
 

This chart contains a summary of  p lan features. For more detailed information, including specific terms of coverage, exclusions and limitations, please refer to the 
Summary Plan Descript ion (SPD).  If there is a discrepancy between information in this chart and terms of the plan described in the SPD or Plan Document , the Plan 
Document shall prevail. REVISED: JU NE 20 08

CORE BASIC
  Cred i ted  Ho urs  R equi red 700 -9 99 1,00 0-1,2 99

  Features In-Network Only In-Network Only In-Network Out-of-Network

     Individual  $750 $400 None $300 
     Fami ly $1,500 $700 None $600 

     Individual  $7,500 $5,000 None $6,500 
     Fami ly $15,000 n/a None $13,000 
    Li fe time M a xi mum Be nef it None N one None $ 500,000 per  per son

    Pr imary Care P hysic ian (PCP ) $35 $25 $15 40%  of R&C  a ft er  deducti bl e
    Spec ial ist Physici an $50 $40 $30 40%  of R&C  a ft er  deducti bl e
    Short  Te rm Re habili tation (ST R) N ot Applic able Not A pplica ble $10 40%  of R&C  a ft er  deducti bl e
    Beha viora l He alt h P CP $35 $15 $15 50% of  of  R&C
    Beha viora l He alt h S pec ialist $50 $15 $15 50% of  of  R&C

    B ehav ioral H ealth Li mit

    Preve nti ve  Care  Co-pay/visi t $35 $25 $15 In-Ne twork Only
    M ate rnity Ca re  Co-pa y (1/pre gnanc y ) $35 $25 $15 40%  of R&C  a ft er  deducti bl e

40% of  Contra ct  R ate  af ter  
deduct ible plus a  $500 pe r

    B ehav ioral H ealth Li mit
H ospita l Outpa tient Ca re incl uding 
profe ssional se rvic es

40% of  Contra ct  R ate  af ter  
deduct ible

30%  of Contrac t Ra te a fte r 
de duc tible

None
40% of  R&C

    E R Co-pa y (wa ived if  admitte d) $75 $50 $25 T rea ted a s In-N e twork
    Urgent Ca re  Cente r C o-pay $50 $25 $25 40%  of R&C  a ft er  deducti bl e

    Brand Drug De duc tible $500/ye ar $500/yea r (M S O nl y) $500/ye ar  (M S O nly) $500/ye ar  (M S Only)
    Reta il Copa y (G ener ic /Pref ./Non-Pref .) $10/$20/$50 $5/ $10/ $25 $5/$10/$25 $5/ $10/$25 
    M ail C opa y (G ene ric /Pref ./N on-Pref .) $20/$50/$125 $5/ $15/ $50 $5/$15/$50 In-Ne twork Only

 Ho s pit a l  Ca re

 Pre s c ri pt io n  D ru g

30 D ays/ cale ndar  Ye ar Bu t n o m ore  than  2 detoxifi cat ion admi ssions lif et ime

1,30 0 or m ore

M axi mum 60 visit s/c alend ar ye ar

H ospita l Inpat ient Ca re  including 
profe ssional se rvic es

30% of Contrac t Ra te a fte r 
de ductible , plus a $350 co-

pay once /yea r

None 40%  of R&C  a ft er  deducti bl e

Ca le n da r Ye a r De d u c ti ble  

 A nn u a l  Out -o f-P o c k e t  Ma x im u m  

P h y s ic ia n  S e rv ic e s  Co -p a y / Vis i t
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