event

60 Maximum visits per plan year;

Home health care 20% Coinsurance 50% Coinsurance

If you need
help
recovering or
have other
special health
needs
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This is not a cost estimator. Treatments shown are just examples of how this plan

The plan would be responsible for the other costs of these EXAMPLE covered services. Page 7 of 7



	Excluded Services & Other Covered Services:
	Does this plan Provide Minimum Essential Coverage? Yes
	Does this plan Meet the Minimum Value Standard? Yes
	About these Coverage Examples:

