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VOLUNTARY
DENTAL OPTIONS

Offered through Health Resources Inc. | HRI Network

Services Paramount Preferred Standard Value

Calendar Year Deductible NONE NONE NONE NONE
Plan Year Benefit $1,500 $1,250 $1,000 $750
Lifetime Orthodontia Maximum $1,000 $1,250 $1,000 N/A

Preventive Services

e Oral Exam (once every 6 months) 100% 100% 100% 100%

e Routine Cleanings (once every 6 months)

e Fluoride Treatment for Children up to age 14
(once every 6 months)

e Space Maintainers for Children

e Topical Sealants for Children up to age 15

Diagnostic Services 100% o 80% o
e Bitewing X-Rays (once every year)
e Full Mouth (one every 4 years)

Diagnostic Services
Amalgam, Silicate & Composite Fillings 80% 80% 60% 50%
Simple Extractions

Repairs of dentures, bridgework, and crowns

Endodontic Therapy
(Paramount and Preferred Plans only)

Major Services
Oral Surgery & Complex Extractions
e Periodontal Therapy 50% 80% 50% 50%
e Endodontic Therapy
(Standard and Value Plans only)
e Full & Partial Dentures
e Implants as an Alternate Procedure
(Covered at 50% on all plans)
e Crowns

e Bridges
Orthodontia (for children under age 19) 50% 50% 50% Not Covered
Employee Only: $33.29 $34.15 $29.04 $26.29
Employee + Spouse: $69.91 $71.73 $60.96 $55.20
Employee + Child(ren): $87.35 $89.58 $76.15 $68.94
Employee + Family: $122.81 $126.04 $107.14 $97.00

Minimum of 2 employees to offer.
For more information on the dental plan including OON benefits, please contact
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VOLUNTARY
VISION OPTIONS

Offered through EyeMed Vision | Insight Network

Services

Eye Exam Frequency

12/12 Plan

Once every 12 Months

12/24 Plan

Once every 12 Months

Eye Exam Copay

$10

$10

Eyeglass Lens Frequency

Once every 12 Months

Once every 12 Months

Eyeglass Lens Copay

$25 Additional charge for Progres-
sive

$25 Additional charge for Progres-
sive

Eyeglass Frame Frequency

Once every 12 Months

Once every 24 Months

Eyeglass Frame Allowance

$180 - 20% off balance over the
$180

$150 - 20% off balance over the
$150

Eyeglass Frame Copay

$0

$0

Contact Lens Frequency

Once every 12 Months

Once every 12 Months

Contact Lens Allowance

$180

$150

Contact Lens Copay

$0 - 15% off balance over the

$0 - 15% off balance over the $150

$180
Network EyeMed EyeMed
Employee Only: $9.62 $6.30
Employee + Spouse: $18.28 $11.97
Employee + Child(ren): $19.24 $12.60
Employee + Family: $28.28 $18.52
INDEPENDENT : | ENSCRAFTERS PEARLE
PRGVIDER OO (® OPTICAL
NETWORK L JRC VISION

Minimum of 2 employees to offer.
For more information on the dental plan including OON benefits, please contact
5



Three Tier Plans " Bzacore=

Choice $1,000/10% Choice $2,000/10% Choice $2,500/10%
Plan Codes NHS NHT NHU
Tier1 Tier2 Tier3 Tier1 Tier2 Tier3 Tier1 Tier2 Tier3
NeI:l;ork Nelt‘:;ork I\?e l:\tfv‘;frk Nelt?f;ork Nelti;ork Noel::\-rzfr-k Nelti:ork Nelt‘:ork Nc:‘ l:\tfv‘:)frk
[Annual Single Deductible $1,000 | $2,000 | $4,000 $2,000 | $4,000 $8,000 $2,500 | $5,000 $10,000
[Annual Family Deductible $2,000 | $4,000 | $8,000 $4,000 | $8,000 | $16,000 $5,000 | $10,000 | $20,000
[Annual OOP Max - Single
(incl Deductible, copay, & $4,000 | $7,000 | $26,100 $5,500 | $8,500 | $26,100 $5,500 | $8,500 $26,100
coinsurance)
Annual OOP Max - Family
(incl Deductible, copay, & $8,000 | $14,000 [ $52,200 $11,000 [ $17,000 | $52,200 $11,000 [ $17,000 | $52,200
coinsurance)
PCP Office Visit $25 $40 Ded, 50% $25 $40 Ded, 50% $30 $45 Ded, 50%
Specialist Office Visit $50 $80 |Ded,50%| | $50 $80 | Ded, 50% $60 $90 | Ded, 50%
(20% for Ancillary Services)

. o o Not o o Not o o Not
Preventive Care 0% 0% Covered 0% 0% Covered 0% 0% Covered
Inpatient Hospital Services Ded, 10%|Ded, 20%| Ded, 50% | |Ded, 10%|Ded, 20%| Ded, 50% | |Ded, 10%| Ded, 20%| Ded, 50%
Outpatient Hospital Services Ded, 10%|Ded, 20%| Ded, 50% | |Ded, 10%|Ded, 20%| Ded, 50% Ded, 10%| Ded, 20%| Ded, 50%
Professional Services (In & Out) Ded, 10%|Ded, 20%| Ded, 50% | |Ded, 10%|Ded, 20%| Ded, 50% | |Ded, 10%| Ded, 20%| Ded, 50%
Emergency Room $300 $300 $300 $300 $300 $300 $350 $350 $350
Urgent Care Facility $50 $50 Ded, 50% $50 $50 Ded, 50% $60 $60 Ded, 50%
[Ambulance Ded, 10%|Ded, 10%| Ded, 10%| |Ded, 10%|Ded, 10%| Ded, 10% Ded, 10%| Ded, 10%| Ded, 10%
PT/OT/Speech Therapy Ded, 10%|Ded, 20%| Ded, 50% | |Ded, 10%| Ded, 20%| Ded, 50% | |Ded, 10%| Ded, 20%| Ded, 50%
(20 visit annual maximum each)

Chiropractic Services $50 $80 |Ded, 50%| | $50 $80 | Ded, 50% $60 $90 | Ded, 50%
(15 visit annual maximum)

DME/QOrthotics & Prosthetic Devices Ded, 10%|Ded, 20%| Ded, 50% | |Ded, 10%|Ded, 20%| Ded, 50% Ded, 10%| Ded, 20%| Ded, 50%
Inpatient Behavioral Health Ded, 10%|Ded, 20%| Ded, 50% | |Ded, 10%|Ded, 20%| Ded, 50% | |Ded, 10%| Ded, 20%| Ded, 50%
Outpatient Behavioral Health $25 $40 Ded, 50% $25 $40 Ded, 50% $30 $45 Ded, 50%

Skilled Nursing Facility/LTACH
(45 day maximum)

Acute Inpatient Rehabilitation
(45 day maximum)

Home Health

(60 visit annual maximum)

Ded, 10%|Ded, 20%| Ded, 50% | |Ded, 10%|Ded, 20%| Ded, 50% | |Ded, 10%| Ded, 20%| Ded, 50%

Ded, 10%|Ded, 20%| Ded, 50% | [Ded, 10%|Ded, 20%| Ded, 50% [ |Ded, 10%| Ded, 20%| Ded, 50%

Ded, 10%|Ded, 20%| Ded, 50% | [Ded, 10%|Ded, 20%| Ded, 50% [ |Ded, 10%]| Ded, 20%| Ded, 50%

Hospice Ded, 10%|Ded, 20%| Ded, 50% | |Ded, 10%|Ded, 20%| Ded, 50% Ded, 10%| Ded, 20%| Ded, 50%
Generic Drug $10 $10 Ded, 50% $10 $10 Ded, 50% $15 $15 Ded, 50%
Brand Name Formulary $30 $30 Ded, 50% $40 $40 Ded, 50% $45 $45 Ded, 50%
Brand Name Non-Formulary $45 $45 Ded, 50% $60 $60 Ded, 50% $70 $70 Ded, 50%
Mail Order| Mail Order Mail Order

Specialty Drugs** Ded, 30% |Ded, 30%|Only Ded,| |Ded, 30%]|Ded, 30%|Only Ded,| |Ded, 30%| Ded, 30% Only
50% 50% Ded, 50%

Mail Order 2.5x 2.5x N/A 2.5x 2.5x N/A 2.5x 2.5x N/A

Disclaimer: This is a draft of product offerings. The intention of this document is to provide an overview of the plans and

does not include plan exclusions and limitations.
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Three Tier Plans dh Deaconess

Choice $3,000/10% Choice $4,000/10% Choice $5,000 /10% Choice $5,000/50%
Plan Codes
Tier1  Tier2 g::r M Tierl  Tierz '3 Tier1  Tierz  Jierd Tierl  Tierz i3
Network Network Network Network Network Network Network Network Network Network Network Network
Annual Single Deductible $3,000 | $6,000 | $12,000 $4,000 | $8,000 [ $16,000 $5,000 | $8,150 | $16,300 $5,000 | $8,150 | $16,300
Annual Family Deductible $6,000 [ $12,000 | $24,000 $8,000 | $16,000 | $32,000 $10,000 | $16,300 | $32,600 $10,000 | $16,300 [ $32,600

Annual OOP Max - Single
(incl Deductible, copay, $6,000 $8,700 $26,100 $8,000 $8,700 $26,100 $8,700 $8,700 $26,100 $8,700 $8,700 $26,100

& coinsurance)

Annual OOP Max - Family
(incl Deductible, copay, $12,000 | $17,400 | $52,200 $16,000 | $17,400 [ $52,200 $17,400 | $17,400 | $52,200 $17,400 | $17,400 [ $52,200

& coinsurance)

PCP Office Visit $30 $45 Ded, 50% $40 $55 Ded, 50% $40 $55 Ded, 50% $40 $55 Ded, 50%
Specialist Oﬁ.'ce Visit . $60 $90 Ded, 50% $80 $110 | Ded, 50% $80 $110 | Ded, 50% $80 $110 Ded, 50%
(20% for Ancillary Services)

. Not Not Not Not
Preventive Care 0% 0x Covered 0% 0% Covered 0% 0% Covered 0% 0% Covered
Inpatient Hospital Services Ded, 10% [ Ded, 20% | Ded, 50% Ded, 10% |Ded, 20% | Ded, 50% Ded, 10% | Ded, 20% | Ded, 50% Ded, 50% | Ded, 50% | Ded, 50%
Outpatient Hospital Services Ded, 10% | Ded, 20% | Ded, 50% Ded, 10% [Ded, 20% | Ded, 50% Ded, 10% | Ded, 20% | Ded, 50% Ded, 50% | Ded, 50% | Ded, 50%

Professional Services Ded, 10% | Ded, 20% | Ded, 50% | [Ded, 10% |Ded, 20% | Ded, 50% | | Ded, 10% |Ded, 20% | Ded, 50% | | Ded, 50% | Ded, 50% | Ded, 50%

(In & Out)

Emergency Room $350 $350 $350 $400 | $400 $400 $400 | $400 $400 $500, 50% | $500, 50% | $500, 50%
Urgent Care Facility $60 $60 Ded, 50% $80 $80 Ded, 50% $80 $80 Ded, 50% $100 $100 Ded, 50%
Ambulance Ded, 10% | Ded, 10% | Ded, 10% | |Ded, 10% |Ded, 10% | Ded, 10% | | Ded, 10% |Ded, 10% | Ded, 10% | | Ded, 50% | Ded, 50% | Ded, 50%
PT/OT/Speech Therapy Ded, 10% | Ded, 20% | Ded, 50% | [Ded, 10% |Ded, 20% | Ded, 50% | | Ded, 10% |Ded, 20% | Ded, 50% | | Ded, 50% | Ded, 50% | Ded, 50%

(20 visit annual maximum each)

Chiropractic Services
(15 visit annual maximum)

DME/Orthotics & Prosthetic

$60 $90 Ded, 50% $80 $110 Ded, 50% $80 $110 Ded, 50% $80 $110 Ded, 50%

Ded, 10% | Ded, 20% | Ded, 50% Ded, 10% [Ded, 20% | Ded, 50% Ded, 10% [Ded, 20% | Ded, 50% Ded, 50% | Ded, 50% | Ded, 50%

Devices
Inpatient Behavioral Health Ded, 10% | Ded, 20% | Ded, 50% Ded, 10% |Ded, 20% | Ded, 50% Ded, 10% | Ded, 20% | Ded, 50% Ded, 50% | Ded, 50% | Ded, 50%
Outpatient Behavioral Health $30 $45 Ded, 50% $40 $40 | Ded, 50% $40 $40 | Ded, 50% $40 $40 Ded, 50%

Skilled Nursing Facility/
LTACH (45 day maximum)
Acute Inpatient Rehabilitation
(45 day maximum)

Home Health

(60 visit annual maximum)

Ded, 10% | Ded, 20% | Ded, 50% Ded, 10% [Ded, 20% | Ded, 50% Ded, 10% | Ded, 20% | Ded, 50% Ded, 50% | Ded, 50% | Ded, 50%

Ded, 10% | Ded, 20% | Ded, 50% Ded, 10% [Ded, 20% | Ded, 50% Ded, 10% [Ded, 20% | Ded, 50% Ded, 50% | Ded, 50% | Ded, 50%

Ded, 10% | Ded, 20% | Ded, 50% Ded, 10% [Ded, 20% | Ded, 50% Ded, 10% | Ded, 20% | Ded, 50% Ded, 50% | Ded, 50% | Ded, 50%

Hospice Ded, 10% | Ded, 20% | Ded, 50% Ded, 10% |Ded, 20% | Ded, 50% Ded, 10% | Ded, 20% | Ded, 50% Ded, 50% | Ded, 50% | Ded, 50%
Generic DI’Ug $15 $15 Ded, 50% $15 $15 Ded, 50% $15 $15 Ded, 50% $15 $15 Ded, 50%
Brand Name Formulary $45 $45 Ded, 50% $45 $45 | Ded, 50% $45 $45 | Ded, 50% $45 $45 Ded, 50%
Brand Name Non-Formulary $70 $70 Ded, 50% $70 $70 Ded, 50% $70 $70 Ded, 50% $70 $70 Ded, 50%
Mail Order Mail Order Mail Order Mail Order
Specia|ty Drugs** Ded, 30% | Ded, 30% Only Ded, 30% |Ded, 30% Only Ded, 30% |Ded, 30% Only Ded, 30% | Ded, 30% Only
Ded, 50% Ded, 50% Ded, 50% Ded, 50%
Mail Order 2.5x 2.5x N/A 2.5x 2.5x N/A 2.5x 2.5x N/A 2.5x 2.5x N/A

Disclaimer: This is a draft of product offerings. The intention of this document is to provide an overview of the plans and
does not include plan exclusions and limitations.
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|
. dh Deaconess
Th ree Tler Plans OneCare
HSA Plan $3,200/0% HSA Plan $5,000/0% HSA Plan $6,500/0%

Tier1 Tier2 Tier3 Tier1 Tier 2 Tier3 Tier 1 Tier 2 Tier3
Network Network  Out-of-Network  Network Network  Out-of-Network Network Network Out-of-Network

Plan Codes

Annual Single Deductible $3,200 $5,600 $11,200 $5,000 $6,500 $13,800 $6,500 $6,750 $19,500
Annual Family Deductible $6,400 $11,200 $22,400 $10,000 | $13,000 $27,600 $13,000 $13,500 $39,000
Annual OOP Max - Single $3,200 | $7,500 | $21,150 | $5,000 | $7,500 | #21,150 | $7,500 $7,500 $21,150
(incl Deductible, coinsurance)

Annual OOP Max - Family $6,400 | $15,000 | $42,300 | $10,000 | $15000 | $42300 | $15000 | $15,000 $42,300
(incl Deductible, coinsurance)

Family Deductible / OOP Max Embedded Embedded Embedded

PCP Office Visit Ded, 0% | Ded, 0% | Ded, 50% | Ded, 0% | Ded, 0% | Ded, 50% Ded, 0% Ded, 0% Ded, 50%
Specialist Office Visit Ded, 0% Ded, 0% | Ded, 50% | Ded, 0% | Ded, 0% | Ded, 50% Ded, 0% Ded, 0% Ded, 50%

. Not o Not ® ® Not

Preventive Care 0% 0% Covered 0% 0% Covered 0% 0% Covered
Inpatient Hospital Services Ded, 0% |[Ded, 20%| Ded, 50% | Ded, 0% |Ded, 20% | Ded, 50% Ded, 0% Ded, 20% Ded, 50%

Outpatient Hospital Services Ded, 0% |[Ded, 20%| Ded, 50% | Ded, 0% |Ded, 20% | Ded, 50% Ded, 0% Ded, 20% Ded, 50%

Professional Services (In&Out) | Ded, 0% |Ded, 20%| Ded, 50% | Ded, 0% |Ded, 20% | Ded, 50% Ded, 0% Ded, 20% Ded, 50%

Emergency Room Ded, 0% Ded, 0% Ded, 0% Ded, 0% | Ded, 0% Ded, 0% Ded, 0% Ded, 0% Ded, 0%
Urgent Care Facility Ded, 0% Ded, 0% | Ded, 50% | Ded, 0% | Ded, 0% | Ded, 50% Ded, 0% Ded, 0% Ded, 50%
Ambulance Ded, 0% Ded, 0% Ded, 0% Ded, 0% | Ded, 0% Ded, 0% Ded, 0% Ded, 0% Ded, 0%
P1/OT/Speech Therapy Ded, 0% |Ded, 20% | Ded, 50% | Ded, 0% |Ded, 20% | Ded, 50% | Ded, 0% | Ded,20% | Ded, 50%

(20 visit annual maximum each)

Chiropractic Services Ded, 0% | Ded, 0% | Ded, 50% | Ded, 0% | Ded, 0% | Ded, 50% | Ded,0% | Ded, 0% | Ded,50%

(15 visit annual maximum)

DME/Orthotics & Prosthetic
Devices

Inpatient Behavioral Health Ded, 0% |Ded, 20%| Ded, 50% | Ded, 0% |Ded, 20% | Ded, 50% Ded, 0% Ded, 20% Ded, 50%

Ded, 0% |[Ded, 20%| Ded, 50% | Ded, 0% |Ded, 20% | Ded, 50% Ded, 0% Ded, 20% Ded, 50%

Outpatient Behavioral Health Ded, 0% Ded, 0% | Ded, 50% | Ded, 0% | Ded, 0% | Ded, 50% Ded, 0% Ded, 0% Ded, 50%

Skilled Nursing Facility/LTACH

(45 day maximum)

Ded, 0% |Ded, 20%| Ded, 50% | Ded, 0% |Ded, 20% | Ded, 50% Ded, 0% Ded, 20% Ded, 50%

Acute Inpatient Rehabilitation | 1oy 9oy | ped, 20%| Ded, 50% | Ded, 0% |Ded, 20% | Ded, 50% | Ded, 0% | Ded,20% | Ded, 50%

(45 day maximum)

ggrv"ijt:'f:ﬁmaximum) Ded, 0% |Ded, 20% | Ded, 50% | Ded, 0% |Ded, 20% | Ded, 50% | Ded, 0% | Ded, 20% | Ded, 50%
Hospice Ded, 0% |Ded, 20%| Ded, 50% | Ded, 0% [Ded, 20% | Ded, 50% Ded, 0% Ded, 20% Ded, 50%
Generic Drug Ded, 0% | Ded, 0% | Ded, 50% | Ded, 0% | Ded, 0% | Ded, 50% | Ded, $10 Ded, $10 Ded, 50%
Brand Name Formulary Ded, 0% | Ded, 0% | Ded, 50% | Ded, 0% | Ded, 0% | Ded, 50% Ded, $50 Ded, $50 Ded, 50%

Brand Name Non-Formulary Ded, 0% Ded, 0% | Ded, 50% | Ded, 0% | Ded, 0% | Ded, 50% | Ded, $100 | Ded, $100 Ded, 50%

Mail Order Mail Order Mail Order Onl
Specialty Drugs** Ded, 0% | Ded, 0% Only Ded, 0% | Ded, 0% Only Ded, 0% Ded, 0% aD q EO"/ J

Ded, 50% Ded, 50% e, SU
Mail Order 2.5x 2.5x N/A 2.5x 2.5x N/A 2.5x 2.5x N/A

Disclaimer: This is a draft of product offerings. The intention of this document is to provide an overview of the plans and
does not include plan exclusions and limitations.
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Two Tier Plans

Plan Codes

PC Choice

$1,000/20%

NFT

PC Choice

$2,000/20%

NFU

$2,500/20%

\)
dh Deaconess
OneCare

PC Choice

NFV

$3,000/20%

PC Choice

NFW

Annual Single Deductible $1,000 $2,000 $2,500 $3,000
Annual Family Deductible $2,000 $4,000 $5,000 $6,000
/Annual OOP Max - Single
(incl Deductible, copay, coinsurance) $4,000 $5,500 $5,500 $6,000
Annual OOP Max - Family
(incl Deductible, copay, coinsurance) $8,000 $11,000 $11,000 $12,000
PCP Office Visit $25 $25 $30 $30
Specialist Office Visit
(20% for Ancillary Services) $40 $40 $50 $50
Preventive Care 0% 0% 0% 0%
Inpatient Hospital Services Ded, 20% Ded, 20% Ded, 20% Ded, 20%
Outpatient Hospital Services Ded, 20% Ded, 20% Ded, 20% Ded, 20%
Professional Services (In & Out) Ded, 20% Ded, 20% Ded, 20% Ded, 20%
Emergency Room $250 $250 $350 $350
Urgent Care Facility $40 $40 $50 $50
Ambulance Ded, 20% Ded, 20% Ded, 20% Ded, 20%
fZTO’QT./SpeeChTher?F’Y Ded, 20% Ded, 20% Ded, 20% Ded, 20%
visit annual maximum each)
Chiropractic Services
(15 visit annual maximum) $40 $40 $50 $50
DME/Orthotics & Prosthetic Devices Ded, 20% Ded, 20% Ded, 20% Ded, 20%
Inpatient Behavioral Health Ded, 20% Ded, 20% Ded, 20% Ded, 20%
Outpatient Behavioral Health $25 $25 $30 $30
Skilled Nursing Facility /LTACH o o o o
(45 Day Maximum) Ded, 20% Ded, 20% Ded, 20% Ded, 20%
Acute Inpatient Rehabilitation Ded. 20% Ded 20% Ded. 20% Ded 20%
(45 Day Maximum) o ' ' '
Home Health (60 visit annual maximum) Ded, 20% Ded, 20% Ded, 20% Ded, 20%
Hospice Ded, 20% Ded, 20% Ded, 20% Ded, 20%

lAnnual Single Deductible $4,000 $8,000 $10,000 $12,000
Annual Family Deductible $8,000 $16,000 $20,000 $24,000
Coinsurance for All Services* 50% 50% 50% 50%

[Annual OOP Max - Single $26,100 $26,100 $26,100 $26,100
/Annual OOP Max - Family $52,200 $52,200 $52,200 $52,200

Generic Drug $10 $10 $15 $15
Brand Name Formulary $30 $40 $45 $45
Brand Name Non-Formulary $45 $60 $70 $70
Specialty Drugs** Ded, 30% Ded, 30% Ded, 30% Ded, 30%
Mail Order 2.5x 2.5x 2.5x 2.5x

Disclaimer: This is a draft of product offerings. The intention of this document is to provide an overview of the plans and
does not include plan exclusions and limitations.
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PC Choice PC Choice
$5,000/20% $5,000/50%

dh Deaconess
OneCare

Plan Codes NFY NFZ
|
Annual Single Deductible $5,000 $5,000
Annual Family Deductible $10,000 $10,000
(AirTgluSIegL?cEll\l/ls,xc-osplgs,lioinsurance) $8,700 $8,700
EAi\r?:lUS(IedOL(J)czllj\l/l:,xgo[;aar;,llzoinsurance) $1 7,400 $1 7,400
PCP Office Visit $30 $45
Specialist Office Visit (20% for Ancillary Services) $50 $90
Preventive Care 0% 0%
Inpatient Hospital Services Ded, 20% Ded, 50%
Outpatient Hospital Services Ded, 20% Ded, 50%
Professional Services (In & Out) Ded, 20% Ded, 50%
Emergency Room $350 $500,50%
Urgent Care Facility $50 $90
Ambulance Ded, 20% Ded, 50%
PT/OT/Speech Therapy (20 visit annual maximum each) Ded, 20% Ded, 50%
Chiropractic Services (15 visit annual maximum) $50 $90
DME/Orthotics & Prosthetic Devices Ded, 20% Ded, 50%
Inpatient Behavioral Health Ded, 20% Ded, 50%
Outpatient Behavioral Health $30 $45
Skilled Nursing Facility/LTACH (45 day maximum) Ded, 20% Ded, 50%
Acute Inpatient Rehabilitation (45 day maximum) Ded, 20% Ded, 50%
Home Health (60 visit annual maximum) Ded, 20% Ded, 50%
Hospice Ded, 20% Ded, 50%
[Annual Single Deductible $16,300 $16,300
Annual Family Deductible $32,600 $32,600
Coinsurance for All Services* 50% 50%
Annual OOP Max - Single $26,100 $26,100
[Annual OOP Max - Family $52,200 $52,200
Generic Drug $15 $15
Brand Name Formulary $45 $45
Brand Name Non-Formulary $70 $70
Specialty Drugs** Ded, 30% Ded, 30%
Mail Order 2.5x 2.5x

Disclaimer: This is a draft of product offerings. The intention of this document is to provide an overview of the plans and

does not include plan exclusions and limitations.

10




| | . I I
HSA HSA HSA
$3,200/0% $5,000/0% $6,500/0%

dh

Deaconess
OneCare

Plan Codes NW1 Nw2 NW4
lAnnual Single Deductible $3,200 $5,000 $6,500
lAnnual Family Deductible $6,400 $10,000 $13,000
é:gusgdoﬁgg\f;xc_oigjlioinsurance) $3,200 $5,000 $7,500
é:gugédoigg\f;xc_oizr;lgoinsurance) $6,400 $10,000 $15,000
Family Deductible / OOP Max Embedded Embedded Embedded
PCP Office Visit Ded, 0% Ded, 0% Ded, 0%
Specialist Office Visit (20% for Ancillary Services) Ded, 0% Ded, 0% Ded, 0%
Preventive Care 0% 0% 0%
Inpatient Hospital Services Ded, 0% Ded, 0% Ded, 0%
(Outpatient Hospital Services Ded, 0% Ded, 0% Ded, 0%
Professional Services (In & Out) Ded, 0% Ded, 0% Ded, 0%
Emergency Room Ded, 0% Ded, 0% Ded, 0%
Urgent Care Facility Ded, 0% Ded, 0% Ded, 0%
IAmbulance Ded, 0% Ded, 0% Ded, 0%
PT/OT/Speech Therapy (20 visit annual maximum each) Ded, 0% Ded, 0% Ded, 0%
Chiropractic Services (15 visit annual maximum) Ded, 0% Ded, 0% Ded, 0%
DME/Orthotics & Prosthetic Devices Ded, 0% Ded, 0% Ded, 0%
Inpatient Behavioral Health Ded, 0% Ded, 0% Ded, 0%
Outpatient Behavioral Health Ded, 0% Ded, 0% Ded, 0%
Skilled Nursing Facility/LTACH (45 day maximum) Ded, 0% Ded, 0% Ded, 0%
Acute Inpatient Rehabilitation (45 day maximum) Ded, 0% Ded, 0% Ded, 0%
Home Health (60 visit annual maximum Ded, 0% Ded, 0% Ded, 0%
Hospice Ded, 0% Ded, 0% Ded, 0%
IAnnual Single Deductible $11,200 $13,800 $19,500
lAnnual Family Deductible $22,400 $27,600 $39,000
Coinsurance for All Services* 50% 50% 50%
Annual OOP Max - Single $21,150 $21,150 $21,150
IAnnual OOP Max - Family $42,300 $42,300 $42,300
Generic Drug Ded, 0% Ded, 0% Ded, $10
Brand Name Formulary Ded, 0% Ded, 0% Ded, $50
Brand Name Non-Formulary Ded, 0% Ded, 0% Ded, $100
Specialty Drugs** Ded, 0% Ded, 0% Ded, 30%
Mail Order 2.5x 2.5x 2.5x

Disclaimer: This is a draft of product offerings. The intention of this document is to provide an overview of the plans and

does not include plan exclusions and limitations.
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CLINIC INFORMATION

dh Deaconess

Clinic
AT WORK

Free DC Video Visits

We're excited to announce that effective January 1, 2024 that Deaconess Clinic at Work is now

automatically included within Deaconess OneCare Small and Large Group Plans at no additional cost.

Clinic is available to members in Gibson, Posey, Spencer, Vanderburgh, and Warrick counties.

In your program, you'll find the
following benefits available to you
and your dependents:

Free Provider Visits*

Sick Visits, Annual Exams, Sports &
Wellness Physicals, Chronic Disease
Management, Basic In-Office
Procedures, Stitches, EKGs.

Free Medications
Find a list of these medications at

deaconess.com/dcawformulary.

Free Labs

Find a list at
deaconess.com/dcawformulary.

8am—8pm, 365 days a year
(age 2 and older)

Free 24-Hour Nurse Line

*Due to IRS Regulations, members on a High
Deductible Health Plan will be subject to a $30
Office Visit Charge.

Visit your company’s Deaconess
Clinic at Work web page for
access to:

Appointment Scheduling
Medication Refills

DC LIVE

And More!

Locations
Hours listed are as of January 1, 2024

First Avenue-
812-450-4066
309 N. 1st Ave,,
Evansville, IN
Mon: 8am—-Noon
Tue: 1-5pm
Wed: 9am—-1pm
Thu: 8am—-Noon
Fri: Noon—4pm

Lynch Road-
812-450-8720
4949 Healthy Way,
Suite A, Evansville, IN
Mon: Tpm—-5pm
Tue: 8am—-Noon
Wed: 2pm—-6pm
Thu: Tpm—-5pm

Fri: 7am—11am

Sat: 8am—Noon

Ft. Branch-
812-615-5019

7898 S. Professional Dr.,
Ft. Branch, IN

Mon: 8am—2pm

Tue: 1-6pm

Thu: Noon—-5pm

Fri: 7am—11am

Mt. Vernon—-
812-490-0813
813 E. 4th St,,
Mt. Vernon, IN
Mon: 8am—-5pm
Wed: Noon—6pm
Fri: 8am—2pm

12

Reo-
812-492-5940
3434 W. IN-66,
Reo, IN

Mon: 7:30am—-9:30am & 1 -5pm
Tue: 7:30am—-Noon
Thu: Noon—-5pm
Fri: 7:30am—Noon

Henderson-
270-215-3150
340 Starlite Dr.,
Henderson, KY
Mon: 9am—6pm
Wed: 8am—-Noon
Fri: 7am—4pm

Owensboro-
270-561-0140

2710 Heartland Crossing Blvd.,
Owensboro, KY

Mon: 7am-3pm

Wed: 11am-5pm

Fri: 8am-2pm



Three Tier

NETWORK
Choice $1,000/10% Choice $2,000/10% Choice $2,500/10%
Plan Codes CRS CRT CTU
Annual Single Deductible $1,000 $2,000 $4,000 $2,000 $4,000 $8,000 $2,500 $5,000 $10,000
Annual Family Deductible $2,000 $4,000 $8,000 $4,000 $8,000 | $16,000 $5,000 | $10,000 | $20,000
Annual OOP Max - Single $4,000 | $7,000 | $26,100 | | $5.500 | $8,500 | $26,100 | | $5,500 | $8,500 | $26,100
(incl Deductible, copay, & coinsurance)
ﬁ:g“;égﬁgb'\fjxcgzaar;ig coinsurance) | | $8:000 | $14,000 | $52,200 | | $11,000 | $17,000 | $52,200 | | $11,000 | $17,000 | $52,200
PCP Office Visit $25 $40 Ded, 50% $25 $40 Ded, 50% $30 $45 Ded, 50%
(Szpoecyff(')ifﬁjiﬁfr;/issgwiCes) $50 $80 |Ded, 50% $50 $80 [Ded, 50% $60 $90 | Ded, 50%
. o o Not o o Not o o Not
Preventive Care 0% 0% Covered 0% 0% Covered 0% 0% Covered
Inpatient Hospital Services Ded, 10%|Ded, 20%| Ded, 50% | |Ded, 10%| Ded, 20%| Ded, 50%| [Ded, 10%|Ded, 20%| Ded, 50%
Outpatient Hospital Services Ded, 10%|Ded, 20%| Ded, 50% | |Ded, 10%| Ded, 20%| Ded, 50%| [Ded, 10%| Ded, 20%| Ded, 50%
Professional Services (In & Out) Ded, 10%[Ded, 20%| Ded, 50% | |Ded, 10%|Ded, 20%|Ded, 50%| |Ded, 10%|Ded, 20%| Ded, 50%
Emergency Room $300 $300 $300 $300 $300 $300 $350 $350 $350
Urgent Care Facility $50 $50 Ded, 50% $50 $50 Ded, 50% $60 $60 Ded, 50%
Ambulance Ded, 10%[Ded, 10%| Ded, 10%| |Ded, 10%|Ded, 10%|Ded, 10%| |Ded, 10%|Ded, 10%| Ded, 10%
(P%a;/tsfnefuca'] Therapy cach) Ded, 10%|Ded, 20%| Ded, 50% | |Ded, 10%| Ded, 20%| Ded, 50% | |Ded, 10%| Ded, 20%| Ded, 50%
(ﬁ@fggﬁlrfu;emacxe.; am) $50 $80 |Ded, 50% $50 $80 [Ded, 50% $60 $90 | Ded, 50%
DME/QOrthotics & Prosthetic Devices Ded, 10%|Ded, 20%| Ded, 50% | [Ded, 10%| Ded, 20%| Ded, 50% | |Ded, 10%| Ded, 20%| Ded, 50%
Inpatient Behavioral Health Ded, 10%|Ded, 20%| Ded, 50% | |Ded, 10%| Ded, 20%| Ded, 50%| [Ded, 10%| Ded, 20%| Ded, 50%
Outpatient Behavioral Health $25 $40 Ded, 50% $25 $40 Ded, 50% $30 $45 Ded, 50%
(Sfé”j:er:;ji?fuﬁ‘)d“ty/ LTACH Ded, 10%|Ded, 20%| Ded, 50% | |Ded, 10%| Ded, 20%| Ded, 50% | |Ded, 10%| Ded, 20%| Ded, 50%
acsugi;”ﬁzi?r:zfne)habi“tat“’” Ded, 10% [Ded, 20%| Ded, 50% | |Ded, 10%| Ded, 20%| Ded, 50%| |Ded, 10%| Ded, 20%| Ded, 50%
Home Health (60 day annual maximum)| [Ded, 10%|Ded, 20%| Ded, 50% | |Ded, 10%|Ded, 20%|Ded, 50%| |Ded, 10%| Ded, 20%| Ded, 50%
Hospice Ded, 10%|Ded, 20%| Ded, 50% | |Ded, 10%| Ded, 20%| Ded, 50%| [Ded, 10%| Ded, 20%| Ded, 50%
Generic Drug $10 $10 Ded, 50% $10 $10 Ded, 50% $15 $15 Ded, 50%
Brand Name Formulary $30 $30 Ded, 50% $40 $40 Ded, 50% $45 $45 Ded, 50%
Brand Name Non-Formulary $45 $45 Ded, 50% $60 $60 Ded, 50% $70 $70 Ded, 50%
Mail Order| Mail Or- Mail Order
Specialty Drugs** Ded, 30%|Ded, 30%|Only Ded,| [Ded, 30%|Ded, 30%| der Only Ded, 30%| Ded, 30% Only
50% Ded, 50% Ded, 50%
Mail Order 2.5x 2.5x N/A 2.5x 2.5x N/A 2.5x 2.5x N/A

Disclaimer: This is a draft of product offerings. The intention of this document is to provide an overview of the plans and
does not include plan exclusions and limitations.
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Three Tier SIKO

NETWORK
Choice $3,000/10% Choice $4,000/10% Choice $5,000 /10% Choice $5,000/50%
Plan Codes CRV CRW CRX CRY
Annual Single Deductible $3,000 | $6,000 | $12,000 $4,000 | $8,000 | $16,000 $5,000 | $8,150 | $16,300 $5,000 | $8,150 $16,300
Annual Family Deductible $6,000 | $12,000 | $24,000 $8,000 | $16,000 | $32,000 $10,000 | $16,300 | $32,600 $10,000 | $16,300 $32,600
Annual OOP Max - Single
(incl Deductible, copay, & $6,000 | $8,700 | $26,100 $8,000 | $8,700 | $26,100 $8,700 | $8,700 | $26,100 $8,700 | $8,700 $26,100

coinsurance)

Annual OOP Max - Family
(incl Deductible, copay, & $12,000 | $17,400 | $52,200 $16,000 | $17,400 | $52,200 $17,400 | $17,400 | $52,200 $17,400 | $17,400 | $52,200

coinsurance)

PCP Office Visit $30 $45 Ded, 50% $40 $55 | Ded, 50% $40 $55 Ded, 50% $40 $55 Ded, 50%
Specialist Office Visit $60 $90 | Ded, 50% $80 $110 | Ded, 50% $80 $110 | Ded, 50% $80 $110 | Ded, 50%
(20% for Ancillary S )

o tor Ancillary Services

. Not o o Not o o Not o o Not
Preventive Care 0% 0% Conered 0% 0% Covered 0% 0% Covered 0% 0% Covered
Inpatient Hospita| Services Ded, 10% | Ded, 20% | Ded, 50% Ded, 10% |Ded, 20% | Ded, 50% Ded, 10% |Ded, 20% | Ded, 50% Ded, 50% | Ded, 50% | Ded, 50%
Outpatient Hospital Services Ded, 10% | Ded, 20% | Ded, 50% Ded, 10% [Ded, 20% | Ded, 50% Ded, 10% |Ded, 20% | Ded, 50% Ded, 50% | Ded, 50% | Ded, 50%
Professional Services (ln & Ded, 10% | Ded, 20% | Ded, 50% Ded, 10% |Ded, 20% | Ded, 50% Ded, 10% |Ded, 20% | Ded, 50% Ded, 50% | Ded, 50% | Ded, 50%
Out)
u

Emergency Room $350 $350 $350 $400 $400 $400 $400 $400 $400 $500, 50% | $500, 50% | $500, 50%
Urgent Care Facility $60 $60 Ded, 50% $80 $80 Ded, 50% $80 $80 Ded, 50% $100 $100 Ded, 50%
Ambulance Ded, 10% | Ded, 10% | Ded, 10% Ded, 10% |Ded, 10% | Ded, 10% Ded, 10% |Ded, 10% | Ded, 10% Ded, 50% | Ded, 50% | Ded, 50%
PT/OT/Speech Therapy
(20 visit annual maximum Ded, 10% | Ded, 20% | Ded, 50% Ded, 10% |Ded, 20% | Ded, 50% Ded, 10% |Ded, 20% | Ded, 50% Ded, 50% | Ded, 50% | Ded, 50%
each)

Chiropractic Services
(15 visit annual maximum)

DME/QOrthotics & Prosthetic

$60 $90 Ded, 50% $80 $110 Ded, 50% $80 $110 Ded, 50% $80 $110 Ded, 50%

Ded, 10% | Ded, 20% | Ded, 50% Ded, 10% [Ded, 20% | Ded, 50% Ded, 10% | Ded, 20% | Ded, 50% Ded, 50% | Ded, 50% | Ded, 50%

Devices
Inpatient Behavioral Health Ded, 10% | Ded, 20% | Ded, 50% Ded, 10% |Ded, 20% | Ded, 50% Ded, 10% | Ded, 20% | Ded, 50% Ded, 50% | Ded, 50% | Ded, 50%
Outpatient Behavioral Health $30 $45 Ded, 50% $40 $40 | Ded, 50% $40 $40 Ded, 50% $40 $40 Ded, 50%

Skilled Nursing Facility/
LTACH Ded, 10% | Ded, 20% | Ded, 50% | |Ded, 10% |Ded, 20% | Ded, 50% | |Ded, 10% |Ded, 20% | Ded, 50% Ded, 50% | Ded, 50% | Ded, 50%

(45 day maximum)

Acute Inpatient Rehabilitation
(45 day maximum)

Home Health

(60 visit annual maximum)

Ded, 10% | Ded, 20% | Ded, 50% Ded, 10% [Ded, 20% | Ded, 50% Ded, 10% |Ded, 20% | Ded, 50% Ded, 50% | Ded, 50% | Ded, 50%

Ded, 10% | Ded, 20% | Ded, 50% Ded, 10% [Ded, 20% | Ded, 50% Ded, 10% | Ded, 20% | Ded, 50% Ded, 50% | Ded, 50% | Ded, 50%

Hospice Ded, 10% | Ded, 20% | Ded, 50% Ded, 10% [Ded, 20% | Ded, 50% Ded, 10% |Ded, 20% | Ded, 50% Ded, 50% | Ded, 50% | Ded, 50%
Generic Drug $15 $15 | Ded, 50% $15 $15 | Ded, 50% $15 $15 | Ded, 50% $15 $15 Ded, 50%
Brand Name Formulary $45 $45 Ded, 50% $45 $45 Ded, 50% $45 $45 Ded, 50% $45 $45 Ded, 50%
Brand Name Non-FormuIary $70 $70 Ded, 50% $70 $70 Ded, 50% $70 $70 Ded, 50% $70 $70 Ded, 50%
Mail Order Mail Order Mail Order Mail Order
Specialty Drugs** Ded, 30% | Ded, 30% Only Ded, 30% |Ded, 30% Only Ded, 30% | Ded, 30% Only Ded, 30% | Ded, 30% Only
Ded, 50% Ded, 50% Ded, 50% Ded, 50%
Mail Order 2.5x 2.5x N/A 2.5x 2.5x N/A 2.5x 2.5x N/A 2.5x 2.5x N/A

Disclaimer: This is a draft of product offerings. The intention of this document is to provide an overview of the plans and

does not include plan exclusions and limitations.
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Three Tier

NETWORK

Plan Codes C25 CR2 CR3
Annual Single Deductible $3,200 $5,600 $11,200 $5,000 $6,500 $13,800 $6,500 $6,750 $19,500
Annual Family Deductible $6,400 $11,200 $22,400 $10,000 | $13,000 $27,600 $13,000 $13,500 $39,000
ég;“g;doﬁgb“fjxc'oiﬂ';g'rince) $3,200 | $7,500 | $21,150 | $5,000 | $7,500 | $21,150 $7,500 $7,500 | $21,150
é;‘g“S,Lgﬁgb'\f':xc'ofjﬂgme) $6,400 | $15,000 | $42,300 | $10,000 | $15,000 | $42,300 | $15000 | $15000 | $42,300
Family Deductible / OOP Max Embedded Embedded Embedded
PCP Office Visit Ded, 0% | Ded, 0% | Ded, 50% | Ded, 0% | Ded, 0% | Ded, 50% Ded, 0% Ded, 0% Ded, 50%
Specialist Office Visit Ded, 0% | Ded, 0% | Ded, 50% | Ded, 0% | Ded, 0% | Ded, 50% Ded, 0% Ded, 0% Ded, 50%
Preventive Care 0% 0% Not 0% 0%  |NotCovered| 0% 0% Not
Covered Covered
Inpatient Hospital Services Ded, 0% [Ded, 20% | Ded, 50% | Ded, 0% [ Ded, 20% | Ded, 50% Ded, 0% Ded, 20% | Ded, 50%
Outpatient Hospital Services Ded, 0% [Ded, 20% | Ded, 50% | Ded, 0% | Ded, 20% | Ded, 50% Ded, 0% Ded, 20% | Ded, 50%
Professional Services (In & Out)| Ded, 0% |Ded, 20% | Ded, 50% | Ded, 0% | Ded, 20% | Ded, 50% Ded, 0% Ded, 20% | Ded, 50%
Emergency Room Ded, 0% | Ded, 0% Ded, 0% Ded, 0% | Ded, 0% Ded, 0% Ded, 0% Ded, 0% Ded, 0%
Urgent Care Facility Ded, 0% | Ded, 0% | Ded, 50% | Ded, 0% | Ded, 0% | Ded, 50% Ded, 0% Ded, 0% Ded, 50%
Ambulance Ded, 0% | Ded, 0% Ded, 0% Ded, 0% | Ded, 0% Ded, 0% Ded, 0% Ded, 0% Ded, 0%
f;é%ffnefucg I:airiffjm cach)| Ded. 0% |Ded, 20%| Ded, 50% | Ded, 0% | Ded,20% | Ded,50% | Ded,0% | Ded,20% | Ded, 50%
(ﬁg”vﬁ’gtrszuzlem;ﬁfmm) Ded, 0% | Ded, 0% | Ded, 50% | Ded, 0% | Ded, 0% | Ded,50% | Ded,0% | Ded, 0% | Ded,50%
DME/Orthotics &Prosthetic | Ded, 0% |Ded, 20% | Ded, 50% | Ded, 0% | Ded, 20% | Ded,50% | Ded, 0% | Ded,20% | Ded, 50%
Inpatient Behavioral Health Ded, 0% |Ded, 20% | Ded, 50% | Ded, 0% | Ded, 20% | Ded, 50% Ded, 0% Ded, 20% | Ded, 50%
Outpatient Behavioral Health Ded, 0% | Ded, 0% | Ded, 50% | Ded, 0% | Ded, 0% | Ded, 50% Ded, 0% Ded, 0% Ded, 50%
(Sz'fg”c‘jijn:’;i{;?ﬁ)d“W/ LTACH | Ded, 0% |Ded, 20% | Ded, 50% | Ded, 0% | Ded, 20% | Ded,50% | Ded,0% | Ded, 20% | Ded, 50%
acsugi];”gzzfrgza‘e)hab””at“’” Ded, 0% |Ded, 20% | Ded, 50% | Ded, 0% |Ded, 20% | Ded, 50% | Ded, 0% | Ded, 20% | Ded, 50%
&%”;ilt'*::'rfﬂal i) Ded, 0% |Ded, 20% | Ded, 50% | Ded, 0% | Ded, 20% | Ded, 50% | Ded, 0% | Ded, 20% | Ded, 50%
Hospice Ded, 0% [Ded, 20% | Ded, 50% | Ded, 0% | Ded, 20% | Ded, 50% Ded, 0% Ded, 20% | Ded, 50%
Generic Drug Ded, 0% | Ded, 0% | Ded, 50% | Ded, 0% | Ded, 0% | Ded, 50% Ded, $10 Ded, $10 | Ded, 50%
Brand Name Formulary Ded, 0% | Ded, 0% | Ded, 50% | Ded, 0% | Ded, 0% | Ded, 50% | Ded, $50 Ded, $50 | Ded, 50%
Brand Name Non-Formulary Ded, 0% | Ded, 0% | Ded, 50% | Ded, 0% | Ded, 0% | Ded, 50% | Ded, $100 | Ded, $100 | Ded, 50%
Mail Order Mail Order Mail Order
Specialty Drugs** Ded, 0% | Ded, 0% Only Ded, 0% | Ded, 0% Only Ded, 0% Ded, 0% Only
Ded, 50% Ded, 50% Ded, 50%

Disclaimer: This is a draft of product offerings. The intention of this document is to provide an overview of the plans and
does not include plan exclusions and limitations.
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Two Tier

NETWORK
PC Choice PC Choice PC Choice PC Choice
$1,000/20% $2,000/20% $2,500/20% $3,000/20%
Plan Codes CRA CRB CRC CRD

Annual Single Deductible $1,000 $2,000 $2,500 $3,000
[Annual Family Deductible $2,000 $4,000 $5,000 $6,000
Annual OOP Max- Single $4,000 $5,500 $5,500 $6,000
(incl Deductible, copay, coinsurance)
Annual OOP Max - Family
(incl Deductible, copay, coinsurance) $8,000 $11,000 $11,000 $12,000
PCP Office Visit $25 $25 $30 $30
Specialist Office Visit
(20% for Ancillary Services) $40 $40 $50 $50
Preventive Care 0% 0% 0% 0%
Inpatient Hospital Services Ded, 20% Ded, 20% Ded, 20% Ded, 20%
Outpatient Hospital Services Ded, 20% Ded, 20% Ded, 20% Ded, 20%
Professional Services (In & Out) Ded, 20% Ded, 20% Ded, 20% Ded, 20%
Emergency Room $250 $250 $350 $350
Urgent Care Facility $40 $40 $50 $50
Ambulance Ded, 20% Ded, 20% Ded, 20% Ded, 20%
PT/OT/Speech Therapy Ded, 20% Ded, 20% Ded, 20% Ded, 20%
(20 visit annual maximum each)
Chlrgpractlc Serwce's $40 $40 $50 $50
(15 visit annual maximum)
DME/Orthotics & Prosthetic Devices Ded, 20% Ded, 20% Ded, 20% Ded, 20%
Inpatient Behavioral Health Ded, 20% Ded, 20% Ded, 20% Ded, 20%
Outpatient Behavioral Health $25 $25 $30 $30
(Sjg”jjy’\‘r;‘;ji’rfu';?)d“ty/ LTACH Ded, 20% Ded, 20% Ded, 20% Ded, 20%
éf;gi'y”fnztif;tuﬁ)habi“tation Ded, 20% Ded, 20% Ded, 20% Ded, 20%
Home Health (60 visit maximum) Ded, 20% Ded, 20% Ded, 20% Ded, 20%
Hospice Ded, 20% Ded, 20% Ded, 20% Ded, 20%
lAnnual Single Deductible $4,000 $8,000 $10,000 $12,000
Annual Family Deductible $8,000 $16,000 $20,000 $24,000
Coinsurance for All Services* 50% 50% 50% 50%
IAnnual OOP Max - Single $26,100 $26,100 $26,100 $26,100
IAnnual OOP Max - Family $52,200 $52,200 $52,200 $52,200
Generic Drug $10 $10 $15 $15
Brand Name Formulary $30 $40 $45 $45
Brand Name Non-Formulary $45 $60 $70 $70
Specialty Drugs** Ded, 30% Ded, 30% Ded, 30% Ded, 30%
Mail Order 2.5x 2.5x 2.5x 2.5x

Disclaimer: This is a draft of product offerings. The intention of this document is to provide an overview of the plans and
does not include plan exclusions and limitations.
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Two Tier

NETWORK

PC Choice PC Choice
$5,000/20% $5,000/50%
Plan Codes CRF CRG
/Annual Single Deductible $5,000 $5,000
/Annual Family Deductible $10,000 $10,000
el Decctble, copay coinsurance) $8,700 $8,700
(nel Decuctie, copay, coinsurance) 17,400 $17,400
PCP Office Visit $30 $45
Specialist Office Visit (20% for Ancillary Services) $50 $90
Preventive Care 0% 0%
Inpatient Hospital Services Ded, 20% Ded, 50%
Outpatient Hospital Services Ded, 20% Ded, 50%
Professional Services (In & Out) Ded, 20% Ded, 50%
Emergency Room $350 $500,50%
Urgent Care Facility $50 $90
[Ambulance Ded, 20% Ded, 50%
PT/OT/Speech Therapy (20 visit annual maximum each) Ded, 20% Ded, 50%
Chiropractic Services (15 visit annual maximum) $50 $90
DME/Orthotics & Prosthetic Devices Ded, 20% Ded, 50%
Inpatient Behavioral Health Ded, 20% Ded, 50%
Outpatient Behavioral Health $30 $45
Skilled Nursing Facility/LTACH (45 day maximum) Ded, 20% Ded, 50%
Acute Inpatient Rehabilitation (45 day maximum) Ded, 20% Ded, 50%
Home Health (60 visit maximum) Ded, 20% Ded, 50%
Hospice Ded, 20% Ded, 50%
/Annual Single Deductible $16,300 $16,300
lAnnual Family Deductible $32,600 $32,600
Coinsurance for All Services* 50% 50%
Annual OOP Max - Single $26,100 $26,100
Annual OOP Max - Family $52,200 $52,200
Generic Drug $15 $15
Brand Name Formulary $45 $45
Brand Name Non-Formulary $70 $70
Specialty Drugs** Ded, 30% Ded, 30%
Mail Order 2.5x 2.5x

Disclaimer: This is a draft of product offerings. The intention of this document is to provide an overview of the plans and

does not include plan exclusions and limitations.
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Two Tier

NETWORK
HSA HSA HSA
$3,200/0% $5,000/0% $6,500/0%
Plan Codes CR4 CR5 CRé
Annual Single Deductible $3,200 $5,000 $6,500
/Annual Family Deductible $6,400 $10,000 $13,000
é:gluslegiﬁgl/:xc_oigjlioinsurance) $3,200 $5,000 $7,500
é:glusvle(d)iﬁgfl:,xc_ol;aar;,llzoinsurance) $6,400 $10,000 $15,000
Family Deductible / OOP Max Embedded Embedded Embedded
PCP Office Visit Ded, 0% Ded, 0% Ded, 0%
Specialist Office Visit (20% for Ancillary Services) Ded, 0% Ded, 0% Ded, 0%
Preventive Care 0% 0% 0%
Inpatient Hospital Services Ded, 0% Ded, 0% Ded, 0%
Outpatient Hospital Services Ded, 0% Ded, 0% Ded, 0%
Professional Services (In & Out) Ded, 0% Ded, 0% Ded, 0%
Emergency Room Ded, 0% Ded, 0% Ded, 0%
Urgent Care Facility Ded, 0% Ded, 0% Ded, 0%
Ambulance Ded, 0% Ded, 0% Ded, 0%
PT/OT/Speech Therapy (20 visit annual maximum each) Ded, 0% Ded, 0% Ded, 0%
Chiropractic Services (15 visit annual maximum) Ded, 0% Ded, 0% Ded, 0%
DME/QOrthotics & Prosthetic Devices Ded, 0% Ded, 0% Ded, 0%
Inpatient Behavioral Health Ded, 0% Ded, 0% Ded, 0%
Outpatient Behavioral Health Ded, 0% Ded, 0% Ded, 0%
Skilled Nursing Facility/LTACH (45 day maximum) Ded, 0% Ded, 0% Ded, 0%
Acute Inpatient Rehabilitation (45 day maximum) Ded, 0% Ded, 0% Ded, 0%
Home Health (60 visit maximum) Ded, 0% Ded, 0% Ded, 0%
Hospice Ded, 0% Ded, 0% Ded, 0%
/Annual Single Deductible $1 1,200 $13,800 $19,500
/Annual Family Deductible $22,400 $27,600 $39,000
Coinsurance for All Services* 50% 50% 50%
Annual OOP Max - Single $21,150 $21,150 $21,150
Annual OOP Max - Family $42,300 $42,3OO $42,300
Generic Drug Ded, 0% Ded, 0% Ded, $10
Brand Name Formulary Ded, 0% Ded, 0% Ded, $50
Brand Name Non-Formulary Ded, 0% Ded, 0% Ded, $100
Specialty Drugs** Ded, 0% Ded, 0% Ded, 30%
Mail Order 2.5x 2.5x 2.5x

Disclaimer: This is a draft of product offerings. The intention of this document is to provide an overview of the plans and
does not include plan exclusions and limitations.
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CLINIC INFORMATION
Well Il

SCHNECK

Plan members receive services at No Cost or Low Cost.
*Clinic is available to Jackson, Jennings, Washington and Scott counties only.*

Healthcare Services

e Treatment for minor medical
problems (allergies, ear infections,
flu, strep, minor infections and
rashes, etc.)

Blood pressure checks

Annual physical exams

On-site wellness coaching

Health screenings

 Respiratory conditions _
Sports Physicals

And More...

« Digestive and urinary conditions

« Chronic disease management

Prescriptions

Original prescriptions will be provided by WellLife. Refills of prescriptions can be
filled with your local pharmacy or a mail-order pharmacy. Original prescriptions will
be provided at no cost to most members. Members with high-deductible health
plans will pay $5.00 for prescriptions.*

Lab Work

Lab work ordered by WellLife will be drawn at the clinic. A list of labs available
through the clinic is available. Labs ordered that are not available through WellLife
will be processed through member’s health plan. Labs will be provided at no cost
to most members. Members with high-deductible health plans will pay $15 per lab
test performed at WellLife.*

High Deductible Health Plans

High-deductible health plans do not allow members to receive first-dollar coverage.
To remain compliant & avoid tax penalties, it's necessary to charge a small fee for
reasonable & customary services. Preventive services can be provided at no charge.

Hours: Phone: Location:
Monday/Wednesday 8am-6pm 812-523-5185 100 North Walnut Street

Tuesday/Thursday 7am-6pm Call to schedule Seymour, Indiana
Friday 8am-4pm an appointment 47274




Three Tier > Cormmunity

Plan Codes CUS CuUT Cuv
Tier 1 Tier 2 C.:Letroi- Tier 1 Tier 2 C.)r:letro::- Tier 1 Tier 2 C-)rli.:oi-
Network Network Network Network Network Network Network Network Network
Annual Single Deductible $1,000 | $2,000 | $4,000 $2,000 | $4,000 | $8,000 $2,500 | $5,000 | $10,000
Annual Family Deductible $2,000 | $4,000 | $8,000 $4,000 | $8,000 | $16,000 $5,000 | $10,000 | $20,000

[Annual OOP Max - Single
(incl Deductible, copay, & coinsurance)

[Annual OOP Max - Family
(incl Deductible, copay, & coinsurance)

$4,000 | $7,000 | $26,100 $5,500 | $8,500 | $26,100 $5,500 | $8,500 $26,100

$8,000 | $14,000 | $52,200 $11,000 [ $17,000 | $52,200 $11,000 [ $17,000 | $52,200

PCP Office Visit $25 $40 Ded, 50% $25 $40 Ded, 50% $30 $45 Ded, 50%
(Szpoec;i?gfkfgiﬁ:r;’ggmces) $50 | $80 |Ded,50%| | $50 | $80 |Ded,50%| | $60 | $90 | Ded,50%
Preventive Care 0% 0% | et 0% N 0% 0% | e
Inpatient Hospital Services Ded, 10%|Ded, 20%|Ded, 50% | |Ded, 10%|Ded, 20%| Ded, 50%| |Ded, 10%| Ded, 20%| Ded, 50%
Outpatient Hospital Services Ded, 10%|Ded, 20%|Ded, 50% | |Ded, 10%|Ded, 20%| Ded, 50%| |Ded, 10%| Ded, 20%| Ded, 50%
Professional Services (In & Out) Ded, 10%[Ded, 20%|Ded, 50% | |Ded, 10%|Ded, 20%| Ded, 50%| [Ded, 10%| Ded, 20%| Ded, 50%
Emergency Room $300 $300 $300 $300 $300 $300 $350 $350 $350

Urgent Care Facility $50 $50 Ded, 50% $50 $50 Ded, 50% $60 $60 Ded, 50%
Ambulance Ded, 10%|Ded, 10%|Ded, 10% | |Ded, 10%|Ded, 10%| Ded, 10%| |Ded, 10%| Ded, 10%| Ded, 10%
PT/OT/Speech Therapy Ded, 10%|Ded, 20%| Ded, 50% | [Ded, 10%|Ded, 20%| Ded, 50%| |Ded, 10%| Ded, 20%| Ded, 50%

(20 visit annual maximum each)

Chiropractic Services $50 $80 |Ded, 50%| | $50 $80 |Ded, 50%| | $60 $90 | Ded, 50%
(15 visit annual maximum)

DME/Orthotics & Prosthetic Devices Ded, 10%[Ded, 20%|Ded, 50% | |Ded, 10%|Ded, 20%| Ded, 50%| [Ded, 10%| Ded, 20%| Ded, 50%
Inpatient Behavioral Health Ded, 10%|Ded, 20%|Ded, 50% | |Ded, 10%|Ded, 20%| Ded, 50%| |Ded, 10%| Ded, 20%| Ded, 50%
Outpatient Behavioral Health $25 $40 |Ded, 50% $25 $40 Ded, 50% $30 $45 Ded, 50%

Skilled Nursing Facility/LTACH
(45 day maximum)

[Acute Inpatient Rehabilitation
(45 day maximum)

Home Health (60 day annual maximum)| [Ded, 10%|Ded, 20%|Ded, 50% | [Ded, 10%|Ded, 20%| Ded, 50%| |Ded, 10%| Ded, 20%| Ded, 50%

Ded, 10%|Ded, 20%|Ded, 50% | |Ded, 10%|Ded, 20%| Ded, 50%| |Ded, 10%| Ded, 20%| Ded, 50%

Ded, 10%|Ded, 20%| Ded, 50% | |Ded, 10%|Ded, 20%| Ded, 50%| |Ded, 10%| Ded, 20%| Ded, 50%

Hospice Ded, 10%|Ded, 20%|Ded, 50% | |Ded, 10%|Ded, 20%| Ded, 50%| [Ded, 10%| Ded, 20%| Ded, 50%
Generic Drug $10 $10 |Ded, 50% $10 $10 Ded, 50% $15 $15 Ded, 50%
Brand Name Formulary $30 $30 Ded, 50% $40 $40 Ded, 50% $45 $45 Ded, 50%
Brand Name Non-Formulary $45 $45 Ded, 50% $60 $60 Ded, 50% $70 $70 Ded, 50%
Mail Order Mail Or- Mail Order

Specialty Drugs** Ded, 30% |Ded, 30%|Only Ded, [ |Ded, 30%|Ded, 30%| der Only Ded, 30%| Ded, 30% Only
50% Ded, 50% Ded, 50%

Mail Order 2.5x 2.5x N/A 2.5x 2.5x N/A 2.5x 2.5x N/A

Disclaimer: This is a draft of product offerings. The intention of this document is to provide an overview of the plans and

does not include plan exclusions and limitations.
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Three Tier

5 Community
Health Direct

Plan Codes

Tier 1

Network

CUW

Tier 2
Network

Tier 1

Network

CUX

Tier2 UL

Out-of-
Network Network

Tier 1
Network

CUY

Tier2
Network

Tier 3
Out-of-
Network

Tier 1
Network

Cuz

Tier2
Network

Tier3
Out-of-
Network

Annual Single Deductible $3,000 | $6,000 [ $12,000 $4,000 | $8,000 | $16,000 $5,000 | $8,150 | $16,300 $5,000 | $8,150 | $16,300
Annual Family Deductible $6,000 | $12,000 | $24,000 $8,000 | $16,000 | $32,000 $10,000 | $16,300 | $32,600 $10,000 | $16,300 | $32,600
Annual OOP Max - Single

(incl Deductible, copay, & $6,000 | $8,700 | $26,100 $8,000 | $8,700 | $26,100 $8,700 | $8,700 | $26,100 $8,700 | $8,700 | $26,100
coinsurance)

Annual OOP Max - Family

(incl Deductible, copay, & $12,000 | $17,400 | $52,200 $16,000 | $17,400 | $52,200 $17,400 | $17,400 | $52,200 $17,400 | $17,400 | $52,200
coinsurance)

PCP Office Visit $30 $45 Ded, 50% $40 $55 | Ded, 50% $40 $55 Ded, 50% $40 $55 Ded, 50%
specialist Office Visit $60 $90 | Ded, 50% $80 | $110 |Ded, 50% $80 $110 | Ded, 50% $80 $110 | Ded, 50%
(20% for Ancillary Services)

. Not Not Not Not
Preventive Care 0% 0% Covered 0% 0% Covered 0% 0% Covered 0% 0% Covered
Inpatient Hospital Services Ded, 10% | Ded, 20% | Ded, 50% | |Ded, 10% |Ded, 20% | Ded, 50% Ded, 10% | Ded, 20% | Ded, 50% Ded, 50% | Ded, 50% | Ded, 50%
Outpatie nt Hospital Services Ded, 10% | Ded, 20% | Ded, 50% Ded, 10% |Ded, 20% | Ded, 50% Ded, 10% |Ded, 20% | Ded, 50% Ded, 50% | Ded, 50% | Ded, 50%
(P)rotf;essmnal Services (In & Ded, 10% | Ded, 20% | Ded, 50% | |Ded, 10% |Ded, 20% | Ded, 50% | | Ded, 10% |Ded, 20% | Ded, 50% | |Ded, 50% | Ded, 50% | Ded, 50%

u

Emergency Room $350 $350 $350 $400 $400 $400 $400 $400 $400 $500, 50% | $500, 50% | $500, 50%

Urgent Care Facility $60 $60 | Ded, 50% $80 $80 | Ded, 50% $80 $80 | Ded, 50% $100 $100 Ded, 50%

Ambulance Ded, 10% | Ded, 10% | Ded, 10% | | Ded, 10% |Ded, 10% | Ded, 10% Ded, 10% | Ded, 10% | Ded, 10% Ded, 50% | Ded, 50% | Ded, 50%

PT/OT/Speech Therapy

(20 visit annual maximum Ded, 10% | Ded, 20% | Ded, 50% Ded, 10% |Ded, 20% | Ded, 50% Ded, 10% |Ded, 20% | Ded, 50% Ded, 50% | Ded, 50% | Ded, 50%

each)

Ch|rqpract|c Serwce_s $60 $90 | Ded, 50% $80 $110 | Ded, 50% $80 $110 | Ded, 50% $80 $110 Ded, 50%

(15 visit annual maximum)

BME/O“hOt'CS & Prosthetic Ded, 10% | Ded, 20% | Ded, 50% | |Ded, 10% |Ded, 20% | Ded, 50% | |Ded, 10% |Ded, 20% | Ded, 50% | |Ded, 50% | Ded, 50% | Ded, 50%

evices

Inpatient Behavioral Health Ded, 10% | Ded, 20% | Ded, 50% Ded, 10% |Ded, 20% | Ded, 50% Ded, 10% |Ded, 20% | Ded, 50% Ded, 50% | Ded, 50% | Ded, 50%

Outpatient Behavioral Health $30 $45 | Ded, 50% $40 $40 [ Ded, 50% $40 $40 | Ded, 50% $40 $40 Ded, 50%

Skilled Nursing Facility/

LTACH Ded, 10% | Ded, 20% | Ded, 50% | |Ded, 10% |Ded, 20% | Ded, 50% Ded, 10% | Ded, 20% | Ded, 50% Ded, 50% | Ded, 50% | Ded, 50%

(45 day maximum)

Acute Inpatient Rehabilitation | |1 100 5ed 20% | Ded, 50% | | Ded, 10% |Ded, 20% | Ded, 50% | |Ded, 10% | Ded, 20% | Ded, 50% | | Ded, 50% | Ded, 50% | Ded, 50%

(45 day maximum)

Home Health , Ded, 10% | Ded, 20% | Ded, 50% | |Ded, 10% |Ded, 20% | Ded, 50% | |Ded, 10% |Ded, 20% | Ded, 50% | |Ded, 50% | Ded, 50% | Ded, 50%

(60 visit annual maximum)

Hospice Ded, 10% | Ded, 20% | Ded, 50% | |Ded, 10% |Ded, 20% | Ded, 50% Ded, 10% | Ded, 20% | Ded, 50% Ded, 50% | Ded, 50% | Ded, 50%

Generic Drug $15 $15 [ Ded, 50% $15 $15 | Ded, 50% $15 $15 [ Ded, 50% $15 $15 Ded, 50%

Brand Name Formulary $45 $45 Ded, 50% $45 $45 Ded, 50% $45 $45 Ded, 50% $45 $45 Ded, 50%

Brand Name Non-Formulary $70 $70 Ded, 50% $70 $70 Ded, 50% $70 $70 Ded, 50% $70 $70 Ded, 50%
Mail Order Mail Order Mail Order Mail Order

Specialty Drugs** Ded, 30% | Ded, 30% Only Ded, 30% [Ded, 30% Only Ded, 30% |Ded, 30% Only Ded, 30% | Ded, 30% Only
Ded, 50% Ded, 50% Ded, 50% Ded, 50%

Mail Order 2.5x 2.5x N/A 2.5x 2.5x N/A 2.5x 2.5x N/A 2.5x 2.5x N/A

Disclaimer: This is a draft of product offerings. The intention of this document is to provide an overview of the plans and
does not include plan exclusions and limitations.
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° 4V °
T h T 5. Communrty
re e | e r Health Direct
Plan Codes CuU5 Cu3 Ccu4
U O U O U O

Annual Single Deductible $3,200 $5,600 $11,200 $5,000 $6,500 $13,800 $6,500 $6,750 $19,500
Annual Family Deductible $6,400 $11,200 $22,400 $10,000 $13,000 $27,600 $13,000 $13,500 $39,000
(Air:‘g“S‘Ldoigb'\f'eaxcgisrizgince) $3,200 | $7,500 | $21,150 | $5,000 | $7,500 | $21,150 | $7,500 $7,500 | $21,150
é:guggdoﬁb'\feaxcjjsrﬂgme) $6,400 | $15,000 | $42,300 | $10,000 | $15000 | $42,300 | $15000 | $15000 | $42,300
Family Deductible / OOP Max Embedded Embedded Embedded
PCP Office Visit Ded, 0% | Ded, 0% | Ded, 50% | Ded, 0% | Ded, 0% | Ded, 50% Ded, 0% Ded, 0% Ded, 50%
Specialist Office Visit Ded, 0% | Ded, 0% | Ded, 50% | Ded, 0% | Ded, 0% | Ded, 50% Ded, 0% Ded, 0% Ded, 50%
Preventive Care 0% 0% Nt 0% 0% Not Covered 0% 0% et

Covered Covered
Inpatient Hospital Services Ded, 0% |Ded, 20%| Ded, 50% | Ded, 0% | Ded, 20% | Ded, 50% Ded, 0% Ded, 20% | Ded, 50%
Outpatient Hospital Services Ded, 0% [Ded, 20%| Ded, 50% | Ded, 0% | Ded, 20% | Ded, 50% Ded, 0% Ded, 20% | Ded, 50%
Professional Services (In & Out)| Ded, 0% |Ded, 20%| Ded, 50% | Ded, 0% | Ded, 20% | Ded, 50% Ded, 0% Ded, 20% | Ded, 50%
Emergency Room Ded, 0% | Ded, 0% | Ded, 0% Ded, 0% | Ded, 0% Ded, 0% Ded, 0% Ded, 0% Ded, 0%
Urgent Care Facility Ded, 0% | Ded, 0% | Ded, 50% | Ded, 0% | Ded, 0% | Ded, 50% Ded, 0% Ded, 0% Ded, 50%
Ambulance Ded, 0% | Ded, 0% Ded, 0% Ded, 0% | Ded, 0% Ded, 0% Ded, 0% Ded, 0% Ded, 0%
gﬂﬂ anefucahl Ir':aexrlarfzm oach)| Dedi0% |Ded,20% | Ded,50% | Ded, 0% | Ded, 20% | Ded, 50% | Ded,0% | Ded, 20% | Ded, 50%
(ﬁ?rv‘l’ztraacrf'ncuilex:z;um) Ded, 0% | Ded, 0% | Ded, 50% | Ded, 0% | Ded, 0% | Ded,50% | Ded,0% | Ded, 0% | Ded, 50%
DME/Orthotics & Prosthetic | Ded, 0% |Ded, 20%| Ded, 50% | Ded, 0% | Ded, 20% | Ded,50% | Ded, 0% | Ded,20% | Ded, 50%
Inpatient Behavioral Health Ded, 0% |[Ded, 20%| Ded, 50% | Ded, 0% | Ded, 20% | Ded, 50% Ded, 0% Ded, 20% | Ded, 50%
Outpatient Behavioral Health Ded, 0% | Ded, 0% | Ded, 50% | Ded, 0% | Ded, 0% | Ded, 50% Ded, 0% Ded, 0% Ded, 50%
(S;é"j:y'\'n:’;iii';?u;a)d“w/ LTACH | bed, 0% |Ded, 20%| Ded, 50% | Ded, 0% | Ded, 20% | Ded,50% | Ded, 0% | Ded, 20% | Ded, 50%
act_)“i'y”rﬁi’frgtfne)habi”ta“‘”” Ded, 0% |Ded, 20%| Ded, 50% | Ded, 0% | Ded, 20% | Ded, 50% | Ded,0% | Ded,20% | Ded, 50%
Home Health Ded, 0% |Ded, 20%| Ded, 50% | Ded, 0% | Ded, 20% | Ded, 50% | Ded, 0% | Ded,20% | Ded, 50%
(60 visit annual maximum)
Hospice Ded, 0% |Ded, 20%| Ded, 50% | Ded, 0% | Ded, 20% | Ded, 50% Ded, 0% Ded, 20% | Ded, 50%
Generic Drug Ded, 0% | Ded, 0% | Ded, 50% | Ded, 0% | Ded, 0% | Ded, 50% | Ded, $10 Ded, $10 | Ded, 50%
Brand Name Formular Ded, 0% | Ded, 0% | Ded, 50% | Ded, 0% | Ded, 0% | Ded, 50% | Ded, $50 Ded, $50 | Ded, 50%

y

Brand Name Non-Formulary Ded, 0% | Ded, 0% | Ded, 50% | Ded, 0% | Ded, 0% | Ded, 50% | Ded, $100 | Ded, $100 | Ded, 50%

Mail Order Mail Order Mail Order
Specialty Drugs** Ded, 0% | Ded, 0% Only Ded, 0% | Ded, 0% Only Ded, 0% Ded, 0% Only

Ded, 50% Ded, 50% Ded, 50%

Disclaimer: This is a draft of product offerings. The intention of this document is to provide an overview of the plans and
does not include plan exclusions and limitations.
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Two Tier

PC Choice
$1,000/20%

Plan Codes

PC Choice
$2,000/20%

j/h M
5.5 Community
Health Direct

PC Choice
$2,500/20%

PC Choice
$3,000/20%

Cw

lAnnual Single Deductible $1,000 $2,000 $2,500 $3,000
lAnnual Family Deductible $2,000 $4,000 $5,000 $6,000
Annual OOP Max - Single $4,000 $5,500 $5,500 $6,000
(incl Deductible, copay, coinsurance)

AAnnual OOP Max - Family $8,000 $11,000 $11,000 $12,000
(incl Deductible, copay, coinsurance)

PCP Office Visit $25 $25 $30 $30
Specialist Office Visit

(20% for Ancillary Services) $40 $40 $50 $50
Preventive Care 0% 0% 0% 0%
Inpatient Hospital Services Ded, 20% Ded, 20% Ded, 20% Ded, 20%
Outpatient Hospital Services Ded, 20% Ded, 20% Ded, 20% Ded, 20%
Professional Services (In & Out) Ded, 20% Ded, 20% Ded, 20% Ded, 20%
Emergency Room $250 $250 $350 $350
Urgent Care Facility $40 $40 $50 $50
IAmbulance Ded, 20% Ded, 20% Ded, 20% Ded, 20%
PT/OT/Speech Therapy Ded, 20% Ded, 20% Ded, 20% Ded, 20%
(20 visit annual maximum each)

Chlrgpractlc Serwce; $40 $40 $50 $50
(15 visit annual maximum)

DME/Orthotics & Prosthetic Devices Ded, 20% Ded, 20% Ded, 20% Ded, 20%
Inpatient Behavioral Health Ded, 20% Ded, 20% Ded, 20% Ded, 20%
Outpatient Behavioral Health $25 $25 $30 $30
Skilled Nursi_ng Facility/LTACH Ded, 20% Ded, 20% Ded, 20% Ded, 20%
(45 day maximum)

Acute Inpatignt Rehabilitation Ded. 20% Ded, 20% Ded, 20% Ded, 20%
(45 day maximum)

Home Health (60 visit maixmum) Ded, 20% Ded, 20% Ded, 20% Ded, 20%
Hospice Ded, 20% Ded, 20% Ded, 20% Ded, 20%

Out of Network:

IAnnual Single Deductible $4,000 $8,000 $10,000 $12,000
IAnnual Family Deductible $8,000 $16,000 $20,000 $24,000
Coinsurance for All Services* 50% 50% 50% 50%

IAnnual OOP Max - Single $26,100 $26,100 $26,100 $26,100
IAnnual OOP Max - Family $52,200 $52,200 $52,200 $52,200

Generic Drug $10 $10 $15 $15
Brand Name Formulary $30 $40 $45 $45
Brand Name Non-Formulary $45 $60 $70 $70
Specialty Drugs** Ded, 30% Ded, 30% Ded, 30% Ded, 30%
Mail Order 2.5x 2.5x 2.5x 2.5x

Disclaimer: This is a draft of product offerings. The intention of this document is to provide an overview of the plans and
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Two Tier

j/a. °
5.5 Community
Health Direct

PC Choice PC Choice

Plan Codes

$5,000/20% $5,000/50%
CVX

Cvz

Annual Single Deductible $5,000 $5,000
Annual Family Deductible $10,000 $10,000
(Ai:glugégigsf:,xgo%ggioinsurance) $8,700 $8,700
EAi:SUDaLSLiEl:l/I:,Xc-onaar;,llzoinsurance) $17,400 $17,400
PCP Office Visit $30 $45
Specialist Office Visit (20% for Ancillary Services) $50 $90
Preventive Care 0% 0%
Inpatient Hospital Services Ded, 20% Ded, 50%
Outpatient Hospital Services Ded, 20% Ded, 50%
Professional Services (In & Out) Ded, 20% Ded, 50%
Emergency Room $350 $500,50%
Urgent Care Facility $50 $90
Ambulance Ded, 20% Ded, 50%
PT/OT/Speech Therapy (20 visit annual maximum each) Ded, 20% Ded, 50%
Chiropractic Services (15 visit annual maximum) $50 $90
DME/Orthotics & Prosthetic Devices Ded, 20% Ded, 50%
Inpatient Behavioral Health Ded, 20% Ded, 50%
Outpatient Behavioral Health $30 $45
Skilled Nursing Facility/LTACH (45 day maximum) Ded, 20% Ded, 50%
Acute Inpatient Rehabilitation (45 day maximum) Ded, 20% Ded, 50%
Home Health (60 visit maximum) Ded, 20% Ded, 50%
Hospice Ded, 20% Ded, 50%
Annual Single Deductible $16,300 $16,300
Annual Family Deductible $32,600 $32,600
Coinsurance for All Services* 50% 50%
Annual OOP Max - Single $26,100 $26,100
Annual OOP Max - Family $52,200 $52,200
Generic Drug $15 $15
Brand Name Formulary $45 $45
Brand Name Non-Formulary $70 $70
Specialty Drugs** Ded, 30% Ded, 30%
Mail Order 2.5x 2.5x

Disclaimer: This is a draft of product offerings. The intention of this document is to provide an overview of the plans and

does not include plan exclusions and limitations.
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Two Tier

> Community

Health Direct

Plan Codes CV1 CV2 CV3
Annual Single Deductible $3,200 $5,000 $6,500
IAnnual Family Deductible $6,400 $10,000 $13,000
ZAI:QIUIDaleSLiEk,)\I/lea,XC_()?)lgilioinsurance) $3’200 $5’OOO $7’500
é::lulsledoti’lt)ill\l/:xc_ol:;?ll():/oinsurance) $6,400 $10,000 $15,000
Family Deductible / OOP Max Embedded Embedded Embedded
PCP Office Visit Ded, 0% Ded, 0% Ded, 0%
Specialist Office Visit (20% for Ancillary Services) Ded, 0% Ded, 0% Ded, 0%
Preventive Care 0% 0% 0%
Inpatient Hospital Services Ded, 0% Ded, 0% Ded, 0%
Outpatient Hospital Services Ded, 0% Ded, 0% Ded, 0%
Professional Services (In & Out) Ded, 0% Ded, 0% Ded, 0%
Emergency Room Ded, 0% Ded, 0% Ded, 0%
Urgent Care Facility Ded, 0% Ded, 0% Ded, 0%
Ambulance Ded, 0% Ded, 0% Ded, 0%
PT/OT/Speech Therapy (20 visit annual maximum each) Ded, 0% Ded, 0% Ded, 0%
Chiropractic Services (15 visit annual maximum) Ded, 0% Ded, 0% Ded, 0%
DME/Orthotics & Prosthetic Devices Ded, 0% Ded, 0% Ded, 0%
Inpatient Behavioral Health Ded, 0% Ded, 0% Ded, 0%
Outpatient Behavioral Health Ded, 0% Ded, 0% Ded, 0%
Skilled Nursing Facility/LTACH (45 day maximum) Ded, 0% Ded, 0% Ded, 0%
Acute Inpatient Rehabilitation (45 day maximum) Ded, 0% Ded, 0% Ded, 0%
Home Health (60 visit maximum) Ded, 0% Ded, 0% Ded, 0%
Hospice Ded, 0% Ded, 0% Ded, 0%
Annual Single Deductible $1 1,200 $1 3,800 $1 9,500
Annual Family Deductible $22,400 $27,600 $39,000
Coinsurance for All Services* 50% 50% 50%
Annual OOP Max - Single $21,150 $21,150 $21,150
Annual OOP Max - Family $42,300 $42,300 $42,300
Phamwes
GenericDrug Ded, 0% Ded, 0% Ded, $10
Brand Name Formulary Ded, 0% Ded, 0% Ded, $50
Brand Name Non-Formulary Ded, 0% Ded, 0% Ded, $100
Specialty Drugs** Ded, 0% Ded, 0% Ded, 30%
Mail Order 2.5x 2.5x 2.5x

Disclaimer: This is a draft of product offerings. The intention of this document is to provide an overview of the plans and

does not include plan exclusions and limitations.
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Three Tier Plans HEALTH

AN INTEGRATED HEALTH PLAN

Choice $1,000/10% @ Choice $2,000/10% ll Choice $2,500/10%

Plan Codes uTC UTD UTE
Tier 1 Tier 2 g:ﬁroi- Tier1 Tier 2 (;-li::o?i"- Tier 1 Tier 2 gftr:f
Network Network Network Network Network Network Network Network Network
Annual Single Deductible $1,000 | $2,000 | $4,000 $2,000 | $4,000 | $8,000 $2,500 | $5,000 $10,000
Annual Family Deductible $2,000 | $4,000 | $8,000 $4,000 | $8,000 | $16,000 $5,000 | $10,000 | $20,000

Annual OOP Max - Single
(incl Deductible, copay, & coinsurance)

Annual OOP Max - Family
(incl Deductible, copay, & coinsurance)

PCP Office Visit $25 $40 Ded, 50% $25 $40 Ded, 50% $30 $45 Ded, 50%

$4,000 | $7,000 | $26,100 $5,500 | $8,500 | $26,100 $5,500 | $8,500 $26,100

$8,000 | $14,000 | $52,200 $11,000 [ $17,000 | $52,200 $11,000 | $17,000 | $52,200

Specialist Office Visit

(20% for Ancillary Services) $50 $80 |Ded, 50% $50 $80 Ded, 50% $60 $90 Ded, 50%
Preventive Care 0% 0% | e 0% 0% | ot 0% 0% | oot
Inpatient Hospital Services Ded, 10%|Ded, 20%| Ded, 50% | [Ded, 10%|Ded, 20%|Ded, 50% | [Ded, 10%|Ded, 20%| Ded, 50%
Outpatient Hospital Services Ded, 10%|Ded, 20%| Ded, 50% | [Ded, 10%|Ded, 20%|Ded, 50% | [Ded, 10%|Ded, 20%| Ded, 50%
Professional Services (In & Out) Ded, 10% |Ded, 20%|Ded, 50% | |[Ded, 10%|Ded, 20%|Ded, 50%| |Ded, 10%|Ded, 20%| Ded, 50%
Emergency Room $300 $300 $300 $300 $300 $300 $350 $350 $350

Urgent Care Facility $50 $50 [Ded, 50% $50 $50 Ded, 50% $60 $60 Ded, 50%
Ambulance Ded, 10% |Ded, 10%|Ded, 10% | |[Ded, 10%|Ded, 10%|Ded, 10%| |Ded, 10%|Ded, 10%| Ded, 10%

PT/OT/Speech Therapy Ded, 10% [Ded, 20%| Ded, 50% | |Ded, 10%|Ded, 20%| Ded, 50%| |Ded, 10%| Ded, 20%| Ded, 50%
(20 visit annual maximum each)

Chiropractic Services $50 $80 |Ded, 50%| | $50 $80 |Ded, 50%| | $60 $90 | Ded, 50%
(15 visit annual maximum)

DME/Orthotics & Prosthetic Devices Ded, 10%|Ded, 20%| Ded, 50% | [Ded, 10%|Ded, 20%|Ded, 50%| [Ded, 10%|Ded, 20%| Ded, 50%
Inpatient Behavioral Health Ded, 10% |Ded, 20%|Ded, 50% | |[Ded, 10%|Ded, 20%|Ded, 50%| |Ded, 10%|Ded, 20%| Ded, 50%
Outpatient Behavioral Health $25 $40 Ded, 50% $25 $40 Ded, 50% $30 $45 Ded, 50%

Skilled Nursing Facility/LTACH
(45 day maximum)

Acute Inpatient Rehabilitation Ded, 10% [Ded, 20%| Ded, 50% | |Ded, 10%| Ded, 20% | Ded, 50%| |Ded, 10%| Ded, 20%| Ded, 50%
(45 day maximum)

Home Health (60 visit annual maximum)| |Ded, 10% |Ded, 20%| Ded, 50% | [Ded, 10%|Ded, 20%|Ded, 50%| |Ded, 10%|Ded, 20%| Ded, 50%

Ded, 10%|Ded, 20%| Ded, 50% | |Ded, 10%[Ded, 20% [ Ded, 50% | |Ded, 10%|Ded, 20%| Ded, 50%

Hospice Ded, 10% |Ded, 20%| Ded, 50% | |Ded, 10%|Ded, 20%|Ded, 50%| [Ded, 10%|Ded, 20%| Ded, 50%
Generic Drug $10 $10 Ded, 50% $10 $10 Ded, 50% $15 $15 Ded, 50%
Brand Name Formulary $30 $30 Ded, 50% $40 $40 Ded, 50% $45 $45 Ded, 50%
Brand Name Non-Formulary $45 $45 Ded, 50% $60 $60 Ded, 50% $70 $70 Ded, 50%
Mail Order Mail Or- Mail Order
Specialty Drugs** Ded, 30% [Ded, 30%| Only Ded, 30%|Ded, 30%| der Only Ded, 30%| Ded, 30% Only
Ded, 50% Ded, 50% Ded, 50%
Mail Order 2.5x 2.5x N/A 2.5x 2.5x N/A 2.5x 2.5x N/A

Disclaimer: This is a draft of product offerings. The intention of this document is to provide an overview of the plans and
does not include plan exclusions and limitations.
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Three Tier Plans

UNION
HEALTH

AN INTEGRATED HEALTH PLAN

Choice $3,000/10% Choice $4,000/10% Choice $5,000 /10% Choice $5,000/50%
Plan Codes UTF UTG UTH UTK
Tier1  Tier2  Jier3 Tier1  Tierz  Jier3 Tier1  Tierz  Jier3 Tier 1 Tier2 Tier 3
Out-of- Network Network Out-of- Network Network Out-of- Network Network Out-of-
Network  Network Network etwor wor Network wor wor Network wor wor Network
Annual Single Deductible $3,000 | $6,000 | $12,000 $4,000 | $8,000 | $16,000 $5,000 | $8,150 | $16,300 $5,000 [ $8,150 $16,300
Annual Family Deductible $6,000 | $12,000 | $24,000 $8,000 | $16,000 | $32,000 $10,000 | $16,300 | $32,600 $10,000 | $16,300 | $32,600
Annual OOP Max - Single
(incl Deductible, copay, & $6,000 | $8,700 | $26,100 $8,000 | $8,700 | $26,100 $8,700 | $8,700 | $26,100 $8,700 | $8,700 $26,100
coinsurance)
Annual OOP Max - Family
(incl Deductible, copay, & $12,000 | $17,400 | $52,200 $16,000 | $17,400 | $52,200 $17.400 | $17,400 | $52,200 $17,400 | $17,400 $52,200
coinsurance)
PCP Office Visit $30 $45 Ded, 50% $40 $55 Ded, 50% $40 $55 Ded, 50% $40 $55 Ded, 50%
(Szpoi/c'?l'sloﬁ'lfe V?t ices) $60 $90 | Ded, 50% $80 $110 | Ded, 50% $80 $110 | Ded, 50% $80 $110 Ded, 50%
% for Ancillary Services
. o o Not Not Not Not
Preventive Care 2% i Covered 0% 0% Covered 0% 0% Covered 0% 0% Covered
|npatient Hospital Services Ded, 10% | Ded, 20% | Ded, 50% Ded, 10%|Ded, 20% | Ded, 50% Ded, 10% | Ded, 20% | Ded, 50% Ded, 50% | Ded, 50% | Ded, 50%
Outpatie nt Hospital Services Ded, 10% | Ded, 20% | Ded, 50% Ded, 10%|Ded, 20% | Ded, 50% Ded, 10% | Ded, 20% | Ded, 50% Ded, 50% | Ded, 50% | Ded, 50%
Professional Services (In & Out) | |Ded, 10% | Ded, 20% | Ded, 50% | [Ded, 10%|Ded, 20% | Ded, 50% Ded, 10% | Ded, 20% | Ded, 50% Ded, 50% | Ded, 50% | Ded, 50%
Emergency Room $350 $350 $350 $400 $400 $400 $400 $400 $400 $500, 50% | $500, 50% | $500, 50%
Urgent Care Facility $60 $60 | Ded, 50% $80 $80 | Ded, 50% $80 $80 | Ded, 50% $100 $100 Ded, 50%
Ambulance Ded, 10% | Ded, 10% | Ded, 10% | |Ded, 10%|Ded, 10% | Ded, 10% Ded, 10% | Ded, 10% | Ded, 10% Ded, 50% | Ded, 50% | Ded, 50%
P(;(/)O_T/_fpeeCthher?py b Ded, 10% | Ded, 20% | Ded, 50% | |Ded, 10%|Ded, 20% | Ded, 50% | |Ded, 10% | Ded, 20% | Ded, 50% | |Ded, 50% | Ded, 50% | Ded, 50%
visit annual maximum eacd
(Cg' rc,’PtraCt'c S?rv'ce,s ) $60 $90 | Ded, 50% $80 $110 | Ded, 50% $80 $110 | Ded, 50% $80 $110 Ded, 50%
VISIT annual maximum
BME/O”hOt'CS&PrOSthet'C Ded, 10% | Ded, 20% | Ded, 50% | |Ded, 10%|Ded, 20% | Ded, 50% | |Ded, 10% | Ded, 20% | Ded, 50% | |Ded, 50% | Ded, 50% | Ded, 50%
evices
Inpatient Behavioral Health Ded, 10% | Ded, 20% | Ded, 50% | |Ded, 10%|Ded, 20% | Ded, 50% Ded, 10% | Ded, 20% | Ded, 50% Ded, 50% | Ded, 50% | Ded, 50%
Outpatient Behavioral Health $30 $45 | Ded, 50% $40 $40 | Ded, 50% $40 $40 | Ded, 50% $40 $40 Ded, 50%
R ed, 6 ed, 6 ed, b ed, 6| Ded, b ed, b ed, 6 ed, b ed, 6 ed, b ed, b ed, b
(Sllfé”ded Nursing Fa)cmty/LTACH Ded, 10% | Ded, 20% | Ded, 50% | [Ded, 10%|Ded, 20% | Ded, 50% | | Ded, 10% |Ded, 20% | Ded, 50% | | Ded, 50% | Ded, 50% | Ded, 50%
ay maximum
. ed, 6 ed, b ed, b ed, %6|Ded, b ed, b ed, 6 ed, b ed, 6 ed, b ed, b ed, 6
é‘l‘g“ge Inpatient Reihab'l'tat'o” Ded, 10% | Ded, 20% | Ded, 50% | [Ded, 10%|Ded, 20% | Ded, 50% | | Ded, 10% |Ded, 20% | Ded, 50% | | Ded, 50% | Ded, 50% | Ded, 50%
ay maximum
. . ed, b ed, A ed, b ed, 6| Ded, b ed, b ed, A ed, b ed, 6 ed, b ed, b ed, b
E}%me tHealth | ) Ded, 10% | Ded, 20% | Ded, 50% | |Ded, 10%|Ded, 20% | Ded, 50% Ded, 10% | Ded, 20% | Ded, 50% Ded, 50% | Ded, 50% | Ded, 50%
ViSIT annual maximum
ospilce ed, 3 eq, o ed, o ed, o|Ded, 3 ed, o eq, 3 eq, o eq, 3 ed, o ed, o eq, 3
Hospi Ded, 10% | Ded, 20% | Ded, 50% | |Ded, 10%|Ded, 20% | Ded, 50% Ded, 10% | Ded, 20% | Ded, 50% Ded, 50% | Ded, 50% | Ded, 50%
Generic Drug $15 $15 Ded, 50% $15 $15 Ded, 50% $15 $15 Ded, 50% $15 $15 Ded, 50%
Brand Name Formulary $45 $45 Ded, 50% $45 $45 Ded, 50% $45 $45 Ded, 50% $45 $45 Ded, 50%
Brand Name Non-Formulary $70 $70 Ded, 50% $70 $70 Ded, 50% $70 $70 Ded, 50% $70 $70 Ded, 50%
Mail Order Mail Order Mail Order Mail Order
Specialty Drugs** Ded, 30% | Ded, 30% Only Ded, 30%|Ded, 30% Only Ded, 30% |Ded, 30% Only Ded, 30% | Ded, 30% Only
Ded, 50% Ded, 50% Ded, 50% Ded, 50%
Mail Order 2.5x 2.5x N/A 2.5% 2.5x N/A 2.5x 2.5x N/A 2.5% 2.5% N/A

Disclaimer: This is a draft of product offerings. The intention of this document is to provide an overview of the plans and
does not include plan exclusions and limitations.
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UNION

Three Tier Plans HEALTH

HSA Plan HSA Plan

HSA Plan

$3,200/0% $5,000/0% $6,500/0%
Plan Codes
Tier 1 Tier 2 gletfos;_ Tier 1 Tier 2 g:letr; Tier 1 Tier 2 OTLetfo?;_
Network Network Network Network Network Network Network Network Network

Annual Single Deductible $3,200 $5,600 $11,200 $5,000 $6,500 $13,800 $6,500 $6,750 $19,500

Annual Family Deductible $6,400 $11,200 $22,400 $10,000 | $13,000 $27,600 $13,000 $13,500 $39,000
Annual OOP Max - Single
(incl Deductible, coinsurance)

Annual OOP Max - Family
(incl Deductible, coinsurance)

$3,200 $7,500 $21,150 $5,000 $7,500 $21,150 $7,500 $7.500 $21,150

$6,400 $15,000 $42,300 $10,000 | $15,000 $42,300 $15,000 $15,000 $42,300

Family Deductible / OOP Max Embedded Embedded Embedded

PCP Office Visit Ded, 0% Ded, 0% | Ded, 50% | Ded, 0% | Ded, 0% | Ded, 50% Ded, 0% Ded, 0% Ded, 50%

Specialist Office Visit Ded, 0% Ded, 0% Ded, 50% | Ded, 0% | Ded, 0% | Ded, 50% Ded, 0% Ded, 0% Ded, 50%
. o o Not o o Not ® & Not

Preventive Care 0% 0% Covered 0% 0% Covered 0% 0% Covered

Inpatient Hospital Services Ded, 0% Ded, 20% | Ded, 50% | Ded, 0% |[Ded, 20% | Ded, 50% Ded, 0% Ded, 20% Ded, 50%

Outpatient Hospital Services Ded, 0% | Ded, 20% | Ded, 50% | Ded, 0% |Ded, 20% | Ded, 50% Ded, 0% Ded, 20% Ded, 50%

Professional Services (In & Out)| Ded, 0% | Ded, 20% | Ded, 50% | Ded, 0% |Ded, 20% | Ded, 50% Ded, 0% Ded, 20% Ded, 50%

Emergency Room Ded, 0% Ded, 0% Ded, 0% Ded, 0% | Ded, 0% Ded, 0% Ded, 0% Ded, 0% Ded, 0%
Urgent Care Facility Ded, 0% Ded, 0% Ded, 50% | Ded, 0% | Ded, 0% | Ded, 50% Ded, 0% Ded, 0% Ded, 50%
Ambulance Ded, 0% Ded, 0% Ded, 0% Ded, 0% | Ded, 0% Ded, 0% Ded, 0% Ded, 0% Ded, 0%
PT/OT/Speech Therapy

L . Ded, 0% | Ded, 20% | Ded, 50% | Ded, 0% |Ded, 20% | Ded, 50% Ded, 0% Ded, 20% | Ded, 50%
(20 visit annual maximum each)

Chiropractic Services Ded, 0% | Ded, 0% | Ded, 50% | Ded, 0% | Ded, 0% | Ded, 50% | Ded, 0% | Ded, 0% | Ded,50%
(15 visit annual maximum)

DME/Orthotics & Prosthetic
Devices

Inpatient Behavioral Health Ded, 0% Ded, 20% | Ded, 50% | Ded, 0% |Ded, 20% | Ded, 50% Ded, 0% Ded, 20% Ded, 50%

Ded, 0% | Ded, 20% | Ded, 50% | Ded, 0% |Ded, 20% | Ded, 50% | Ded, 0% Ded, 20% | Ded, 50%

Outpatient Behavioral Health Ded, 0% Ded, 0% | Ded, 50% | Ded, 0% | Ded, 0% | Ded, 50% Ded, 0% Ded, 0% Ded, 50%

Skilled Nursing Facility/LTACH

) Ded, 0% | Ded, 20% | Ded, 50% | Ded, 0% |Ded, 20% | Ded, 50% Ded, 0% Ded, 20% | Ded, 50%
(45 day maximum)

Acute Inpatient Rehabilitation |y 1o, | Ded, 20% | Ded, 50% | Ded, 0% |Ded, 20% | Ded,50% | Ded, 0% | Ded, 20% | Ded, 50%
(45 day maximum)

Home Health — Ded, 0% | Ded, 20% | Ded, 50% | Ded, 0% |Ded, 20% | Ded, 50% | Ded, 0% | Ded,20% | Ded, 50%

(60 visit annual maximum)

Hospice Ded, 0% Ded, 20% | Ded, 50% | Ded, 0% |Ded, 20% | Ded, 50% Ded, 0% Ded, 20% Ded, 50%

Pharmacy:

Generic Drug Ded, 0% Ded, 0% | Ded, 50% | Ded, 0% | Ded, 0% | Ded, 50% | Ded, $10 Ded, $10 Ded, 50%

Brand Name Formulary Ded, 0% Ded, 0% | Ded, 50% | Ded, 0% | Ded, 0% | Ded, 50% | Ded, $50 Ded, $50 Ded, 50%

Brand Name Non-Formulary Ded, 0% Ded, 0% | Ded, 50% | Ded, 0% | Ded, 0% | Ded, 50% | Ded, $100 | Ded, $100 | Ded, 50%
Mail Order Mail Order Mail Order

Specialty Drugs** Ded, 0% Ded, 0% | Only Ded, | Ded, 0% | Ded, 0% Only Ded, 0% Ded, 0% Only

50% Ded, 50% Ded, 50%
Mail Order 2.5x 2.5x N/A 2.5x 2.5x N/A 2.5x 2.5x N/A

Disclaimer: This is a draft of product offerings. The intention of this document is to provide an overview of the plans and
does not include plan exclusions and limitations.
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Three Tier Plans i teismasin

[l choice $1,000/10% [ choice $2,000/10% [ choice $2,500/10%
Plan Codes GSU
Tier 1 Tier 2 glifoi_ Tier 1 Tier 2 OT:rOIs; Tier 1 Tier 2 ;Letros;-
Network Network Network Network Network Network Network Network Network
Annual Single Deductible $1,000 | $2,000 [ $4,000 $2,000 | $4,000 $8,000 $2,500 | $5,000 | $10,000
Annual Family Deductible $2,000 | $4,000 [ $8,000 $4,000 | $8,000 | $16,000 $5,000 | $10,000 | $20,000

Annual OOP Max - Single
(incl Deductible, copay, & coinsurance)

Annual OOP Max - Family
(incl Deductible, copay, & coinsurance)

PCP Office Visit $25 $40 Ded, 50% $25 $40 Ded, 50% $30 $45 Ded, 50%
Specialist Office Visit

$4,000 [ $7,000 [ $26,100 $5,500 | $8,500 | $26,100 $5,500 | $8,500 $26,100

$8,000 [ $14,000 [ $52,200 $11,000 [ $17,000 | $52,200 $11,000 | $17,000 | $52,200

(20% for Ancillary Services) $50 $80 Ded, 50% $50 $80 Ded, 50% $60 $90 Ded, 50%
Preventive Care 0% 0% | e 0% 0% | et 0% 0% | el
Inpatient Hospital Services Ded, 10%|Ded, 30%| Ded, 50% | |Ded, 10%|Ded, 30%| Ded, 50% | |Ded, 10%| Ded, 30%| Ded, 50%
Outpatient Hospital Services Ded, 10%|Ded, 30%| Ded, 50% | |Ded, 10%|Ded, 30%| Ded, 50% | |Ded, 10%| Ded, 30%| Ded, 50%
Professional Services (In & Out) Ded, 10%|Ded, 30%| Ded, 50% | |Ded, 10%|Ded, 30%| Ded, 50% | |Ded, 10%| Ded, 30%| Ded, 50%
Emergency Room $300 $300 $300 $300 $300 $300 $350 $350 $350

Urgent Care Facility $50 $50 |Ded, 50% $50 $50 Ded, 50% $60 $60 Ded, 50%
Ambulance Ded, 10%|Ded, 10%| Ded, 10% | [Ded, 10%|Ded, 10%| Ded, 10% Ded, 10%| Ded, 10%| Ded, 10%

(PzTo/a;/tSapne:uC; Tﬂhaexrianfgm sach) Ded, 10% |Ded, 30%| Ded, 50% | |Ded, 10%| Ded, 30% | Ded, 50% | |Ded, 10%| Ded, 30%| Ded, 50%
ﬁg‘:/‘fggf‘:uifx';j; o) $50 $80 [Ded, 50% $50 $80 | Ded, 50% $60 $90 | Ded, 50%
DME/Orthotics & Prosthetic Devices Ded, 10%|Ded, 30%|Ded, 50% | |Ded, 10%|Ded, 30%| Ded, 50% | |Ded, 10%| Ded, 30%| Ded, 50%
Inpatient Behavioral Health Ded, 10%|Ded, 30%| Ded, 50% | [Ded, 10%|Ded, 30%| Ded, 50% Ded, 10%| Ded, 30%| Ded, 50%
Outpatient Behavioral Health $25 $40 Ded, 50% $25 $40 Ded, 50% $30 $45 Ded, 50%

Skilled Nursing Facility/LTACH
(45 day maximum)
Acute Inpatient Rehabilitation
(45 day maximum)

Home Health (60 visit annual maximum)| [Ded, 10%|Ded, 30%| Ded, 50% | |Ded, 10%|Ded, 30%| Ded, 50% Ded, 10%| Ded, 30%| Ded, 50%

Ded, 10%|Ded, 30%| Ded, 50% | |Ded, 10%|Ded, 30%| Ded, 50% Ded, 10%| Ded, 30%| Ded, 50%

Ded, 10% |Ded, 30%| Ded, 50% | |Ded, 10%|Ded, 30%| Ded, 50% | [Ded, 10%| Ded, 30%| Ded, 50%

Hospice Ded, 10%|Ded, 30%|Ded, 50% | |Ded, 10%|Ded, 30%| Ded, 50% | |Ded, 10%| Ded, 30%| Ded, 50%
Generic Drug $10 $10 Ded, 50% $10 $10 Ded, 50% $15 $15 Ded, 50%
Brand Name Formulary $30 $30 Ded, 50% $40 $40 Ded, 50% $45 $45 Ded, 50%
Brand Name Non-Formulary $45 $45 Ded, 50% $60 $60 Ded, 50% $70 $70 Ded, 50%
Mail Order Mail Order Mail Order

Specialty Drugs** Ded, 30%|Ded, 30%|Only Ded,| |Ded, 30%]|Ded, 30%| Only Ded, Ded, 30%| Ded, 30% Only
50% 50% Ded, 50%

Mail Order 2.5x 2.5x N/A 2.5x 2.5x N/A 2.5x 2.5x N/A

Disclaimer: This is a draft of product offerings. The intention of this document is to provide an overview of the plans and
does not include plan exclusions and limitations.
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Good Samaritan

Three Tier Plans

Choice Choice
$3,000/10% $4,000/10%
Plan Codes

Choice Choice
$5,000/10% $5,000/50%

GSY

Tier2  Tier3 Tier 2 Tier 3

oo N e N v J e vt (it
Annual Single Deductible $3,000 | $6,000 | $12,000 $4,000 | $8,000 | $16,000 $5,000 | $8,150 | $16,300 $5,000 | $8,150 [ $16,300
Annual Family Deductible $6,000 | $12,000 | $24,000 $8,000 [$16,000 | $32,000 $10,000 [ $16,300| $32,600 $10,000 | $16,300 | $32,600
Annual OOP Max - Single
(incl Deductible, copay, & $6,000 | $8,700 | $26,100 $8,000 | $8,700 | $26,100 $8,700 | $8,700 | $23,100 $8,700 | $8,700 [ $26,100

coinsurance)
Annual OOP Max - Family

(incl Deductible, copay, & $12,000 [ $17,400 | $52,200 | [$16,000 [$17,400 | $52,200 $17,400 [ $17,400| $52,200 $17,400 | $17,400 | $52,200
coinsurance)
PCP Office Visit $30 $45 Ded, 50% $40 $55 |Ded, 50% $40 $55 |Ded, 50% $40 $55 Ded, 50%

Specialist Office Visit

(20% for Ancillary Services) $60 $90  |Ded, 50% $80 $110 |Ded, 50% $80 $110 [Ded, 50% $80 $110 | Ded, 50%
(e}

. Not Not Not Not
Preventive Care 0% 0% Covered 0% 0% Covered 0% 0% Covered 0% 0% Covered
Inpatient Hospital Services ?S;i 2830 Ded, 50% ?S;L 28;} Ded, 50% ?g:i 2830 Ded, 50% 28‘2 Ded, 50% | Ded, 50%
Outpatient Hospital Services '138;1' ggf,i' Ded, 50% ?g‘j ggf,jo' Ded, 50% ?g‘j ggf;o' Ded, 50% 'ggf;o' Ded, 50% | Ded, 50%
Professional Services Ded, Ded, o Ded, Ded, o Ded, Ded, o Ded, o o
(In & Out) 10% 30% Ded, 50% 10% 30% Ded, 50% 10% 30% Ded, 50% 50% Ded, 50%| Ded, 50%
Emergency Room $350 $350 $350 $400 $400 $400 $400 $400 $400 $550(12’ $550(1/2' $500, 50%
Urgent Care Facility $60 $60 |Ded, 50% $80 $80 |Ded, 50% $80 $80 |Ded, 50% $100 $100 Ded, 50%

Ded, Ded, o Ded, Ded, o Ded, Ded, o Ded, o o
Ambulance 10% 10% Ded, 10% 10% 10% Ded, 10% 10% 10% Ded, 10% 50% Ded, 50%| Ded, 50%
PT/OT/Speech Therapy
L. . Ded, Ded, o Ded, Ded, o Ded, Ded, o Ded, o o
(20 P\:l)Slt annual maximum 10% 30% Ded, 50% 10% 30% Ded, 50% 10% 30% Ded, 50% S0% Ded, 50%| Ded, 50%
eac

Chiropractic Services

o . $60 $90 |Ded, 50% $80 $110 |Ded, 50% $80 $110 |Ded, 50% $80 $110 Ded, 50%
(15 visit annual maximum)

DME/Orthotics & Prosthetic Ded, Ded, . Ded, Ded, o Ded, Ded, 5 Ded, o o
Devices 10% 30% Ded, 50% 10% 30% Ded, 50% 10% 30% Ded, 50% 50% Ded, 50% | Ded, 50%
. . Ded, Ded, o Ded, Ded, o Ded, Ded, o Ded, o o
Inpatient Behavioral Health 10% 30% Ded, 50% 10% 30% Ded, 50% 10% 30% Ded, 50% 50% Ded, 50% | Ded, 50%
Outpatient Behavioral Health $30 $45 |Ded, 50% $40 $40 [Ded, 50% $40 $40 [Ded, 50% $40 $40 | Ded, 50%
Skilled Nursing Facility/
Ded, Ded, Ded, Ded, o Ded, Ded, . Ded, o o
LTACH . 10% 30% Ded, 50% 10% 30% Ded, 50% 10% 30% Ded, 50% 50% Ded, 50%( Ded, 50%
(45 day maximum)
Acute Inpatient Rehabilitation Ded, Ded, o Ded, Ded, o Ded, Ded, o Ded, o o
(45 day maximum) 10% 30% Ded, 50% 10% 30% Ded, 50% 10% 30% Ded, 50% 50% Ded, 50% | Ded, 50%
Home Health Ded, Ded, o Ded, Ded, o Ded, Ded, o Ded, o o
(60 visit annual maximum) 10% 30% Ded, 50% 10% 30% Ded, 50% 10% 30% Ded, 50% 50% Ded, 50%( Ded, 50%
. Ded, Ded, o Ded, Ded, o Ded, Ded, o Ded, o o
Hospice 10% 30% Ded, 50% 10% 30% Ded, 50% 10% 30% Ded, 50% 50% Ded, 50% | Ded, 50%
Generic Drug $15 $15 |Ded, 50% $15 $15 |Ded, 50% $15 $15 |Ded, 50% $15 $15 Ded, 50%
Brand Name Formulary $45 $45 |Ded, 50% $45 $45 [Ded, 50% $45 $45 |Ded, 50% $45 $45 | Ded, 50%
Brand Name Non-Formulary $70 $70 |Ded, 50% $70 $70 |Ded, 50% $70 $70 |Ded, 50% $70 $70 Ded, 50%
Mail Mail Mail Mail Ord
Soecialty Druas** Ded, | Ded, | Order Ded, | Ded, | Order Ded, | Ded, | Order Ded, 5oy 30% a'On|' er
pecialty Urugs 30% | 30% | Only 30% | 30% | Only 30% | 30% | oOnly 30% T ed 5”07
Ded, 50% Ded, 50% Ded, 50% R
Mail Order 2.5x 2.5x N/A 2.5x 2.5x N/A 2.5x 2.5x N/A 2.5x 2.5x N/A

Disclaimer: This is a draft of product offerings. The intention of this document is to provide an overview of the plans and
does not include plan exclusions and limitations.
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Three Tier Plans

HSA Plan $5,000/0%

Plan Codes

Tier 1

Tier 2

HSA Plan $3,200/0%

Tier 3

Tier 1

Tier 2

Tier3

Good Samaritan
Direct Health

HSA Plan $6,500/0%

Tier 1

Out-of- Out-of- Out-of-
Network Network Network Network Network Network Network
Annual Single Deductible $3,200 $5,600 $11,200 $5,000 $6,500 $13,800 $6,500 $6,750 $19,500
Annual Family Deductible $6,400 $11,200 $22,400 $10,000 $13,000 $27,600 $13,000 $13,500 $39,000
Annual OOP Max - Single
(incl Deductible, coinsurance) $3,200 $7,500 $21,150 $5,000 $7,500 $21,150 $7,500 $7,500 $21,150
Annual OOP Max - Family
) . . $6,400 $15,000 $42,300 $10,000 $15,000 $42,300 $15,000 $15,000 $42,300
(incl Deductible, coinsurance)
Family Deductible / OOP Max Embedded Embedded Erlsed el
PCP Office Visit Ded, 0% | Ded, 0% | Ded, 50% | Ded, 0% | Ded, 0% | Ded, 50% Ded, 0% Ded, 0% Ded, 50%
Specialist Office Visit Ded, 0% | Ded, 0% | Ded, 50% | Ded, 0% | Ded, 0% | Ded, 50% Ded, 0% Ded, 0% Ded, 50%
Preventive Care 0% 0% Co’:l/g:e d 0% 0% Not Covered 0% 0% Nc;trgldov—
Inpatient Hospital Services Ded, 0% | Ded, 30% | Ded, 50% | Ded, 0% |Ded, 30% | Ded, 50% Ded, 0% Ded, 30% | Ded, 50%
Outpatient Hospital Services Ded, 0% | Ded, 30% | Ded, 50% | Ded, 0% |[Ded, 30% | Ded, 50% Ded, 0% Ded, 30% | Ded, 50%
Professional Services (In & Out)| Ded, 0% | Ded, 30% | Ded, 50% | Ded, 0% |Ded, 30% | Ded, 50% Ded, 0% Ded, 30% | Ded, 50%
Emergency Room Ded, 0% | Ded, 0% | Ded, 0% | Ded, 0% | Ded, 0% | Ded, 0% Ded, 0% Ded, 0% Ded, 0%
Urgent Care Facility Ded, 0% | Ded, 0% | Ded, 50% | Ded, 0% | Ded, 0% | Ded, 50% Ded, 0% Ded, 0% Ded, 50%
Ambulance Ded, 0% | Ded, 0% | Ded, 0% | Ded, 0% | Ded, 0% Ded, 0% Ded, 0% Ded, 0% Ded, 0%
f;é‘il{f;’ffja'] Therapy | sach)| Ded 0% |Ded, 30% | Ded, 50% | Ded, 0% |Ded,30%| Ded,50% | Ded 0% | Ded,30% | Ded, 50%
(ﬁg"v‘l’gtrzcrffuifx';jfmm) Ded, 0% | Ded, 0% | Ded, 50% | Ded, 0% | Ded, 0% | Ded, 50% | Ded, 0% | Ded, 0% | Ded, 50%
DME/Orthotics & Prosthetic | Ded, 0% | Ded, 30% | Ded, 50% | Ded, 0% |Ded, 30% | Ded,50% | Ded, 0% | Ded,30% | Ded, 50%
Inpatient Behavioral Health Ded, 0% | Ded, 30% | Ded, 50% | Ded, 0% |[Ded, 30% | Ded, 50% Ded, 0% Ded, 30% | Ded, 50%
Outpatient Behavioral Health Ded, 0% | Ded, 0% | Ded, 50% | Ded, 0% | Ded, 0% | Ded, 50% Ded, 0% Ded, 0% Ded, 50%
(Sz'f;”jjy’\‘n:’;ji’;fuﬁ)d“ty/ LTACH | Ded, 0% | Ded, 30% | Ded, 50% | Ded, 0% |Ded, 30% | Ded, 50% | Ded, 0% | Ded,30% | Ded, 50%
a%“gz;“rf}aatxi?r:fjfne)hab”“ati"” Ded, 0% | Ded, 30% | Ded, 50% | Ded, 0% |Ded, 30% | Ded, 50% | Ded, 0% | Ded,30% | Ded, 50%
&%Ti::jlr:sa maximurm) Ded, 0% | Ded, 30% | Ded, 50% | Ded, 0% |Ded, 30% | Ded, 50% | Ded, 0% | Ded, 30% | Ded, 50%
Hospice Ded, 0% | Ded, 30% | Ded, 50% | Ded, 0% |Ded, 30%| Ded, 50% Ded, 0% Ded, 30% | Ded, 50%
Generic Drug Ded, 0% | Ded, 0% | Ded, 50% | Ded, 0% | Ded, 0% | Ded, 50% | Ded, $10 Ded, $10 Ded, 50%
Brand Name Formulary Ded, 0% | Ded, 0% | Ded, 50% | Ded, 0% | Ded, 0% | Ded, 50% | Ded, $50 Ded, $50 Ded, 50%
Brand Name Non-Formulary Ded, 0% | Ded, 0% | Ded, 50% | Ded, 0% | Ded, 0% | Ded, 50% | Ded, $100 [ Ded, $100 | Ded, 50%
Mail Order Mail Order Mail Order
Specialty Drugs** Ded, 0% | Ded, 0% [Only Ded, | Ded, 0% | Ded, 0% Only Ded, 0% Ded, 0% Only
50% Ded, 50% Ded, 50%
Mail Order 2.5x 2.5x N/A 2.5x 2.5x N/A 2.5x 2.5x N/A

Disclaimer: This is a draft of product offerings. The intention of this document is to provide an overview of the plans and
does not include plan exclusions and limitations.
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CLINIC INFORMATION

Good Samaritan

Wellness Matters

As part of the Good Samaritan Direct Health program,
Employers will automatically have access to the Wellness Matters Clinic.

Visits to the Wellness Matters Clinic will be free of charge to all members of the plan
as the cost of the program is included within the premium.

The clinic offers physicals, wellness exams, chronic care management, health
maintenance, on-site lab draw & medications for all your acute and wellness needs.

Healthcare services offered:

« Physicals (Sports, School, Annual) Referrals for Screening Tests

. DOT/CDL . Mental Health Needs:

o Well-Man or Woman Exams Depression, Anxiety, etc.
« Pelvic Exams « Weight loss Counseling
« Chronic Care Management « Birth Control

« Health Maintenance . Health Action Plans

Urgent Concerns:

« Splinter Removal o Ear Pain & Ear Wax Issues
« Breathing Treatments « Pink Eye

« Treatment of Minor Injuries & lllnesses « Sinus Pain

« Urinary Tract Infections « Allergies
« Common Rashes o STl Testing & Treatment
« Minor Respiratory lliness « Simple Abscesses / Boils

Hours: Phone: Medical Center of Vincennes

Monday-Thursday (812) 885-8945 406 N. 1st Street
(8am-5pm) Visits by Appointment Only

Vincennes, IN



PARKVIEW

Three Tier

Choice $1,000/10% Choice $2,000/10% Choice $2,500/10%

Plan Codes PXS PXT PXU
Annual Single Deductible $1,000 | $2,000 | $4,000 $2,000 | $4,000 | $8,000 $2,500 | $5,000 | $10,000
Annual Family Deductible $2,000 | $4,000 | $8,000 $4,000 | $8,000 | $16,000 $5,000 | $10,000 | $20,000

Annual OOP Max - Single

(incl Deductible, copay, & coinsurance) $4,000 | $7,000 [ $26,100 $5,500 | $8,500 | $26,100 $5,500 | $8,500 | $26,100

Annual OOP Max - Family

. . . $8,000 | $14,000 | $52,200 $11,000 | $17,000 | $52,200 $11,000 | $17,000 | $52,200
(incl Deductible, copay, & coinsurance)

PCP Office Visit $25 $40 Ded, 50% $25 $40 Ded, 50% $30 $45 Ded, 50%
(Szpoecy?fgfﬁgiﬁ:ryiss‘etmCes) $50 | $80 |Ded,50%| | $50 | $80 |[Ded,50%| | $60 | $90 | Ded,50%
Preventive Care 0% 0% | ot 0% 0% | oot 0% 0% | e
Inpatient Hospital Services Ded, 10%|Ded, 20%| Ded, 50% | |Ded, 10%| Ded, 20%| Ded, 50%| [Ded, 10%| Ded, 20%| Ded, 50%
Outpatient Hospital Services Ded, 10% [Ded, 20%| Ded, 50% | |Ded, 10%|Ded, 20%|Ded, 50%| |Ded, 10%|Ded, 20%| Ded, 50%
Professional Services (In & Out) Ded, 10%[Ded, 20%| Ded, 50% | |Ded, 10%|Ded, 20%|Ded, 50%| |Ded, 10%|Ded, 20%| Ded, 50%
Emergency Room $300 $300 $300 $300 $300 $300 $350 $350 $350

Urgent Care Facility $50 $50 Ded, 50% $50 $50 Ded, 50% $60 $60 Ded, 50%
Ambulance Ded, 10%[Ded, 10%| Ded, 10%| |Ded, 10%|Ded, 10%|Ded, 10%| |Ded, 10%|Ded, 10%| Ded, 10%
e Y each) Ded, 10% |Ded, 20%| Ded, 50% | |Ded, 10%| Ded, 20%| Ded, 50%| |Ded, 10%| Ded, 20% | Ded, 50%
(ﬁngggiﬁgcuim';jfn urm) $50 $80 |Ded,50%| | $50 $80 |Ded,50%| | $60 $90 | Ded, 50%
DME/QOrthotics & Prosthetic Devices Ded, 10%|Ded, 20%| Ded, 50% | [Ded, 10%| Ded, 20%| Ded, 50% | |Ded, 10%| Ded, 20%| Ded, 50%
Inpatient Behavioral Health Ded, 10%|Ded, 20%| Ded, 50% | [Ded, 10%|Ded, 20%| Ded, 50%| |Ded, 10%|Ded, 20%| Ded, 50%
Outpatient Behavioral Health $25 $40 Ded, 50% $25 $40 Ded, 50% $30 $45 Ded, 50%

Skilled Nursing Facility/LTACH

) Ded, 10%|Ded, 20%| Ded, 50% | |Ded, 10%|Ded, 20%| Ded, 50%| [Ded, 10%|Ded, 20%| Ded, 50%
(45 day maximum)

Acute Inpatient Rehabilitation

) Ded, 10%[Ded, 20%| Ded, 50% | |Ded, 10%|Ded, 20%|Ded, 50%| |Ded, 10%|Ded, 20%| Ded, 50%
(45 day maximum)

Home Health (60 day annual maximum)| [Ded, 10%|Ded, 20%| Ded, 50% | |Ded, 10%|Ded, 20%|Ded, 50%| |Ded, 10%| Ded, 20%| Ded, 50%

Hospice Ded, 10%[Ded, 20%| Ded, 50% | |Ded, 10%|Ded, 20%|Ded, 50%| |Ded, 10%|Ded, 20%| Ded, 50%
Generic Drug $10 $10 Ded, 50% $10 $10 Ded, 50% $15 $15 Ded, 50%
Brand Name Formulary $30 $30 Ded, 50% $40 $40 Ded, 50% $45 $45 Ded, 50%
Brand Name Non-Formulary $45 $45 Ded, 50% $60 $60 Ded, 50% $70 $70 Ded, 50%
Mail Order| Mail Or- Mail Order

Specialty Drugs** Ded, 30%|Ded, 30%|Only Ded,| [Ded, 30%|Ded, 30%| der Only Ded, 30%| Ded, 30% Only
50% Ded, 50% Ded, 50%

Mail Order 2.5x 2.5x N/A 2.5x 2.5x N/A 2.5x 2.5x N/A

Disclaimer: This is a draft of product offerings. The intention of this document is to provide an overview of the plans and
does not include plan exclusions and limitations. 33




- PARKVIEW

T ‘ T [ ]
Choice $3,000/10% Choice $4,000/10% Choice $5,000 /10% Choice $5,000/50%

Plan Codes PXV PXX PXY PXzZ
Annual Single Deductible $3,000 | $6,000 | $12,000 $4,000 | $8,000 | $16,000 $5,000 | $8,150 | $16,300 $5,000 $8,150 $16,300
Annual Family Deductible $6,000 | $12,000 | $24,000 $8,000 [ $16,000 | $32,000 $10,000 | $16,300 | $32,600 $10,000 | $16,300 $32,600
Annual OOP Max - Single
(incl Deductible, copay, & $6,000 | $8,700 | $26,100 $8,000 | $8,700 | $26,100 $8,700 | $8,700 | $26,100 $8,700 $8,700 $26,100

coinsurance)

Annual OOP Max - Family
(incl Deductible, copay, & $12,000 | $17,400 | $52,200 $16,000 | $17,400 | $52,200 $17,400 | $17,400 | $52,200 $17,400 | $17,400 | $52,200

coinsurance)

PCP Office Visit $30 $45 Ded, 50% $40 $55 | Ded, 50% $40 $55 | Ded, 50% $40 $55 Ded, 50%
Speoc'al'St Office Visit $60 $90 | Ded, 50% $80 $110 | Ded, 50% $80 $110 | Ded, 50% $80 $110 | Ded, 50%
(20% for Ancillary Services)

: Not o o Not o @ Not o o Not
Preventive Care 0% 0% o 0% 0% Covered 0% 0% Covered 0% 0% Covered

i i i Ded, 10% | Ded, 20% | Ded, 50% | |Ded, 10% |Ded, 20% [ Ded, 50% | |Ded, 10% [Ded, 20% | Ded, 50% | [Ded, 50% | Ded, 50% | Ded, 50%
Inpatient Hospital Services b b b ) ) ) , , : , ) )

i i i Ded, 10% | Ded, 20% | Ded, 50% | |Ded, 10% |Ded, 20% | Ded, 50% | |Ded, 10% |Ded, 20% | Ded, 50% | |Ded, 50% | Ded, 50% | Ded, 50%
Outpatient Hospital Services b b h ) ) ) : b : . ) )
g’of)essmnalSerwces (In & Ded, 10% | Ded, 20% | Ded, 50% | |Ded, 10% |Ded, 20% | Ded, 50% | |Ded, 10% |Ded, 20% | Ded, 50% | |Ded, 50% | Ded, 50% | Ded, 50%

u
Emergency Room $350 $350 $350 $400 $400 $400 $400 $400 $400 $500, 50% | $500, 50% | $500, 50%
gency

Urgent Care Facility $60 $60 [ Ded, 50% $80 $80 | Ded, 50% $80 $80 | Ded, 50% $100 $100 Ded, 50%
Ambulance Ded, 10% | Ded, 10% | Ded, 10% | |Ded, 10% |Ded, 10% | Ded, 10% | |Ded, 10% |Ded, 10% | Ded, 10% | |Ded, 50% | Ded, 50% | Ded, 50%
PT/OT/Speech Therapy

(20 visit annual maximum Ded, 10% | Ded, 20% | Ded, 50% | |Ded, 10% |Ded, 20% [ Ded, 50% | |Ded, 10% [Ded, 20% | Ded, 50% | [Ded, 50% | Ded, 50% | Ded, 50%
each)

Chiropractic Services
(15 visit annual maximum)
DME/Orthotics & Prosthetic

$60 $90 Ded, 50% $80 $110 Ded, 50% $80 $110 Ded, 50% $80 $110 Ded, 50%

Ded, 10% | Ded, 20% | Ded, 50% Ded, 10% [Ded, 20% | Ded, 50% Ded, 10% | Ded, 20% | Ded, 50% Ded, 50% | Ded, 50% | Ded, 50%

Devices
Inpatient Behavioral Health Ded, 10% | Ded, 20% | Ded, 50% | |Ded, 10% |Ded, 20% [ Ded, 50% | |Ded, 10% [Ded, 20% [ Ded, 50% | [Ded, 50% | Ded, 50% | Ded, 50%
Outpatient Behavioral Health $30 $45 | Ded, 50% $40 $40 | Ded, 50% $40 $40 | Ded, 50% $40 $40 Ded, 50%

Skilled Nursing Facility/
LTACH Ded, 10% | Ded, 20% | Ded, 50% | |Ded, 10% |Ded, 20% [ Ded, 50% | |Ded, 10% [Ded, 20% | Ded, 50% | [Ded, 50% | Ded, 50% | Ded, 50%

(45 day maximum)

Acute Inpatient Rehabilitation
(45 day maximum)

Ded, 10% | Ded, 20% | Ded, 50% Ded, 10% [Ded, 20% | Ded, 50% Ded, 10% |Ded, 20% | Ded, 50% Ded, 50% | Ded, 50% | Ded, 50%

Home Health ] Ded, 10% | Ded, 20% | Ded, 50% | | Ded, 10% |Ded, 20% | Ded, 50% | |Ded, 10% | Ded, 20% | Ded, 50% | | Ded, 50% | Ded, 50% | Ded, 50%
(60 visit annual maximum)
Hospice Ded, 10% | Ded, 20% | Ded, 50% Ded, 10% |Ded, 20% | Ded, 50% Ded, 10% | Ded, 20% | Ded, 50% Ded, 50% | Ded, 50% | Ded, 50%
Generic Drug $15 $15 Ded, 50% $15 $15 [ Ded, 50% $15 $15 | Ded, 50% $15 $15 Ded, 50%
Brand Name Formulary $45 $45 Ded, 50% $45 $45 Ded, 50% $45 $45 Ded, 50% $45 $45 Ded, 50%
Brand Name Non-Formulary $70 $70 Ded, 50% $70 $70 Ded, 50% $70 $70 Ded, 50% $70 $70 Ded, 50%
Mail Order Mail Order Mail Order Mail Order
Specialty Drugs** Ded, 30% | Ded, 30% Only Ded, 30% |Ded, 30% Only Ded, 30% |Ded, 30% Only Ded, 30% | Ded, 30% Only
Ded, 50% Ded, 50% Ded, 50% Ded, 50%
Mail Order 2.5x 2.5x N/A 2.5x 2.5x N/A 2.5x 2.5x N/A 2.5x 2.5x N/A

Disclaimer: This is a draft of product offerings. The intention of this document is to provide an overview of the plans and
does not include plan exclusions and limitations. 34




Three Tier

PARKVIEW

Plan Codes PX4 PX8 PX9
Annual Single Deductible $3,200 $5,600 $11,200 $5,000 $6,500 $13,800 $6,500 $6,750 $19,500
Annual Family Deductible $6,400 $11,200 $22,400 $10,000 | $13,000 $27,600 $13,000 $13,500 $39,000
Annual OOP Max - Single $3200 | $7,500 | $21,150 | $5000 | $7,500 | $21,150 | $7,500 | $7,500 | $21,150
(incl Deductible, coinsurance)
Annual OOP Max - Family $6,400 | $15,000 | $42,300 | $10,000 | $15000 | $42,300 | $15000 | $15000 | $42,300
(incl Deductible, coinsurance)
Family Deductible / OOP Max Embedded Embedded Embedded
PCP Office Visit Ded, 0% | Ded, 0% | Ded, 50% | Ded, 0% | Ded, 0% | Ded, 50% Ded, 0% Ded, 0% Ded, 50%
Specialist Office Visit Ded, 0% | Ded, 0% | Ded, 50% | Ded, 0% | Ded, 0% | Ded, 50% Ded, 0% Ded, 0% Ded, 50%
Preventive Care 0% 0% | cot 0% 0%  [NotCovered| 0% 0% ot
Inpatient Hospital Services Ded, 0% [Ded, 20% | Ded, 50% | Ded, 0% [ Ded, 20% | Ded, 50% Ded, 0% Ded, 20% | Ded, 50%
P P
Outpatient Hospital Services Ded, 0% |Ded, 20% | Ded, 50% | Ded, 0% | Ded, 20% | Ded, 50% Ded, 0% Ded, 20% | Ded, 50%
Professional Services (In & Out)| Ded, 0% |Ded, 20% | Ded, 50% | Ded, 0% | Ded, 20% | Ded, 50% Ded, 0% Ded, 20% | Ded, 50%
Emergency Room Ded, 0% | Ded, 0% Ded, 0% Ded, 0% | Ded, 0% Ded, 0% Ded, 0% Ded, 0% Ded, 0%
Urgent Care Facili Ded, 0% | Ded, 0% | Ded, 50% | Ded, 0% | Ded, 0% | Ded, 50% Ded, 0% Ded, 0% Ded, 50%
g ty
Ambulance Ded, 0% | Ded, 0% Ded, 0% Ded, 0% | Ded, 0% Ded, 0% Ded, 0% Ded, 0% Ded, 0%
PT/OT/Speech Therapy Ded, 0% |Ded, 20% | Ded, 50% | Ded, 0% | Ded, 20% | Ded, 50% | Ded, 0% | Ded, 20% | Ded, 50%
(20 visit annual maximum each)
Chiropractic Services Ded, 0% | Ded, 0% | Ded, 50% | Ded, 0% | Ded, 0% | Ded, 50% | Ded, 0% | Ded, 0% | Ded, 50%
(15 visit annual maximum)
Bgﬂvfé Ss”h"tics & Prosthetic Ded, 0% [Ded, 20% | Ded, 50% | Ded, 0% |Ded, 20% | Ded, 50% | Ded, 0% | Ded, 20% | Ded, 50%
Inpatient Behavioral Health Ded, 0% |Ded, 20% | Ded, 50% | Ded, 0% | Ded, 20% | Ded, 50% Ded, 0% Ded, 20% | Ded, 50%
P
Outpatient Behavioral Health Ded, 0% | Ded, 0% | Ded, 50% | Ded, 0% | Ded, 0% | Ded, 50% Ded, 0% Ded, 0% Ded, 50%
fjg”g:y“r:;‘i’;?uf:)d“ty/ LTACH | Ded, 0% |Ded, 20% | Ded, 50% | Ded, 0% | Ded, 20% | Ded,50% | Ded,0% | Ded, 20% | Ded, 50%
Acute Inpatient Rehabilitation o o o o o o o 3 3
) Ded, 0% |Ded, 20% | Ded, 50% | Ded, 0% | Ded, 20% | Ded, 50% Ded, 0% Ded, 20% | Ded, 50%
(45 day maximum)
Home Health — Ded, 0% |Ded, 20% | Ded, 50% | Ded, 0% |Ded, 20% | Ded, 50% | Ded, 0% | Ded, 20% | Ded, 50%
(60 visit annual maximum)
Hospice Ded, 0% [Ded, 20% | Ded, 50% | Ded, 0% | Ded, 20% | Ded, 50% Ded, 0% Ded, 20% | Ded, 50%
P
Generic Drug Ded, 0% | Ded, 0% | Ded, 50% | Ded, 0% | Ded, 0% | Ded, 50% Ded, $10 Ded, $10 | Ded, 50%
Brand Name Formulary Ded, 0% | Ded, 0% | Ded, 50% | Ded, 0% | Ded, 0% | Ded, 50% Ded, $50 Ded, $50 | Ded, 50%
Brand Name Non-Formular Ded, 0% | Ded, 0% | Ded, 50% | Ded, 0% | Ded, 0% | Ded, 50% | Ded, $100 | Ded, $100 | Ded, 50%
y
Mail Order Mail Order Mail Order
Specialty Drugs** Ded, 0% | Ded, 0% Only Ded, 0% | Ded, 0% Only Ded, 0% Ded, 0% Only
Ded, 50% Ded, 50% Ded, 50%

Disclaimer: This is a draft of product offerings. The intention of this document is to provide an overview of the plans and
does not include plan exclusions and limitations.
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Two Tier

PARKVIEW

PC Choice PC Choice PC Choice PC Choice
$1,000/20% $2,000/20% $2,500/20% $3,000/20%
Plan Codes PWA PWB PWC PWD
Annual Single Deductible $1,000 $2,000 $2,500 $3,000
[Annual Family Deductible $2,000 $4,000 $5,000 $6,000
Annual OOP Max- Single $4,000 $5,500 $5,500 $6,000
(incl Deductible, copay, coinsurance)
Annual OOP Max - Family
(incl Deductible, copay, coinsurance) $8,000 $11,000 $11,000 $12,000
PCP Office Visit $25 $25 $30 $30
Specialist Office Visit
(20% for Ancillary Services) $40 $40 $50 $50
Preventive Care 0% 0% 0% 0%
Inpatient Hospital Services Ded, 20% Ded, 20% Ded, 20% Ded, 20%
Outpatient Hospital Services Ded, 20% Ded, 20% Ded, 20% Ded, 20%
Professional Services (In & Out) Ded, 20% Ded, 20% Ded, 20% Ded, 20%
Emergency Room $250 $250 $350 $350
Urgent Care Facility $40 $40 $50 $50
Ambulance Ded, 20% Ded, 20% Ded, 20% Ded, 20%
PT/OT/Speech Therapy Ded, 20% Ded, 20% Ded, 20% Ded, 20%
(20 visit annual maximum each)
Chlrgpractlc Serwce; $40 $40 $50 $50
(15 visit annual maximum)
DME/Orthotics & Prosthetic Devices Ded, 20% Ded, 20% Ded, 20% Ded, 20%
Inpatient Behavioral Health Ded, 20% Ded, 20% Ded, 20% Ded, 20%
Outpatient Behavioral Health $25 $25 $30 $30
Skilled Nursi.ng Facility/LTACH Ded, 20% Ded, 20% Ded, 20% Ded, 20%
(45 day maximum)
Acute Inpatignt Rehabilitation Ded, 20% Ded, 20% Ded, 20% Ded, 20%
(45 day maximum)
Home Health (60 visit maximum) Ded, 20% Ded, 20% Ded, 20% Ded, 20%
Hospice Ded, 20% Ded, 20% Ded, 20% Ded, 20%
lAnnual Single Deductible $4,000 $8,000 $10,000 $12,000
Annual Family Deductible $8,000 $16,000 $20,000 $24,000
Coinsurance for All Services* 50% 50% 50% 50%
IAnnual OOP Max - Single $26,100 $26,100 $26,100 $26,100
IAnnual OOP Max - Family $52,200 $52,200 $52,200 $52,200
Generic Drug $10 $10 $15 $15
Brand Name Formulary $30 $40 $45 $45
Brand Name Non-Formulary $45 $60 $70 $70
Specialty Drugs** Ded, 30% Ded, 30% Ded, 30% Ded, 30%
Mail Order 2.5x 2.5x 2.5x 2.5x

Disclaimer: This is a draft of product offerings. The intention of this document is to provide an overview of the plans and
does not include plan exclusions and limitations. 36




Two Tier

# PARKVIEW

PC Choice c
$5,000/20% D00/50%

Plan Codes PWF PWG
Annual Single Deductible $5,000 $5,000
/Annual Family Deductible $10,000 $10,000
ﬁ:guDavledoLiEkl)\l/:Xc—osplgalioinsurance) $8,700 $8,700
ﬁ:glugledoizkl)\l/lsxc—of;aar;llgoinsurance) $17,400 $17.400
PCP Office Visit $30 $45
Specialist Office Visit (20% for Ancillary Services) $50 $90
Preventive Care 0% 0%
Inpatient Hospital Services Ded, 20% Ded, 50%
Outpatient Hospital Services Ded, 20% Ded, 50%
Professional Services (In & Out) Ded, 20% Ded, 50%
Emergency Room $350 $500,50%
Urgent Care Facility $50 $90
Ambulance Ded, 20% Ded, 50%
PT/OT/Speech Therapy (20 visit annual maximum each) Ded, 20% Ded, 50%
Chiropractic Services (15 visit annual maximum) $50 $90
DME/Orthotics & Prosthetic Devices Ded, 20% Ded, 50%
Inpatient Behavioral Health Ded, 20% Ded, 50%
Outpatient Behavioral Health $30 $45
Skilled Nursing Facility/LTACH (45 day maximum) Ded, 20% Ded, 50%
Acute Inpatient Rehabilitation (45 day maximum) Ded, 20% Ded, 50%
Home Health (60 visit maximum) Ded, 20% Ded, 50%
Hospice Ded, 20% Ded, 50%
/Annual Single Deductible $16,300 $16,300
/Annual Family Deductible $32,600 $32,600
Coinsurance for All Services* 50% 50%
/Annual OOP Max - Single $26,100 $26,100
/Annual OOP Max - Family $52,200 $52,200
Generic Drug $15 $15
Brand Name Formulary $45 $45
Brand Name Non-Formulary $70 $70
Specialty Drugs** Ded, 30% Ded, 30%
Mail Order 2.5x 2.5x

Disclaimer: This is a draft of product offerings. The intention of this document is to provide an overview of the plans and

does not include plan exclusions and limitations.
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Two Tier

# PARKVIEW

HSA HSA
$3,200/0% $5,000/0% $6,500/0%
Plan Codes PW1 PW2 PW3
Annual Single Deductible $3,200 $5,000 $6,500
Annual Family Deductible $6,400 $10,000 $13,000
é:gugégt?cgg\f:,xc-o%ggioinsurance) $3’200 $5’OOO $7’500
é:gluglegt?cikl)\l/lea,xgol;aac,llgoinsurance) $6,400 $10,000 $15,000
Family Deductible / OOP Max Embedded Embedded Embedded
PCP Office Visit Ded, 0% Ded, 0% Ded, 0%
Specialist Office Visit (20% for Ancillary Services) Ded, 0% Ded, 0% Ded, 0%
Preventive Care 0% 0% 0%
Inpatient Hospital Services Ded, 0% Ded, 0% Ded, 0%
Outpatient Hospital Services Ded, 0% Ded, 0% Ded, 0%
Professional Services (In & Out) Ded, 0% Ded, 0% Ded, 0%
Emergency Room Ded, 0% Ded, 0% Ded, 0%
Urgent Care Facility Ded, 0% Ded, 0% Ded, 0%
Ambulance Ded, 0% Ded, 0% Ded, 0%
PT/OT/Speech Therapy (20 visit annual maximum each) Ded, 0% Ded, 0% Ded, 0%
Chiropractic Services (15 visit annual maximum) Ded, 0% Ded, 0% Ded, 0%
DME/Orthotics & Prosthetic Devices Ded, 0% Ded, 0% Ded, 0%
Inpatient Behavioral Health Ded, 0% Ded, 0% Ded, 0%
Outpatient Behavioral Health Ded, 0% Ded, 0% Ded, 0%
Skilled Nursing Facility/LTACH (45 day maximum) Ded, 0% Ded, 0% Ded, 0%
Acute Inpatient Rehabilitation (45 day maximum) Ded, 0% Ded, 0% Ded, 0%
Home Health (60 visit maximum) Ded, 0% Ded, 0% Ded, 0%
Hospice Ded, 0% Ded, 0% Ded, 0%
Annual Single Deductible $11,200 $13,800 $19,500
Annual Family Deductible $22,400 $27,600 $39,000
Coinsurance for All Services* 50% 50% 50%
/Annual OOP Max - Single $21,150 $21,150 $21,150
Annual OOP Max - Family $42,3OO $42,300 $42,300
GenericDrug Ded, 0% Ded, 0% Ded, $10
Brand Name Formulary Ded, 0% Ded, 0% Ded, $50
Brand Name Non-Formulary Ded, 0% Ded, 0% Ded, $100
Specialty Drugs** Ded, 0% Ded, 0% Ded, 30%
Mail Order 2.5x 2.5x 2.5x

Disclaimer: This is a draft of product offerings. The intention of this document is to provide an overview of the plans and

does not include plan exclusions and limitations.
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Three Tier PPO N YOXION b s

Administered by STHO

‘ Choice $1,000/10% B Choice $2,000/10% l Choice $2,500/10%

Plan Codes NTA NTB NTC
Tier 1 Tier 2 (-)r::ir:f Tier 1 Tier 2 O-rtiji-ro:;- Tier 1 Tier 2 giﬁ.ro?:c.
Network Network Network Network Network Network Network Network Network
Annual Single Deductible $1,000 [ $2,000 | $4,000 $2,000 | $4,000 | $8,000 $2,500 | $5,000 | $10,000
Annual Family Deductible $2,000 | $4,000 | $8,000 $4,000 | $8,000 | $16,000 $5,000 | $10,000 | $20,000

Annual OOP Max - Single
(incl Deductible, copay, & coinsurance)

Annual OOP Max - Family
(incl Deductible, copay, & coinsurance)

$4,000 [ $7,000 | $26,100 $5,500 | $8,500 | $26,100 $5,500 | $8,500 $26,100

$8,000 [ $14,000 | $52,200 $11,000 [ $17,000 | $52,200 $11,000 [ $17,000 | $52,200

PCP Office Visit $25 $40 Ded, 50% $25 $40 Ded, 50% $30 $45 Ded, 50%
specialist Office Visit $50 $80 |Ded,50%| | $50 $80 |Ded, 50%| | $60 $90 | Ded, 50%
(20% for Ancillary Services)
Preventive Care 0% 0% | NotCov- 0% 0% | NotCov- 0% 0% Not
ered ered Covered
Inpatient Hospital Services Ded, 10%|Ded, 30%| Ded, 50%| |Ded, 10%|Ded, 30% | Ded, 50%| [Ded, 10%| Ded, 30%| Ded, 50%
Outpatient Hospital Services Ded, 10%|Ded, 30%| Ded, 50%| |Ded, 10%|Ded, 30%| Ded, 50%| |Ded, 10%| Ded, 30%| Ded, 50%
Professional Services (In & Out) Ded, 10%|Ded, 30%|Ded, 50%| |Ded, 10%|Ded, 30%| Ded, 50%| |Ded, 10%| Ded, 30%| Ded, 50%
Emergency Room $300 $300 $300 $300 $300 $300 $350 $350 $350
Urgent Care Facility $50 $50 Ded, 50% $50 $50 Ded, 50% $60 $60 Ded, 50%
Ambulance Ded, 10%|Ded, 10%| Ded, 10%| |Ded, 10%|Ded, 10%| Ded, 10%| |Ded, 10%| Ded, 10%| Ded, 10%

(P%%/tsa"ne:ucahl I:fxrlarfgm cach) Ded, 10%|Ded, 30%| Ded, 50% | |Ded, 10%|Ded, 30%| Ded, 50%| |Ded, 10%| Ded, 30%| Ded, 50%
(ﬁg'rvﬁ’gtriﬁfuilex:jfn - $50 $80 |Ded, 50%| | $50 $80 | Ded, 50% $60 $90 | Ded, 50%
DME/Orthotics & Prosthetic Devices Ded, 10%|Ded, 30%| Ded, 50%| |Ded, 10%|Ded, 30%| Ded, 50%| |Ded, 10%| Ded, 30%| Ded, 50%
Inpatient Behavioral Health Ded, 10%|Ded, 30%| Ded, 50% | |Ded, 10%|Ded, 30% | Ded, 50%| [Ded, 10%| Ded, 30%| Ded, 50%
Outpatient Behavioral Health $25 $40 Ded, 50% $25 $40 Ded, 50% $30 $45 Ded, 50%

Skilled Nursing Facility/LTACH
(45 day maximum)

Acute Inpatient Rehabilitation Ded, 10% |Ded, 30%| Ded, 50%| [Ded, 10%|Ded, 30% | Ded, 50%| |Ded, 10%| Ded, 30%| Ded, 50%
(45 day maximum)

Home Health (60 visit annual maximum)| |Ded, 10%|Ded, 30%| Ded, 50%| [Ded, 10%|Ded, 30%|Ded, 50%| |Ded, 10%| Ded, 30%| Ded, 50%

Ded, 10%|Ded, 30%| Ded, 50%| [Ded, 10%|Ded, 30%|Ded, 50%| [Ded, 10%|Ded, 30%| Ded, 50%

Hospice Ded, 10%|Ded, 30%|Ded, 50%| |Ded, 10%|Ded, 30%| Ded, 50%| |Ded, 10%| Ded, 30%| Ded, 50%
Generic Drug $10 $10 Ded, 50% $10 $10 Ded, 50% $15 $15 Ded, 50%
Brand Name Formulary $30 $30 Ded, 50% $40 $40 Ded, 50% $45 $45 Ded, 50%
Brand Name Non-Formulary $45 $45 Ded, 50% $60 $60 Ded, 50% $70 $70 Ded, 50%
Mail Order Mail Or- Mail Order
Specialty Drugs** Ded, 30%|Ded, 30%| Only Ded, 30%|Ded, 30%| der Only Ded, 30%| Ded, 30% Only
Ded, 50% Ded, 50% Ded, 50%
Mail Order 2.5x 2.5x N/A 2.5x 2.5x N/A 2.5x 2.5x N/A

Disclaimer: This is a draft of product offerings. The intention of this document is to provide an overview of the plans and
does not include plan exclusions and limitations. 39




Three Tier Plans NYNORON | e

Administered by STHO

Choice $3,000/10% Choice $4,000/10% Choice $5,000 /10% Choice $5,000/50%
Plan Codes NTG

. " Tier3 . . Tier3 " " i . " Tier3
Tier1 Tier2 Out-of- NT;er1 y NTlteer Out-of- NT::1 . NTlteer NTlter1 y NTlteer Out-of-
Network  Network Network etwor StWOr Network etwor etwor etwor etwor Network
Annual Single Deductible $3,000 | $6,000 | $12,000 $4,000 | $8,000 | $16,000 $5,000 | $8,150 | $16,300 $5,000 $8,150 $16,300
Annual Family Deductible $6,000 | $12,000 | $24,000 $8,000 | $16,000 | $32,000 $10,000 | $16,300 | $32,600 $10,000 | $16,300 $32,600

Annual OOP Max - Single

(incl Deductible, copay, & $6,000 | $8,700 | $26,100 $8,000 | $8,700 | $26,100 $8,700 | $8,700 | $26,100 $8,700 $8,700 $26,100

coinsurance)

Annual OOP Max - Family
(incl Deductible, copay, & $12,000 | $17,400 | $52,200 $16,000 | $17,400 | $52,200 $17.400 | $17,400 | $52,200 $17,400 | $17,400 $52,200

coinsurance)

PCP Office Visit $30 $45 Ded, 50% $40 $55 Ded, 50% $40 $55 Ded, 50% $40 $55 Ded, 50%
fzpoi/a?grStA ?ifilncaer;/sgmces) $60 $90 | Ded, 50% $80 $110 | Ded, 50% $80 $110 | Ded, 50% $80 $110 | Ded, 50%
(e}
. o o Not o o Not o o Not o o Not
Preventive Care i Wi Covered 0% 0% Covered % 02 Covered 0% 0% Covered
|npatient Hospita| Services Ded, 10% | Ded, 30% | Ded, 50% Ded, 10% |Ded, 30% | Ded, 50% Ded, 10% | Ded, 30% | Ded, 50% Ded, 50% | Ded, 50% | Ded, 50%

Outpatient Hospital Services Ded, 10% | Ded, 30% | Ded, 50% Ded, 10% |Ded, 30% | Ded, 50% Ded, 10% | Ded, 30% | Ded, 50% Ded, 50% | Ded, 50% | Ded, 50%

Professional Services (In & Ded, 10% [ Ded, 30% | Ded, 50% | |Ded, 10% |Ded, 30% | Ded, 50% | |Ded, 10% | Ded, 30% | Ded, 50% | |Ded, 50% | Ded, 50% | Ded, 50%

Out)

Emergency Room $350 $350 $350 $400 $400 $400 $400 $400 $400 $500, 50% | $500, 50% | $500, 50%
Urgent Care FaCIlIty $60 $60 Ded, 50% $80 $80 Ded, 50% $80 $80 Ded, 50% $100 $100 Ded, 50%
Ambulance Ded, 10% | Ded, 10% | Ded, 20% Ded, 10% [Ded, 10% | Ded, 10% Ded, 10% | Ded, 10% | Ded, 10% Ded, 50% | Ded, 50% | Ded, 50%
PT/OT/Speech Therapy

(20 visit annual maximum Ded, 10% | Ded, 30% | Ded, 50% Ded, 10% |Ded, 30% | Ded, 50% Ded, 10% | Ded, 30% | Ded, 50% Ded, 50% | Ded, 50% | Ded, 50%
each)

Chiropractic Services

(15 visit annual maximum)
DME/Orthotics & Prosthetic
Devices

$60 $90 Ded, 50% $80 $110 Ded, 50% $80 $110 Ded, 50% $80 $110 Ded, 50%

Ded, 10% | Ded, 30% | Ded, 50% Ded, 10% |Ded, 30% | Ded, 50% Ded, 10% | Ded, 30% | Ded, 50% Ded, 50% | Ded, 50% | Ded, 50%

|npatient Behavioral Health Ded, 10% | Ded, 30% | Ded, 50% Ded, 10% |Ded, 30% | Ded, 50% Ded, 10% | Ded, 30% | Ded, 50% Ded, 50% | Ded, 50% | Ded, 50%

Outpatient Behavioral Health $30 $45 | Ded, 50% $40 $40 | Ded, 50% $40 $40 | Ded, 50% $40 $40 | Ded, 50%

Skilled Nursing Facility/
LTACH Ded, 10% | Ded, 30% | Ded, 50% | |Ded, 10% |Ded, 30% | Ded, 50% | [Ded, 10% | Ded, 30% | Ded, 50% | |Ded, 50% | Ded, 50% | Ded, 50%

(45 day maximum)

Acute Inpatient Rehabilitation
(45 day maximum)

Home Health

(60 visit annual maximum)

Ded, 10% | Ded, 30% | Ded, 50% Ded, 10% |Ded, 30% | Ded, 50% Ded, 10% | Ded, 30% | Ded, 50% Ded, 50% | Ded, 50% | Ded, 50%

Ded, 10% | Ded, 30% | Ded, 50% Ded, 10% |Ded, 30% | Ded, 50% Ded, 10% | Ded, 30% | Ded, 50% Ded, 50% | Ded, 50% | Ded, 50%

Hospice Ded, 10% | Ded, 30% | Ded, 50% Ded, 10% |Ded, 30% | Ded, 50% Ded, 10% | Ded, 30% | Ded, 50% Ded, 50% | Ded, 50% | Ded, 50%
Generic Drug $15 $15 Ded, 50% $15 $15 Ded, 50% $15 $15 Ded, 50% $15 $15 Ded, 50%
Brand Name Formulary $45 $45 Ded, 50% $45 $45 Ded, 50% $45 $45 Ded, 50% $45 $45 Ded, 50%
Brand Name Non—Formulary $70 $70 Ded, 50% $70 $70 Ded, 50% $70 $70 Ded, 50% $70 $70 Ded, 50%
Mail Order Mail Order Mail Order Mail Order
Specialty Drugs** Ded, 30% | Ded, 30% Only Ded, 30% |Ded, 30% Only Ded, 30% | Ded, 30% Only Ded, 30% | Ded, 30% Only
Ded, 50% Ded, 50% Ded, 50% Ded, 50%
Mail Order 2.5x 2.5x N/A 2.5x 2.5x N/A 2.5x 2.5x N/A 2.5x 2.5x N/A

Disclaimer: This is a draft of product offerings. The intention of this document is to provide an overview of the plans and

does not include plan exclusions and limitations. 40




NORTON

HEALTHCARE DIRECT
Administered by STHO

Three Tier Plans N

Plan Codes

HSA Plan

$3,200/0%

Tier 1

NT4

Tier2

Network Network

Tier 3
Out-of-
Network

HSA Plan
$5,000/0%

Tier 1

Network

NT2

Tier2
Network

Tier3
Out-of-
Network

Tier 1
Network

HSA Plan
$6,500/0%

NT3

Tier 2
Network

Tier 3
Out-of-
Network

[Annual Single Deductible $3,200 $5,600 $11,200 $5,000 $6,500 $13,800 $6,500 $6,750 $19,500
[Annual Family Deductible $6,400 $11,200 $22,400 $10,000 | $13,000 $27,600 $13,000 $13,500 $39,000
(Ai:gugégigbhf:xc&sézgince) $3200 | $7,500 | $21,150 | $5,000 | $7,500 | $21,150 $7,500 $7,500 | $21,150
(Ai:sl“Da'edoﬁb'\l/':i;:s?r'aynce) $6,400 | $15,000 | $42,300 | $10,000 | $15,000 | $42,300 $15,000 $15,000 | $42,300
Family Deductible / OOP Max Embedded Embedded Embedded
PCP Office Visit Ded, 0% | Ded, 0% | Ded, 50% | Ded, 0% | Ded, 0% | Ded, 50% Ded, 0% Ded, 0% Ded, 50%
Specialist Office Visit Ded, 0% | Ded, 0% | Ded, 50% | Ded, 0% | Ded, 0% | Ded, 50% Ded, 0% Ded, 0% Ded, 50%
. Not Not Not
Preventive Care 0% 0% Covered 0% 0% Covered 0% 0% Covered
Inpatient Hospital Services Ded, 0% | Ded, 30% | Ded, 50% | Ded, 0% |[Ded, 30% | Ded, 50% Ded, 0% Ded, 30% Ded, 50%
Outpatient Hospital Services Ded, 0% | Ded, 30% | Ded, 50% | Ded, 0% |Ded, 30% | Ded, 50% Ded, 0% Ded, 30% Ded, 50%
Professional Services (In & Out)| Ded, 0% | Ded, 30% | Ded, 50% | Ded, 0% |[Ded, 30% | Ded, 50% Ded, 0% Ded, 30% Ded, 50%
Emergency Room Ded, 0% | Ded, 0% | Ded, 0% | Ded, 0% | Ded, 0% Ded, 0% Ded, 0% Ded, 0% Ded, 0%
Urgent Care Facili Ded, 0% | Ded, 0% | Ded, 50% | Ded, 0% | Ded, 0% | Ded, 50% Ded, 0% Ded, 0% Ded, 50%
9 ty
[Ambulance Ded, 0% | Ded, 0% | Ded, 0% | Ded, 0% | Ded, 0% | Ded, 0% Ded, 0% Ded, 0% Ded, 0%
{}Tﬂﬂ Sapne:u“'; ?airi?‘rﬁ)gm cach)| Ded 0% | Ded, 30% | Ded, 50% | Ded, 0% |Ded, 30% | Ded,50% | Ded,0% | Ded,30% | Ded, 50%
ﬁ*‘s'rv‘fgtraacrf'ncuifxfjfnum) Ded, 0% | Ded, 0% | Ded, 50% | Ded, 0% | Ded, 0% | Ded,50% | Ded, 0% | Ded, 0% | Ded,50%
DME/Orthotics & Prosthetic | Ded, 0% | Ded, 30% | Ded, 50% | Ded, 0% |Ded,30% | Ded,50% | Ded, 0% | Ded,30% | Ded, 50%
Inpatient Behavioral Health Ded, 0% | Ded, 30% | Ded, 50% | Ded, 0% | Ded, 30% | Ded, 50% Ded, 0% Ded, 30% Ded, 50%
Outpatient Behavioral Health Ded, 0% | Ded, 0% | Ded, 50% | Ded, 0% | Ded, 0% | Ded, 50% Ded, 0% Ded, 0% Ded, 50%
(ik;' 'j:y’\‘r:arji’;?u?)d“ty/ LTACH | Ded, 0% | Ded, 30% | Ded, 50% | Ded, 0% |Ded, 30% | Ded, 50% | Ded, 0% | Ded,30% | Ded, 50%
a%”gi'y”rzzt)fr:fj'fne)hab‘“tat“’” Ded, 0% | Ded, 30% | Ded, 50% | Ded, 0% |Ded, 30% | Ded,50% | Ded, 0% | Ded,30% | Ded, 50%
&%Tiﬁ::ﬁal i) Ded, 0% | Ded, 30% | Ded, 50% | Ded, 0% |Ded, 30% | Ded,50% | Ded, 0% | Ded,30% | Ded, 50%
Hospice Ded, 0% | Ded, 30% | Ded, 50% | Ded, 0% | Ded, 30% | Ded, 50% Ded, 0% Ded, 30% Ded, 50%
Generic Drug Ded, 0% | Ded, 0% | Ded, 50% | Ded, 0% | Ded, 0% | Ded, 50% Ded, $10 Ded, $10 Ded, 50%
Brand Name Formulary Ded, 0% | Ded, 0% | Ded, 50% | Ded, 0% | Ded, 0% | Ded, 50% Ded, $50 Ded, $50 Ded, 50%
Brand Name Non-Formulary Ded, 0% | Ded, 0% | Ded, 50% | Ded, 0% | Ded, 0% | Ded, 50% Ded, $100 Ded, $100 | Ded, 50%
Mail Order Mail Order Mail Order
Specialty Drugs** Ded, 0% | Ded, 0% [Only Ded,| Ded, 0% | Ded, 0% Only Ded, 0% Ded, 0% Only
50% Ded, 50% Ded, 50%
Mail Order 2.5x 2.5x N/A 2.5x 2.5x N/A 2.5x 2.5x N/A

Disclaimer: This is a draft of product offerings. The intention of this document is to provide an overview of the plans and
does not include plan exclusions and limitations.
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Three Tier Plans

Prime Care Choice

$500/20%

aencore
COMBINED

Prime Care Choice

$1000/20%

Plan Codes LPA LPB
Tier 1 Tier 2 Tier3 Tier 1 Tier 2 Tier3
Network  Network Out-of-Network Network Network  Out-of-Network
Annual Single Deductible $500 $1,000 $2,000 $1,000 $2,000 $4,000
Annual Family Deductible $1,000 $2,000 $4,000 $2,000 $4,000 $8,000
Annual OOP Max - Single $2,500 | $5,500 $26,100 $4,000 $7,000 $26,100
(incl Deductible, copay, and coinsurance)
Annual OOP Max - Family $5,000 | $11,000 $52,200 $8,000 | $13,000 $52,200
(incl Deductible, copay, and coinsurance)
PCP Office Visit $20 $20 Ded, 50% $25 $25 Ded, 50%
Specialist Office Visit (20% for Ancillary Services) $30 $30 Ded, 50% $40 $40 Ded, 50%
Preventive Care 0% 0% Not Covered 0% 0% Not Covered
Inpatient Hospital Services Ded, 20% Ded, 30% Ded, 50% Ded, 20% Ded, 30% Ded, 50%
Outpatient Hospital Services Ded, 20% Ded, 30% Ded, 50% Ded, 20% Ded, 30% Ded, 50%
Professional Services (In & Out) Ded, 20% Ded, 30% Ded, 50% Ded, 20% Ded, 30% Ded, 50%
Emergency Room $250 $250 $250 $250 $250 $250
Urgent Care Facility $30 $30 Ded, 50% $40 $40 Ded, 50%
Ambulance Ded, 20% Ded, 20% Ded, 20% Ded, 20% Ded, 20% Ded, 20%
PT/OT/Speech Therapy (20 visit annual max each) | Ded, 20% Ded, 30% Ded, 50% Ded, 20% Ded, 30% Ded, 50%
Chiropractic Services (15 visit annual max) $30 $30 Ded, 50% $40 $40 Ded, 50%
DME/QOrthotics & Prosthetic Devices Ded, 20% Ded, 30% Ded, 50% Ded, 20% Ded, 30% Ded, 50%
Inpatient Behavioral Health Ded, 20% Ded, 30% Ded, 50% Ded, 20% Ded, 30% Ded, 50%
Outpatient Behavioral Health $20 $20 Ded, 50% $25 $25 Ded, 50%
Skilled Nursing Facility/LTACH (45 day max) Ded, 20% Ded, 30% Ded, 50% Ded, 20% Ded, 30% Ded, 50%
Acute Inpatient Rehabilitation (45 day max) Ded, 20% Ded, 30% Ded, 50% Ded, 20% Ded, 30% Ded, 50%
Home Health (60 visit annual max) Ded, 20% Ded, 30% Ded, 50% Ded, 20% Ded, 30% Ded, 50%
Hospice Ded, 20% Ded, 30% Ded, 50% Ded, 20% Ded, 30% Ded, 50%

Generic Drug $10 $10 Ded, 50% $10 $10 Ded, 50%
Brand Name Formulary $30 $30 Ded, 50% $30 $30 Ded, 50%
Brand Name Non-Formulary $45 $45 Ded, 50% $45 $45 Ded, 50%

. Mail Order Onl Mail Order Onl
Specialty Drugs** Ded, 30% | Ded, 30% Ded, 50% y Ded, 30% | Ded, 30% Ded. 50% y
Mail Order 2.5x 2.5x N/A 2.5x 2.5x N/A

Disclaimer: This is a draft of product offerings. The intention of this document is to provide an overview of the plans and
does not include plan exclusions and limitations.
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Three Tier Plans

Prime Care Choice

$1500/20%

aencore
COMBINED

Prime Care Choice

$2000/20%

Plan Codes LPC LPD
Tier 1 Tier 2 Tier3 Tier 1 Tier 2 Tier3
Network  Network Out-of-Network Network Network  Out-of-Network
Annual Single Deductible $1,500 $3,000 $6,000 $2,000 $4,000 $8,000
Annual Family Deductible $3,000 $6,000 $12,000 $4,000 $8,000 $16,000
Annual OOP Max - Single $5000 | $8,000 $26,100 $5500 | $8,500 $26,100
(incl Deductible, copay, and coinsurance)
Annual OOP Max - Family $10,000 | $16,000 $52,200 $11,000 | $17,000 $52,200
(incl Deductible, copay, and coinsurance)
PCP Office Visit $25 $25 Ded, 50% $25 $25 Ded, 50%
Specialist Office Visit (20% for Ancillary Services) $40 $40 Ded, 50% $40 $40 Ded, 50%
Preventive Care 0% 0% Not Covered 0% 0% Not Covered
Inpatient Hospital Services Ded, 20% Ded, 30% Ded, 50% Ded, 20% Ded, 30% Ded, 50%
Outpatient Hospital Services Ded, 20% | Ded, 30% Ded, 50% Ded, 20% Ded, 30% Ded, 50%
Professional Services (In & Out) Ded, 20% Ded, 30% Ded, 50% Ded, 20% Ded, 30% Ded, 50%
Emergency Room $250 $250 $250 $250 $250 $250
Urgent Care Facility $40 $40 Ded, 50% $40 $40 Ded, 50%
Ambulance Ded, 20% Ded, 20% Ded, 20% Ded, 20% Ded, 20% Ded, 20%
PT/OT/Speech Therapy (20 visit annual max each) | Ded, 20% | Ded, 30% Ded, 50% Ded, 20% Ded, 30% Ded, 50%
Chiropractic Services (15 visit annual max) $40 $40 Ded, 50% $40 $40 Ded, 50%
DME/Orthotics & Prosthetic Devices Ded, 20% Ded, 30% Ded, 50% Ded, 20% Ded, 30% Ded, 50%
Inpatient Behavioral Health Ded, 20% | Ded, 30% Ded, 50% Ded, 20% Ded, 30% Ded, 50%
Outpatient Behavioral Health $25 $25 Ded, 50% $25 $25 Ded, 50%
Skilled Nursing Facility/LTACH (45 day max) Ded, 20% | Ded, 30% Ded, 50% Ded, 20% Ded, 30% Ded, 50%
Acute Inpatient Rehabilitation (45 day max) Ded, 20% | Ded, 30% Ded, 50% Ded, 20% Ded, 30% Ded, 50%
Home Health (60 visit annual max) Ded, 20% | Ded, 30% Ded, 50% Ded, 20% Ded, 30% Ded, 50%
Hospice Ded, 20% Ded, 30% Ded, 50% Ded, 20% Ded, 30% Ded, 50%

Generic Drug $10 $10 Ded, 50% $10 $10 Ded, 50%
Brand Name Formulary $40 $40 Ded, 50% $40 $40 Ded, 50%
Brand Name Non-Formulary $60 $60 Ded, 50% $60 $60 Ded, 50%
Specialty Drugs** . .
o o Mail Order Only o o Mail Order Only
Ded, 30% | Ded, 30% Ded, 50% Ded, 30% Ded, 30% Ded, 50%
Mail Order 2.5x 2.5x N/A 2.5% 2.5x N/A

Disclaimer: This is a draft of product offerings. The intention of this document is to provide an overview of the plans and
does not include plan exclusions and limitations.

43




aencore
COMBINED

Three Tier Plans

Prime Care Choice Prime Care Choice

$3500/20%

Prime Care Choice
$3000/20%

$2500/20%

Plan Codes LPE LPF LPG
Tier 1 Tier 2 (;-Letr:f- Tier 1 Tier 2 JL::‘;_ Tier 1 Tier 2 g:ﬁfo?;_
Network Network Network Network Network Network Network Network Network
Annual Single Deductible $2,500 | $5,000 | $10,000 $3,000 | $6,000 | $12,000 $3,500 $7,000 $14,000
Annual Family Deductible $5,000 | $10,000 | $20,000 $6,000 | $12,000 | $24,000 $7,000 | $14,000 [ $28,000

Annual OOP Max - Single
(incl Deductible, copay, & coinsurance)

Annual OOP Max - Family
(incl Deductible, copay, & coinsurance)

$5,500 $8,500 | $26,100 $6,000 $8,700 | $26,100 $7,000 $8,700 $26,100

$11,000 | $17,000 [ $52,200 $12,000 | $17,400 | $52,200 $14,000 | $17,400 [ $52,200

PCP Office Visit $30 $30 | Ded, 50% $30 $30 Ded, 50% $30 $30 Ded, 50%
(Szpoec;‘?gftA??lfaer;/ggmCes) $50 | $50 |Ded 50%| | $50 $50 |Ded, 50%| | $50 $50 | Ded, 50%
Preventive Care 0% 0% Co’:l/:::ed 0% 0% Co%g:ed 0% 0% Co,j;):ed
Inpatient Hospital Services Ded, 20% |Ded, 30% | Ded, 50% Ded, 20%| Ded, 30% | Ded, 50% Ded, 20% | Ded, 30% | Ded, 50%
Outpatient Hospital Services Ded, 20% | Ded, 30% | Ded, 50% Ded, 20%| Ded, 30% | Ded, 50% Ded, 20% | Ded, 30% | Ded, 50%
Professional Services (In & Out) Ded, 20% [Ded, 30% | Ded, 50% Ded, 20%| Ded, 30% [ Ded, 50% Ded, 20% | Ded, 30% | Ded, 50%
Emergency Room $350 $350 $350 $350 $350 $350 $350 $350 $350
Urgent Care Facility $50 $50 Ded, 50% $50 $50 Ded, 50% $50 $50 Ded, 50%
Ambulance Ded, 20% | Ded, 20% | Ded, 20% Ded, 20%| Ded, 20% | Ded, 20% Ded, 20% | Ded, 20% | Ded, 20%
PT/OT/Speech Therapy

. . Ded, 20% |Ded, 30%|Ded, 50% | |Ded, 20%| Ded, 30% | Ded, 50% Ded, 20% [ Ded, 30% | Ded, 50%
(20 visit annual maximum each)

(ﬁhs'rv‘?gtrﬁ'ncuilerm"';jfnum) $50 $50 |Ded, 50% $50 $50 |Ded, 50% $50 $50 | Ded, 50%

DME/Orthotics & Prosthetic Devices Ded, 20% [Ded, 30% | Ded, 50% Ded, 20%| Ded, 30% [ Ded, 50% Ded, 20% | Ded, 30% | Ded, 50%

Inpatient Behavioral Health Ded, 20% |Ded, 30% | Ded, 50% Ded, 20%| Ded, 30% | Ded, 50% Ded, 20% | Ded, 30% | Ded, 50%

Outpatient Behavioral Health $30 $30 Ded, 50% $30 $30 Ded, 50% $30 $30 Ded, 50%

Skilled Nursing Facility/LTACH

. Ded, 20% |Ded, 30%|Ded, 50% | |Ded, 20%| Ded, 30% | Ded, 50% Ded, 20% | Ded, 30% | Ded, 50%
(45 day maximum)

Acute Inpatient Rehabilitation Ded, 20% | Ded, 30%| Ded, 50% | |Ded, 20%| Ded, 30% | Ded, 50% | | Ded, 20% | Ded, 30% | Ded, 50%
(45 day maximum)

Home Health
(60 visit annual maximum)

Ded, 20% |Ded, 30%|Ded, 50% | |Ded, 20%| Ded, 30% [ Ded, 50% | |Ded, 20% | Ded, 30% | Ded, 50%

Hospice Ded, 20% | Ded, 30% | Ded, 50% Ded, 20%| Ded, 30% | Ded, 50% Ded, 20% | Ded, 30% | Ded, 50%
Generic Drug $15 $15 Ded, 50% $15 $15 Ded, 50% $15 $15 Ded, 50%
Brand Name Formulary $45 $45 Ded, 50% $45 $45 Ded, 50% $45 $45 Ded, 50%
Brand Name Non-Formulary $70 $70 Ded, 50% $70 $70 Ded, 50% $70 $70 Ded, 50%
Mail Order Mail Order| Mail Order
Specialty Drugs** Ded, 30% | Ded, 30% Only Ded, 30%| Ded, 30% Only Ded, 30% | Ded, 30% Only
Ded, 50% Ded, 50% Ded, 50%
Mail Order 2.5x 2.5x N/A 2.5x 2.5x N/A 2.5x 2.5x N/A

Disclaimer: This is a draft of product offerings. The intention of this document is to provide an overview of the plans and

does not include plan exclusions and limitations. 44



Three Tier Plans

Prime Care Choice

Plan Codes

Tier 1

Network

$5000 /20%

LPH
Tier 2

Network Out-of-Network

Tier 3

aencore
COMBINED

Prime Care Choice
$5000/50%

Tier 1

LPJ
Tier 2

Tier 3
Network Network Out-of-Network

Annual Single Deductible $5,000 $8,150 $16,300 $5,000 $8,150 $16,300
Annual Family Deductible $10,000 $16,300 $32,600 $10,000 [ $16,300 $32,600
Annual OOP Max - Single $8,700 $8,700 $26,100 $8,700 | $8,700 $26,100
(incl Deductible, copay, and coinsurance)
Annual OOP Max - Family $17,400 | $17,400 $52,200 $17,400 | $17,400 $52,200
(incl Deductible, copay, and coinsurance)
PCP Office Visit $30 $30 Ded, 50% $45 $45 Ded, 50%
Specialist Office Visit (20% for Ancillary Services) $50 $50 Ded, 50% $90 $90 Ded, 50%
Preventive Care 0% 0% Not Covered 0% 0% Not Covered
Inpatient Hospital Services Ded, 20% Ded, 30% Ded, 50% Ded, 50% | Ded, 50% Ded, 50%
Outpatient Hospital Services Ded, 20% Ded, 30% Ded, 50% Ded, 50% | Ded, 50% Ded, 50%
Professional Services (In & Out) Ded, 20% Ded, 30% Ded, 50% Ded, 50% | Ded, 50% Ded, 50%
Emergency Room $350 $350 $350 $500, 50%| $500, 50% $500, 50%
Urgent Care Facility $50 $50 Ded, 50% $100 $100 Ded, 50%
Ambulance Ded, 20% Ded, 20% Ded, 20% Ded, 50% | Ded, 50% Ded, 50%
e (h))T/ Speech Therapy (20 visitannual maximum | 1 4 509 | Ded,30% |  Ded, 50% Ded, 50% | Ded, 50% | Ded, 50%
Chiropractic Services (15 visit annual maximum) $50 $50 Ded, 50% $90 $90 Ded, 50%
DME/Orthotics & Prosthetic Devices Ded, 20% Ded, 30% Ded, 50% Ded, 50% | Ded, 50% Ded, 50%
Inpatient Behavioral Health Ded, 20% Ded, 30% Ded, 50% Ded, 50% | Ded, 50% Ded, 50%
Outpatient Behavioral Health $30 $30 Ded, 50% $45 $45 Ded, 50%
Skilled Nursing Facility/LTACH (45 day maximum) Ded, 20% Ded, 30% Ded, 50% Ded, 50% | Ded, 50% Ded, 50%
Acute Inpatient Rehabilitation (45 day maximum) Ded, 20% Ded, 30% Ded, 50% Ded, 50% | Ded, 50% Ded, 50%
Home Health (60 visit annual maximum) Ded, 20% Ded, 30% Ded, 50% Ded, 50% | Ded, 50% Ded, 50%
Hospice Ded, 20% Ded, 30% Ded, 50% Ded, 50% | Ded, 50% Ded, 50%
Generic Drug $15 $15 Ded, 50% $15 $15 Ded, 50%
Brand Name Formulary $45 $45 Ded, 50% $45 $45 Ded, 50%
Brand Name Non-Formulary $70 $70 Ded, 50% $70 $70 Ded, 50%

. - Mail Order Onl Mail Order Onl
Specialty Drugs Ded, 30% | Ded, 30% Deod, 50% Y| |Ded, 30% | Ded, 30% Ded. 50% Y
Mail Order 2.5x 2.5x N/A 2.5x 2.5x N/A

Disclaimer: This is a draft of product offerings. The intention of this document is to provide an overview of the plans and
does not include plan exclusions and limitations.
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aencore
COMBINED

Three Tier Plans

HSA Plan $3200/20% HSA Plan $3200/0%
LP7 LP8

Plan Codes

Tier 1 Tier 2 Tier 3 Tier 1 Tier 2 Tier 3
Network Network Out-of-Network Network Network Out-of-Network
Annual Single Deductible $3,200 $5,600 $11,200 $3,200 $5,600 $11,200
Annual Family Deductible $6,400 $11,200 $22,400 $6,400 $11,200 $22,400
Annual OOP Max - Single
(incl Deductible, and coinsurance) $6,000 $7,500 $21,150 $3,200 $7,500 $21,150
Annual OOP Max - Family $12,000 $15,000 $42,300 $6,400 $15,000 $42,300
(incl Deductible, and coinsurance)
Family Deductible / OOP Max Embedded Embedded
PCP Office Visit Ded, 20% Ded, 20% Ded, 50% Ded, 0% Ded, 0% Ded, 50%
Specialist Office Visit Ded, 20% Ded, 20% Ded, 50% Ded, 0% Ded, 0% Ded, 50%
Preventive Care 0% 0% Not Covered 0% 0% Not Covered
Inpatient Hospital Services Ded, 20% Ded, 30% Ded, 50% Ded, 0% Ded, 30% Ded, 50%
Outpatient Hospital Services Ded, 20% Ded, 30% Ded, 50% Ded, 0% Ded, 30% Ded, 50%
Professional Services (In & Out) Ded, 20% Ded, 30% Ded, 50% Ded, 0% Ded, 30% Ded, 50%
Emergency Room Ded, 20% Ded, 20% Ded, 20% Ded, 0% Ded, 0% Ded, 0%
Urgent Care Facility Ded, 20% Ded, 20% Ded, 50% Ded, 0% Ded, 0% Ded, 50%
Ambulance Ded, 20% Ded, 20% Ded, 20% Ded, 0% Ded, 0% Ded, 0%
f;éazi’tsapneneucaﬁ Therapy sach) Ded, 20% Ded, 30% Ded, 50% Ded, 0% Ded, 30% Ded, 50%
(ﬁg'rv‘fgtrzcnt:uifrmv':z;um) Ded, 20% Ded, 20% Ded, 50% Ded, 0% Ded, 0% Ded, 50%
DME/Orthotics & Prosthetic Devices Ded, 20% Ded, 30% Ded, 50% Ded, 0% Ded, 30% Ded, 50%
Inpatient Behavioral Health Ded, 20% Ded, 30% Ded, 50% Ded, 0% Ded, 30% Ded, 50%
Outpatient Behavioral Health Ded, 20% Ded, 20% Ded, 50% Ded, 0% Ded, 0% Ded, 50%
(SE '(‘jgy“n:’;‘iffuﬁ‘)c““y’ LTACH Ded, 20% | Ded,30% Ded, 50% Ded, 0% Ded, 30% Ded, 50%
acsugz;”gzﬂfngshab‘“ta“"” Ded, 20% Ded, 30% Ded, 50% Ded, 0% Ded, 30% Ded, 50%
E;gcaﬁ:jgﬂahﬂaanum) Ded, 20% Ded, 30% Ded, 50% Ded, 0% Ded, 30% Ded, 50%
Hospice Ded, 20% Ded, 30% Ded, 50% Ded, 0% Ded, 30% Ded, 50%
Generic Drug Ded, 20% Ded, 20% Ded, 50% Ded, 0% Ded, 0% Ded, 50%
Brand Name Formular Ded, 20% Ded, 20% Ded, 50% Ded, 0% Ded, 0% Ded, 50%
y
Brand Name Non-Formulary Ded, 20% Ded, 20% Ded, 50% Ded, 0% Ded, 0% Ded, 50%
Specialty Drugs** Ded, 30% Ded, 30% Ma:lDeO(;Idg(;o(any Ded, 0% Ded, 0% Ma:IDeOc;ldg(r)é/znly

Disclaimer: This is a draft of product offerings. The intention of this document is to provide an overview of the plans and
does not include plan exclusions and limitations. 46



Three Tier Plans Ppencore

HSA Plan $3500/20% HSA Plan $3500/0%
LP3 LP4

Plan Codes

Tier 1 Tier 2 Tier 3 Tier 1 Tier 2 Tier 3
Network Network Out-of-Network Network Network Out-of-Network
Annual Single Deductible $3,500 $7,000 $14,000 $3,500 $7,000 $14,000
Annual Family Deductible $7,000 $14,000 $28,000 $7,000 $14,000 $28,000
Annual OOP Max - Single $7,000 $7,500 $21,150 $3,500 $7,500 $21,150
(incl Deductible, and coinsurance)
Annual OOP Max - Family $14,000 $15,000 $42,300 $7,000 $15,000 $42,300
(incl Deductible, and coinsurance)
Family Deductible / OOP Max Embedded Embedded
PCP Office Visit Ded, 20% Ded, 20% Ded, 50% Ded, 0% Ded, 0% Ded, 50%
Specialist Office Visit Ded, 20% Ded, 20% Ded, 50% Ded, 0% Ded, 0% Ded, 50%
Preventive Care 0% 0% Not Covered 0% 0% Not Covered
Inpatient Hospital Services Ded, 20% Ded, 30% Ded, 50% Ded, 0% Ded, 30% Ded, 50%
Outpatient Hospital Services Ded, 20% Ded, 30% Ded, 50% Ded, 0% Ded, 30% Ded, 50%
Professional Services (In & Out) Ded, 20% Ded, 30% Ded, 50% Ded, 0% Ded, 30% Ded, 50%
Emergency Room Ded, 20% Ded, 20% Ded, 20% Ded, 0% Ded, 0% Ded, 0%
Urgent Care Facility Ded, 20% Ded, 20% Ded, 50% Ded, 0% Ded, 0% Ded, 50%
Ambulance Ded, 20% Ded, 20% Ded, 20% Ded, 0% Ded, 0% Ded, 0%
(PzTo/Cv)iL/tsfnefuC; Therapy oach) Ded, 20% Ded, 30% Ded, 50% Ded, 0% Ded, 30% Ded, 50%
SEQTSEZ?ACuzm':z;um) Ded, 20% Ded, 20% Ded, 50% Ded, 0% Ded, 0% Ded, 50%
DME/QOrthotics & Prosthetic Devices Ded, 20% Ded, 30% Ded, 50% Ded, 0% Ded, 30% Ded, 50%
Inpatient Behavioral Health Ded, 20% Ded, 30% Ded, 50% Ded, 0% Ded, 30% Ded, 50%
Outpatient Behavioral Health Ded, 20% Ded, 20% Ded, 50% Ded, 0% Ded, 0% Ded, 50%
S{é‘ '(jjy'\‘r:arji';?uij‘)c“‘ty/ LTACH Ded, 20% Ded, 30% Ded, 50% Ded, 0% Ded, 30% Ded, 50%
&CSUQ‘ZL”gZifQEfn‘jhab“‘ta“o” Ded, 20% Ded, 30% Ded, 50% Ded, 0% Ded, 30% Ded, 50%
(Hé%”;z realth aximum) Ded, 20% Ded, 30% Ded, 50% Ded, 0% Ded, 30% Ded, 50%
Hospice Ded, 20% Ded, 30% Ded, 50% Ded, 0% Ded, 30% Ded, 50%
Generic Drug Ded, 20% Ded, 20% Ded, 50% Ded, 0% Ded, 0% Ded, 50%
Brand Name Formular Ded, 20% Ded, 20% Ded, 50% Ded, 0% Ded, 0% Ded, 50%
y
Brand Name Non-Formulary Ded, 20% Ded, 20% Ded, 50% Ded, 0% Ded, 0% Ded, 50%
Specialty Drugs** Ded, 30% Ded, 30% Mallljgéldg(r)s/znly Ded, 0% Ded, 0% Ma:IDeOdrfig(;cEany

Disclaimer: This is a draft of product offerings. The intention of this document is to provide an overview of the plans and
does not include plan exclusions and limitations.
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Three

Plan Codes

ier Plans

HSA Plan $5000/0%

Tier 1

Network

LP5
Tier 2

Tier 3

Network Out-of-Network

aencore
COMBINED

HSA Plan $6500/0%

Tier 1
Network

LP6
Tier 2

Network Out-of-Network

Tier 3

Annual Single Deductible $5,000 $6,500 $13,800 $6,500 $6,750 $19,500

Annual Family Deductible $10,000 $13,000 $27,600 $13,000 $13,500 $39,000

Annual OOP Max - Single $5,000 $7,500 $21,150 $7,500 $7,500 $21,150

(incl Deductible, coinsurance)

%ﬁ’;fge%uocpﬁmzxc'oﬁi::j'ryance) $10,000 $15,000 $42,300 $15,000 $15,000 $42,300

Family Deductible / OOP Max Embedded Embedded

PCP Office Visit Ded, 0% Ded, 0% Ded, 50% Ded, 0% Ded, 0% Ded, 50%

Specialist Office Visit Ded, 0% Ded, 0% Ded, 50% Ded, 0% Ded, 0% Ded, 50%

Preventive Care 0% 0% Not Covered 0% 0% Not Covered

Inpatient Hospital Services Ded, 0% Ded, 30% Ded, 50% Ded, 0% Ded, 30% Ded, 50%

Outpatient Hospital Services Ded, 0% Ded, 30% Ded, 50% Ded, 0% Ded, 30% Ded, 50%

P p

Professional Services (In & Out) Ded, 0% Ded, 30% Ded, 50% Ded, 0% Ded, 30% Ded, 50%

Emergency Room Ded, 0% Ded, 0% Ded, 0% Ded, 0% Ded, 0% Ded, 0%
gency

Urgent Care Facili Ded, 0% Ded, 0% Ded, 50% Ded, 0% Ded, 0% Ded, 50%

g ty

Ambulance Ded, 0% Ded, 0% Ded, 0% Ded, 0% Ded, 0% Ded, 0%

(P%(V)i;’tsapnerfuc:l Therapy oach) Ded, 0% | Ded, 30% | Ded,50% Ded, 0% | Ded,30% | Ded,50%

Chiropractic Services (15 visit annual maximum) Ded, 0% Ded, 0% Ded, 50% Ded, 0% Ded, 0% Ded, 50%
P

DME/QOrthotics & Prosthetic Devices Ded, 0% Ded, 30% Ded, 50% Ded, 0% Ded, 30% Ded, 50%

Inpatient Behavioral Health Ded, 0% Ded, 30% Ded, 50% Ded, 0% Ded, 30% Ded, 50%

Outpatient Behavioral Health Ded, 0% Ded, 0% Ded, 50% Ded, 0% Ded, 0% Ded, 50%

p

Skilled Nursing Facility/LTACH (45 day maximum) Ded, 0% Ded, 30% Ded, 50% Ded, 0% Ded, 30% Ded, 50%

Acute Inpatient Rehabilitation (45 day maximum) Ded, 0% Ded, 30% Ded, 50% Ded, 0% Ded, 30% Ded, 50%

Home Health (60 visit maximum) Ded, 0% Ded, 30% Ded, 50% Ded, 0% Ded, 30% Ded, 50%

Hospice Ded, 0% Ded, 30% Ded, 50% Ded, 0% Ded, 30% Ded, 50%

Generic Drug Ded, 0% Ded, 0% Ded, 50% Ded, $10 Ded, $10 Ded, 50%

Brand Name Formulary Ded, 0% Ded, 0% Ded, 50% Ded, $50 Ded, $50 Ded, 50%

Brand Name Non-Formulary Ded, 0% Ded, 0% Ded, 50% Ded, $100 Ded, $100 Ded, 50%
. Mail Order Only Mail Order Only

*% o) [o) o) Oy
Specialty Drugs Ded, 0% Ded, 0% Ded, 50% Ded, 30% Ded, 30% Ded, 50%

Disclaimer: This is a draft of product offerings. The intention of this document is to provide an overview of the plans and
does not include plan exclusions and limitations.
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Two Tier Plans

a€nNcore

PC Choice PC Choice PC Choice PC Choice PC Choice
$500/20% $1000/20% $1500/20% $2000/20% $2500/20%
Plan Codes
Annual Single Deductible $500 $1,000 $1,500 $2,000 $2,500
Annual Family Deductible $1,000 $2,000 $3,000 $4,000 $5,000
Annual OOP Max - Single $2,500 $4,000 $5,000 $5,500 $5,500
(incl Deductible, copay, & coinsurance)
Annual OOP Max - Family
(incl Deductible, copay, & coinsurance) $5,000 $8,000 $10,000 $11,000 e
PCP Office Visit $20 $25 $25 $25 $30
Specialist Office Visit (20% for Ancillary Services) $30 $40 $40 $40 $50
Preventive Care 0% 0% 0% 0% 0%
Inpatient Hospital Services Ded, 20% Ded, 20% Ded, 20% Ded, 20% Ded, 20%
Outpatient Hospital Services Ded, 20% Ded, 20% Ded, 20% Ded, 20% Ded, 20%
Professional Services (In & Out) Ded, 20% Ded, 20% Ded, 20% Ded, 20% Ded, 20%
Emergency Room $250 $250 $250 $250 $350
Urgent Care Facility $30 $40 $40 $40 $50
Ambulance Ded, 20% Ded, 20% Ded, 20% Ded, 20% Ded, 20%
PT/OT/Speech Therapy Ded, 20% Ded, 20% Ded, 20% Ded, 20% Ded, 20%
(20 visit annual maximum each)
Chiropractic Services (15 visit annual maximum) $30 $40 $40 $40 $50
DME/Orthotics & Prosthetic Devices Ded, 20% Ded, 20% Ded, 20% Ded, 20% Ded, 20%
Inpatient Behavioral Health Ded, 20% Ded, 20% Ded, 20% Ded, 20% Ded, 20%
Outpatient Behavioral Health $20 $25 $25 $25 $30
Skilled Nursing Facility/LTACH (45 day maximum) Ded, 20% Ded, 20% Ded, 20% Ded, 20% Ded, 20%
| i Rehabilitati 4 i
Acute Inpatient Rehabilitation (45 day maximum) Ded, 20% Ded, 20% Ded, 20% Ded, 20% Ded, 20%
Home Health (60 visit maximum) Ded, 20% Ded, 20% Ded, 20% Ded, 20% Ded, 20%
Hospice Ded, 20% Ded, 20% Ded, 20% Ded, 20% Ded, 20%
Out of Network:
Annual Single Deductible $2,000 $4,000 $6,000 $8,000 $10,000
Annual Family Deductible $4,000 $8,000 $12,000 $16,000 $20,000
Coinsurance for All Services* 50% 50% 50% 50% 50%
Annual OOP Max - Single $26,100 $26,100 $26,100 $26,100 $26,100
Annual OOP Max - Family $52,200 $52,200 $52,200 $52,200 $52,200
Generic Drug $10 $10 $10 $10 $15
Brand Name Formulary $30 $30 $40 $40 $45
Brand Name Non-Formulary $45 $45 $60 $60 $70
Specialty Drugs ** Ded, 30% Ded, 30% Ded, 30% Ded, 30% Ded, 30%
Mail Order 2.5x 2.5x 2.5x 2.5x 2.5x

Disclaimer: This is a draft of product offerings. The intention of this document is to provide an overview of the plans and
does not include plan exclusions and limitations.
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Two Tier Plans

aencore
COMBINED

$3000/20% $3500/20% $5000/20% $5000/50%

Plan Codes 7AX 7AY 7AZ
/Annual Single Deductible $3,000 $3,500 $5,000 $5,000
/Annual Family Deductible $6,000 $7,000 $10,000 $10,000
(i Deductble, copy. & coinsurance) 56,000 $7,000 $8,700 $8,700
e Dedoatble com'd. coinsurance) $12,000 $14,000 $17,400 $17,400
PCP Office Visit $30 $30 $30 $45
(30% for Ancillny Services 850 §50 $50 e
Preventive Care 0% 0% 0% 0%
Inpatient Hospital Services Ded, 20% Ded, 20% Ded, 20% Ded, 50%
Outpatient Hospital Services Ded, 20% Ded, 20% Ded, 20% Ded, 50%
Professional Services (In & Out) Ded, 20% Ded, 20% Ded, 20% Ded, 50%
Emergency Room $350 $350 $350 $500,50%
Urgent Care Facility $50 $50 $50 $90
/Ambulance Ded, 20% Ded, 20% Ded, 20% Ded, 50%
e each) Ded, 20% Ded, 20% Ded, 20% Ded, 50%
Chiropractic Services (15 visit annual maximum) $50 $50 $50 $90
DME/Orthotics & Prosthetic Devices Ded, 20% Ded, 20% Ded, 20% Ded, 50%
Inpatient Behavioral Health Ded, 20% Ded, 20% Ded, 20% Ded, 50%
Outpatient Behavioral Health $30 $30 $30 $45
Skilled Nursing Facility/LTACH (45 day maximum) Ded, 20% Ded, 20% Ded, 20% Ded, 50%
Acute Inpatient Rehabilitation (45 day maximum) Ded, 20% Ded, 20% Ded, 20% Ded, 50%
Home Health (60 visit maximum) Ded, 20% Ded, 20% Ded, 20% Ded, 50%
Hospice Ded, 20% Ded, 20% Ded, 20% Ded, 50%
Annual Single Deductible $12,000 $14,000 $16,300 $16,300
Annual Family Deductible $24,000 $28,000 $32,600 $32,600
Coinsurance for All Services* 50% 50% 50% 50%
Annual OOP Max - Single $26,100 $26,100 $26,100 $26,100
/Annual OOP Max - Family $52,200 $52,200 $52,200 $52,200
Phamacy:
Generic Drug $15 $15 $15 $15
Brand Name Formulary $45 $45 $45 $45
Brand Name Non-Formulary $70 $70 $70 $70
Specialty Drugs ** Ded, 30% Ded, 30% Ded, 30% Ded, 30%
Mail Order 2.5x 2.5x 2.5x 2.5x

Disclaimer: This is a draft of product offerings. The intention of this document is to provide an overview of the plans and
does not include plan exclusions and limitations.
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" 2eNcore
Two Tier Plans S
$3200/20% $3200/0% $3500/20%

Plan Code 7YJ 7YL 7YP
Annual Single Deductible $3,200 $3,200 $3,500
Annual Family Deductible $6,400 $6,400 $7,000
::c?luglec?u?:gbl\l/l:znjlsogilr?surance) $6,000 $3,000 $7,000
ﬁ:(?luglegucz’zbl\l/l;);r;gac?ilzurance) $12,000 $6,000 $14,000
Family Deductible / OOP Max Embedded Embedded Embedded
PCP Office Visit Ded, 20% Ded, 0% Ded, 20%
Specialist Office Visit Ded, 20% Ded, 0% Ded, 20%
Preventive Care 0% 0% 0%
Inpatient Hospital Services Ded, 20% Ded, 0% Ded, 20%
Outpatient Hospital Services Ded, 20% Ded, 0% Ded, 20%
Professional Services (In & Out) Ded, 20% Ded, 0% Ded, 20%
Emergency Room Ded, 20% Ded, 0% Ded, 20%
Urgent Care Facility Ded, 20% Ded, 0% Ded, 20%
Ambulance Ded, 20% Ded, 0% Ded, 20%
PT/OT/Speech Therapy (20 visit annual maximum each) Ded, 20% Ded, 0% Ded, 20%
Chiropractic Services (15 visit annual maximum) Ded, 20% Ded, 0% Ded, 20%
DME/Orthotics & Prosthetic Devices Ded, 20% Ded, 0% Ded, 20%
Inpatient Behavioral Health Ded, 20% Ded, 0% Ded, 20%
Outpatient Behavioral Health Ded, 20% Ded, 0% Ded, 20%
Skilled Nursing Facility/LTACH (45 day maximum) Ded, 20% Ded, 0% Ded, 20%
Acute Inpatient Rehabilitation (45 day maximum) Ded, 20% Ded, 0% Ded, 20%
Home Health (60 visit maximum) Ded, 20% Ded, 0% Ded, 20%
Hospice Ded, 20% Ded, 0% Ded, 20%
Annual Single Deductible $11,200 $11,200 $14,000
Annual Family Deductible $22,400 $22,400 $28,000
Coinsurance for All Services* 50% 50% 50%
Annual OOP Max - Single $21,150 $21,150 $21,150
Annual OOP Max - Family $42,300 $42,300 $42,300
Pharmacy:
Generic Drug Ded, 20% Ded, 0% Ded, 20%
Brand Name Formulary Ded, 20% Ded, 0% Ded, 20%
Brand Name Non-Formulary Ded, 20% Ded, 0% Ded, 20%
Specialty Drugs ** Ded, 30% Ded, 0% Ded, 30%

Disclaimer: This is a draft of product offerings. The intention of this document is to provide an overview of the plans and

does not include plan exclusions and limitations.
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Two Tier Plans

aencore
COMBINED

HSA HSA HSA
$3500/0% $5000/0% $6500/0%
7YQ 7YR 7YS

Plan Code
Annual Single Deductible $3,500 $5,000 $6,500
Annual Family Deductible $7,000 $10,000 $13,000
Annual OOP Max - Single Single
(incl Deductible and coinsurance) $3,500 $5,000 $7,500
Annual OOP Max - Family
(incl Deductible and coinsurance) $7,000 $10,000 $15,000
Family Deductible / OOP Max Embedded Embedded Embedded
PCP Office Visit Ded, 0% Ded, 0% Ded, 0%
Specialist Office Visit Ded, 0% Ded, 0% Ded, 0%
Preventive Care 0% 0% 0%
Inpatient Hospital Services Ded, 0% Ded, 0% Ded, 0%
Outpatient Hospital Services Ded, 0% Ded, 0% Ded, 0%
Professional Services (In & Out) Ded, 0% Ded, 0% Ded, 0%
Emergency Room Ded, 0% Ded, 0% Ded, 0%
Urgent Care Facility Ded, 0% Ded, 0% Ded, 0%
Ambulance Ded, 0% Ded, 0% Ded, 0%
PT/OT/Speech Therapy (20 visit annual maximum Ded, 0% Ded, 0% Ded, 0%
each)
Chiropractic Services (15 visit annual maximum) Ded, 0% Ded, 0% Ded, 0%
DME/Orthotics & Prosthetic Devices Ded, 0% Ded, 0% Ded, 0%
Inpatient Behavioral Health Ded, 0% Ded, 0% Ded, 0%
Outpatient Behavioral Health Ded, 0% Ded, 0% Ded, 0%
Skilled Nursing Facility/LTACH (45 day maximum) Ded, 0% Ded, 0% Ded, 0%
Acute Inpatient Rehabilitation (45 day maximum) Ded, 0% Ded, 0% Ded, 0%
Home Health (60 visit maximum) Ded, 0% Ded, 0% Ded, 0%
Hospice Ded, 0% Ded, 0% Ded, 0%

Out of Network:

Annual Single Deductible $14,000 $13,800 $19,500
Annual Family Deductible $28,000 $27,600 $39,000
Coinsurance for All Services* 50% 50% 50%

Annual OOP Max - Single $21,150 $21,150 $21,150
Annual OOP Max - Family $42,300 $42,300 $42,300

Generic Drug Ded, 0% Ded, 0% Ded, $10
Brand Name Formulary Ded, 0% Ded, 0% Ded, $50
Brand Name Non-Formulary Ded, 0% Ded, 0% Ded, $100
Specialty Drugs ** Ded, 0% Ded, 0% Ded, 30%

Disclaimer: This is a draft of product offerings. The intention of this document is to provide an overview of the plans and

does not include plan exclusions and limitations.
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READY FOR A QUOTE?

Required ltems to

o6 0 © 006@

Employer Information
Employer's Name, Employer's Address, SIC Code, Total Eligible

Effective Date

Census

Employee’s Name & DOB, Dependent's Name(s) & DOB(s),
Spouse’s Name & DOB, Employee's Gender, Employee’s Zip
Code, Coverage Tiers, and Plan Selection if Multiple Plans

2-3 Years of Claim Data

Medical Paid Claims by Month, RX Paid Claims by Month, High
Cost Member Paid Claims together with Diagnosis and Prognosis
Prefer at least 8 months of current plan

SIHO Applications

If claims data is not available, applications are required.
Signed within 60 days

Current Plan Design or Renewal Rates
Renewal Rates preferred

Desired Plan Options

Sales.Quotes@siho.org
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MEET YOUR SALES TEAM

| -
dh Deaconess
OneCare

Good Samaritan
Direct Health

Contact Lisa Blankenship

Phone 812.447.5565
Email Lisa. Blankenship@siho.org
$% Conmuni aencore
A Health DI:th 29 COMBINED

Contact John Sadtler Jr.
Phone 812.341.1099

Email JC.Sadtler@siho.org
S“.K’ # PARKVIEW yencore
@) COMBINED
NETWORK
Contact Troy Harsh
Phone 812.447.6182

Email Troy. Harsh@siho.org
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YOUR NOTES



ﬂm INSURANCE
SERVICES
LOCAL COMPETITIVE EXCEPTIONAL

SIHO prides itself on making the shift from being
customer-focused to a customer-centric organization to
create a best in class experience through communications,
services, and products.

SIHO's team has the training and resources to help members
navigate through their medical events and ensures that the
administration of the health plan operates efficiently.

At SIHO, we strive to consistently provide exceptional
customer service by exceeding expectations and anticipating
the needs of our Customers.

Connect with us!

www.siho.org
812.378.7000

Sales.Quotes@siho.org
www.facebook.com/SIHOInsuranceServices

Because plan details change
Certificate of Coverage
ans, contact your
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