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TO ALL ELIGIBLE EMPLOYEES:

The Plan is designed to provide adequate protection and to meet the health needs of You and Your dependents.
The purpose of the Plan is to help protect You and Your family from the financial problems that can be caused by
an accident or sickness.

The Plan is as comprehensive as possible while being consistent with sound financial policy. To help You
understand the Plan and how it will best serve You, the following pages of this Summary describe the Benefits
available.

We hope that each of You will enjoy good health throughout Your career, but injuries and sickness are always a
possibility and usually uncxpccted and expensive.

Should You have any questions about Your Coverage, please contact Your Employer.
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Discrimination is Against the Law
Your Plan Administrator complies with applicable Federal civil rights laws and does not discriminate
on the basis of race, color, national origin, age, disability, or sex. Your Plan Administrator does not
exclude people or treat them differently because of race, color, national origin, age, disability, or sex.

Your Plan Administrator:
• Provides free aids and services to people with disabilities to communicate effectively with us,

such as:
o Qualified sign language interpreters
o Written information in other formats (large print, audio, accessible electronic formats,

other formats)
• Provides free language services to people whose primary language is not English, such as:

o Qualified interpreters
o Information written in other languages

If you need these services, contact Customer Service, 816-395-6340 (local), 844-395-7126 (Toll
free), languagehelp@bluekc.com.

If you believe that your Plan Administrator has failed to provide these services or discriminated in
another way on the basis of race, color, national origin, age, disability, or sex, you can file a
grievance by directly contacting your Plan Administrator. You can file a grievance in person or by
mail, or email. If you need help filing a grievance, your Plan Administrator is available to help you.
You can also file a civil rights complaint with the U.S. Department of Health and Human Services,
Office for Civil Rights electronically through the Office for Civil Rights Complaint Portal, available at
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at:

U.S. Department of Health and Human Services
200 Independence Avenue, SW
Room 509F, HHH Building
Washington, D.C. 20201
1-800-368-1019, 800-537-7697 (TDD)

Complaint forms are available at http ://www.hhs.gov/ocr/office/flle/index.html.

If you, or someone you’re helping, has questions, you have the right to get help and information in
your language at no cost. To talk to an interpreter, call 1-844-395-7126.

Spanish:
ATENCION: si habla espanol, tiene a su disposiciOn servicios gratuitos de asistencia lingüIstica. Llame
al 1-844-395-7126 (TrY: 1-816-842-5607).

Chinese
1-844-395-7126 (Tfl 1-816-842-

5607).

Vietnamese: - -

CHU Y: Nêu ban nói Tiëng Viêt, có các dich vii ha trd ngân ng mien phi dành cho ban. Goi so’ 1-844-
395-7126 (TrY: 1-816-842-5607).

German:
ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen zur
Verfugung. Rufnummer: 1-844-395-7126 (TTY: 1-816-842-5607).
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Korean:
Sj: AFFAI 01 XI MdI 0lt[ %1SLIC[. 1-844-395-7126
(TrY: 1-816-842-5607) I2 éi[8H JAI2.

Serbo-Croatian:
OBAVJESTENJE: Ako govorite srpsko-hrvatski, usluge jezi&e pomoái dostupne su yam besplatno.
Nazovite 1-844-395-7126 (TrY- Telefon za osobe sa oteáenim govorom Wi sluhom: 1-816-842-
5607).

Arabic:
.aiI 844-395-7126-1) .J#A)3 }1P.t,311 sac.L1 iIl :Zhp.k

.(816-842-5607-1

Russian:
BHVMAHME: Ecnw Bb OBOWT Ha PYCCKOM 3bIKe, TO BM OCTynHbI Gecnnamble ycnyrw nepesoaa.
3BOHMTe 1-844-395-7126. (TeneTain: 1-816-842-5607).

French:
ATTENTION: Si vous parlez français, des services daide linguistique vous sont proposes
gratuitement. Appelez le 1-844-395-7126 CATS: 1-816-842-5607).

Tagalog:
PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa
wika nang walang bayad. Tumawag sa 1-844-395-7126 (TrY: 1-816-842-5607).

Laotian:
2u0q90: rpd, uiuc59w,, o, n’rnu3n9uoE)cmeouw9’), 7oe.n5thjd, ccthjBtSau?tuj,u. 2tns 1-
844-395-7126. (Tn: 1-816-842-5607).

Pennsylvanian Dutch:
Wann du schwetzscht, kannscht du mitaus Koschte ebber gricke, ass dihr helft mit die englisch
Schprooch. Rut selli Nummer uff: Call 1-844-395-7126 (TrY: 1-816-842-5607).

Persian:
1-844-395-7126 (flY: 1-816-842-J.,ait .?sIj I).JJJa ,&ij Ji :ej

Lj5607)

Cushite:
XIYYEEFFANNAA: Afaan dubbattu Oroomiffa, tajaajila gargaarsa afaanU, kanfaltiidhaan ala, ni
argama. Bilbilaa 1-844-395-7126 (1Tf: 1-816-842-5607).

Portuguese:
ATENçA0: Se fala poftuguês, encontram-se disponiveis serviços linguisticos, gratis. Ligue para 1-
844-395-7126 (flY: 1-816-842-5607).

For flY services, please call 1-816-842-5607.
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BENEFIT SCHEDULE

Group Name: Board of Public Utilities Effective Date: October I, 2020
Preexisting Condition Exclusion Period: None Dependent Limiting Age: 26

The Covered Services described in the Benefit Schedule are subject to the conditions, limitations and exclusions of the Plan.

Your Plan Type is an Exclusive Provider Organization (EPO). Members must receive all care from Tn-Network Providers,
except for Emergency Services. Services provided by Out-of-Network Providers are not covered, except as specifically
provided. Please see the Covered Services section for further infonnation.

IN-NETWORK PROVIDER OUT-OF-NETWORK PROVIDER

Covered Services Copayment, Coinsurance and Coinsurance and Limitations
Limitations

Out-of-Pocket Maximum $6,350 / $12,700 Does not apply
Individual / Family

Primary Care Office Visit $20 Copayment Not applicable

Specialty Care Office Visit $20 Copayment Not covered

Urgent Care $20 Copayment Not covered

Routine Preventive Care — (See the No Copayment Not covered
Routine Preventive Care Benefit
under the Covered Services Section
for a Description of Routine
Preventive Services for which You
have Benefits.

Diagnostic and Routine Preventive No Copaymcnt Not covered
Mammograms, Pap Smears and
PSA tests.

Emergency Services $100 Copayment SlOO Copayment

Copaynient waived fadmiued to a Hospital

Ambulance No CopaymenE No Copayment
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BENEFIT SCHEDULE

TN-NETWORK PROVIDER OUT-OF-NETWORK PROVIDER

Covered Services Copayment, Coinsurance and Coinsurance and Limitations
Limitations

Inpatient hospital Services No Copayrnent Not covered

Outpatient Services in a Hospital or No Copayment Not covered
Other Outpatient Facility

Lab drawn and processed in a
Spira Care Center Provider No Copayment Not covered
Physician’s Office
(excluding allergy testing)
Lab drawn and processed in a
Physician’s Office/Independent Lab No Copayment Not covered
(excluding allergy testing)
X-ray and other Radiology
Procedures Performed in a Spira No Copayrnent Not covered
Care Clinic Provider’s Office
(unless otherwise specified)
X-ray and other Radiology
Procedures Performed in a No Copayment Not covered
Physician’s Office/Independent Lab
(unless otherwise specified)

Durable Medical Equipment No Copayment Not covered

Not covered
Outpatient Therapy (Speech, No Copayment
Hearing, Physical, and
Occupational Services)

Not covered
Outpatient Substance Abuse No Copayrnent

Not covered
Inpatient Substance Abuse No Copayrnent

Not covered
Outpatient Mental Illness No Copayment
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BENEFIT SCHEDULE

IN-NETWORK PROVIDER OUT-OF-NETWORK PROVIDER

Covered Services Copayment, Coinsurance and Coinsurance and Limitations
Limitations

Not covered
Inpatient Mental Illness No Copayrnent

Organ Transplant No Copayrnent Not covered

Outpatient Prescription Drugs Covered through Savkx

$1,000 Calendar Year Out-oJPocket Maxima;;:
(Individual/Family)

Short-Term Generic $5.00 Copayment S5.O0 Copayment
Supplies Formulary $20.00 Copayment $20.00 Copayment

Non-Fnrmulary $30.00 Copayment $30.00 Copayment
Long-Term Generic $3.00 Copayrnent $3.00 Copayment
Supplies (mail Formulary $20.00 Copayment $20.00 Copayment
order) Non-Formulary $30.00 Copayment $30.00 Copayment

Impotency Drugs Applicable Copayment Applicable Copayment

Routine Vision Exam See ‘oi’ered Services Section

Chiropractic Services $20 Copayment Not covered

30 visit Calendar Year Maxunum eipe;won)

Lifetime Maximum Unlimited
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TO ALL ELIGIBLE EMPLOYEES:

The Plan is designed to provide adequate protection and to meet the health needs of You and Your dependents.
The purpose of the Plan is to help protect You and Your family from the financial problems that can be caused by
an accident or sickness.

The Plan is as comprehensive as possible while being consistent with sound financial policy. To help You
understand the Plan and how it will best scrve You, the following pages of this Summary describe the Benefits
available.

We hope that each of You will enjoy good health throughout Your career, but injuries and sickness arc always a
possibiLity and usually unexpected and expensive.

Should You have any questions about Your Coverage, please contact Your Employer.
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Discrimination is Against the Law
Your Plan Administrator complies with applicable Federal civil rights laws and does not discriminate
on the basis of race, color, national origin, age, disability, or sex. Your Plan Administrator does not
exclude people or treat them differently because of race, color, national origin, age, disability, or sex.

Your Plan Administrator:
• Provides free aids and services to people with disabilities to communicate effectively with us,

such as:
o Qualified sign language interpreters
o Written information in other formats (large print, audio, accessible electronic formats,

other formats)
• Provides free language services to people whose primary language is not English, such as:

o Qualified interpreters
o Information written in other languages

If you need these services, contact Customer Service, 816-395-6340 (local), 844-395-7126 (Toll
free), languagehelp@bluekc.com.

If you believe that your Plan Administrator has failed to provide these services or discriminated in
another way on the basis of race, color, national origin, age, disability, or sex, you can file a
grievance by directly contacting your Plan Administrator. You can file a grievance in person or by
mail, or email. If you need help filing a grievance, your Plan Administrator is available to help you.
You can also file a civil rights complaint with the U.S. Department of Health and Human Services,
Office for Civil Rights electronically through the Office for Civil Rights Complaint Portal, available at
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at:

U.S. Department of Health and Human Services
200 Independence Avenue, SW
Room 509F, HHH Building
Washington, D.C. 20201
1-800-368-1019, 800-537-7697 (TDD)

Complaint forms are available at http:f/www.hhs.gov/ocr/office/file/index.html.

If you, or someone you’re helping, has questions, you have the right to get help and information in
your language at no cost. To talk to an interpreter, call 1-844-395-7126.

Spanish:
ATENCION: si habla español, tiene a su disposición servicios gratuitos de asistencia linguistica. Llame
al 1-844-395-7126 (TrY: 1-816-842-5607).

Chinese
5:ulc’ Q1j 1-844-395-7126 (TrY: 1-816-842-
5607).

Vietnamese: -

CHU Y: Nêu ban nói Tiêng Viêt, có các dich vu ho trd ngôn ngO mien phi dành cho ban. Gai sô 1-844-
395-7126 (TrY: 1-816-842-5607).

German:
ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen zur
Verfugung. Rufnummer: 1-844-395-7126 (Tr’: 1-816-842-5607).
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Korean:
2J: 0j A[t[Al , 01 X1 MUl Olt[ + jLICf. 1-844-395-7126
(TrY: 1-816-842-5607) JfK AI2.

Serbo-Croatian:
OBAVJESTENJE: Ako govorite srpsko-hrvatski, usluge jezi&e pomoãi dostupne su yam besplatno.
Nazovite 1-844-395-7126 (TrY- Telefon za osobe sa oteéenim govorom Hi sluhom: 1-816-842-
5607).

Arabic:
A S2I: 844-395-7126-1) Sy J:i .L?-14S jijzZjjili iLA c.&J ZaflI fiS iZS

.(816-842-5607-1

Russian:
BHMMAHME: Ecnw BbI OBOMT Ha CCKOM 3bIKe, TO BM jOCflHbI SecnnaTHble ycsiyrw nepeBoJa.
3BoHwTe 1-844-395-7126. (TeneTaIin: 1-816-842-5607).

French:
ATTENTION: Si vous parlez français, des services d’aide hnguistique vous sont proposes
gratuitement. Appelez le 1-844-395-7126 (ATS: 1-816-842-5607).

Taga log:
PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa
wika nang walang bayad. Tumawag sa 1-844-395-7126 (Tn: 1-816-842-5607).

Laotian:

2uo,u: tjd th,uc,w, no, !o€n5thj€i, ccthjflt3et2th,u. Iws 1-
844-395-7126. (Tn: 1-816-842-5607).

Pennsylvanian Dutch:
Wann du schwetzscht, kannscht du mitaus Koschte ebber gricke, ass dihr helft mit die englisch
Schprooch. Ruf selli Nummer uff: Call 1-844-395-7126 (TrY: 1-816-842-5607).

Persian:

1-844-395-7126 (TrY: 1-816-842-c--u,- .2- jj— j.Yj— jtaJ.j j
tJ-5607)

Cushite:
XIYYEEFFANNAA: Afaan dubbattu Oroomiffa, tajaajila gargaarsa afaanh, kanfaltiidhaan ala, ni
argama. Bilbilaa 1-844-395-7126 (TEY: 1-816-842-5607).

Portuguese:
ATENçAO: Se fala poftuguês, encontram-se disponIveis serviços linguIsticos, gratis. Ligue para 1-
844-395-7126 (TrY: 1-816-842-5607).

For TY services, please call 1-816-842-5607.
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BENEFIT SCHEDULE
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BENEFIT SCHEDULE

Group Name: Board of Public Utilities Effective Date: October 1, 2020
Preexisting Condition Exclusion Period: None Dependent Limiting Age: 26

The Covered Services described in the Benefit Schedule are subject to the conditions, limitations and exclusions of the Plan.

PREFERRED PROVIDER NON-PREFERRED PROVIDER

Covered Services Copayment, Coinsurance and Coinsurance and Limitations
Limitations

Out-of-Pocket Maximum $6,350/SI 2,700 Unlimited
Individual / Family

Primary Care Office Visit 520 Copayment I 0% Coinsurance

Specialty Care Office Visit $20 Copavment I 0% Coinsurance

Urgent Care $20 Copayment WV0 Coinsurance

Routine Preventive Care — (See the No Copayment 10% Coinsurance
Routine Preventive Care Benefit
under the Covered Services Section
for a Description of Routine
Preventive Services for which You
have Benefits.

Diagnostic and Routine Preventive No Copayrnent 10% Coinsurance
Mammograms, Pap Smears and
PSA tests.

Emergency Services SI 00 Copayment SI 00 Copayment

Copayment waived ifadmitted to either a Preferred Provider Hospital or Non—
Pn?fèrlrd Provider Hospital

Ambulance No Copayrnent 10% Coinsurance

HPU-Aclive (PP0)-SPD-20



BENEFIT SCHEDULE

PREFERRED PROVIDER NON-PREFERRED PROVIDER

Covered Services Copayment, Coinsurance and Coinsurance and Limitations
Limitations

Inpatient Hospital Services No Copayment 10% Coinsurance
Inpatient hospital services hi a Non—
Participating Provider Hospital inside
the Service Organization Service Area
are limited to a $200 maximum per dciv.

Outpatient Services in a Hospital or No Copayrnent 10% Coinsurance
Other Outpatient Facility Outpatient services at a Non

Participating Provider Hospital or at a
Non-Participating Provider outpatient

facility inside the Service Organization
Sen’ice Area are limited to $200 per
day.

Durable Medical Equipment No Copayrnent 10% Coinsurance

Outpatient Therapy (Speech, No Copayment 10% Coinsurance
Hearing, Physical, and
Occupational Services)

Outpatient Substance Abuse No Copayrnent 10% Coinsurance
Outpatient services at a Non
Participating Provider Hospital or at a
Non—Pa, licipating Piv vide, outpa tieti
facility inside the Service Organization
Service Area are limited to $200 per
day

Inpatient Substance Abuse No Copayment 10% Coinsurance
Inpatient hospital services in a Non
Participating Provider Hospital inside

the Service Organization Service At-ca
we limited to a $200 maximum pet day

Outpatient Mental Illness No Copayment 10°A, Coinsurance
Outpatient services at a Non
Participating Provider Hospital or at a
Non—Participating Provider outpatient
facility inside the Service Organization
Service Al-Ca are limited to $200 per
day
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BENEFIT SCHEDULE

PREFERRED PROVIDER NON-PREFERRED PROVIDER

Covered Services Copayment, Coinsurance and Coinsurance and Limitations
Limitations

Inpatient Mental Illness No Copayment 10% Coinsurance
Inpatient hospital services in a Non
Participating Provider Hospital inside
the Service Organization Service Area
are limited to a $200 maximum per day

Organ Transplant No Copayment 10% Coinsurance

Outpatient Prescription Drugs Covered through SavRx

$1,000 Calendar Year Out—ofPocket Maxmunn
(hidivhhial/Paniilj)

Short-Term Generic $5.00 Copayment $5.00 Copayment
Supplies Formulary $20.00 Copayment $20.00 Copayment

Non-Formulary $30.00 Copayment $30.00 Copayment
Long-Term Generic $3.00 Copayment $3.00 Copayment
Supplies (mail Formulary $20.00 Copayment $20.00 Copayment
order) Non-Formulary $30.00 Copayment $30.00 Copayment

Impotency Drugs Applicable Copayment Applicable Copayment

Routine Vision Exam See (‘overed Sen’ices Section

Chiropractic Services No Copayment 10°A, Coinsurance

40 visit c’alendar Year Maximum (per person)

Lifetime Maximum Unlimited
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TO ALL ELIGIBLE EMPLOYEES:

The Plan is designed to provide adequate protection and to meet the health needs of You and Your dependents.
The purpose of the Plan is to help protect You and Your family from the financial problems that can be caused by
an accident or sickness.

The Plan is as comprehensive as possible while being consistent with sound financial policy. To help You
understand the Plan and how it will best serve You, the following pages of this Summary describe the Benefits
available.

We hope that each of You will enjoy good health throughout Your career, but injuries and sickness are always a
possibility and usually unexpected and expensive.

Should You have any questions about Your Coverage, please contact Your Employer.

Discrimination is Against the Law
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Your Plan Administrator complies with applicable Federal civil rights laws and does not discriminate
on the basis of race, color, national origin, age, disability, or sex. Your Plan Administrator does not
exclude people or treat them differently because of race, color, national origin, age, disability, or sex.

Your Plan Administrator:
• Provides free aids and services to people with disabilities to communicate effectively with us,

such as:
o Qualified sign language interpreters
o Written information in other formats (large print, audio, accessible electronic formats,

other formats)
• Provides free language services to people whose primary language is not English, such as:

o Qualified interpreters
o Information written in other languages

If you need these services, contact Customer Service, 816-395-6340 (local), 844-395-7126 (Toll
free), lanQuagehelpbluekc.com.

If you believe that your Plan Administrator has failed to provide these services or discriminated in
another way on the basis of race, color, national origin, age, disability, or sex, you can file a
grievance by directly contacting your Plan Administrator. You can file a grievance in person or by
mail, or email. If you need help filing a grievance, your Plan Administrator is available to help you.
You can also file a civil rights complaint with the U.S. Department of Health and Human Services,
Office for Civil Rights electronically through the Office for Civil Rights Complaint Portal, available at
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at:

U.S. Department of Health and Human Services
200 Independence Avenue, SW
Room 509F, HHH Building
Washington, D.C. 20201
1-800-368-1019, 800-537-7697 (TDD)

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

If you, or someone you’re helping, has questions, you have the right to get help and information in
your language at no cost. To talk to an interpreter, call 1-844-395-7126.

Spanish:
ATENCION: si habla espanol, tiene a su disposiciOn servicios gratuitos de asistencia linguistica. Llame
al 1-844-3g5-7126 (Try: 1-816-842-5607).

Chinese
1t 1-844-395-7126 (TrY: 1-816-842-
5607).

Vietnamese: - -

CHU Y: Nêu ban nói Tiêng Viêt, có céc dich vu ha trd ngôn ngO mien phi dành cho b?n. Gçi sG 1-844-
395-7126 (Yrt’: 1-816-842-5607).

German:
ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen zur
Verfugung. Rufnummer: 1-844-395-7126 (TrY: 1-816-842-5607).
BPU-Active (HC)-SPD-20



Korean:
+21: J01 A[@t[AIe 01 ALJ MbH 0ItF + %IaLILF. 1-844-395-7126
(TrY: 1-816-842-5607) áj[tfl +AI2.

Serbo-Croatian:
OBAVJESTENJE: Ako govorite srpsko-hrvatski, uslugejezi&e pomo’±i dostupne su yam besplatno.
Nazovite 1-844-395-7126 (TRY- Telefon za osobe sa ote&nim govorom iii sluhom: 1-816-842-
5607).

Arabic:
A iI 844-395-7126-1) J—’ t÷i11 jI,,iiiI &2cLJ aJtS 4IjI aaZ aS L

.(816-842-5607-1

Russian:
BHVMAHVE: Ecnw RH OBOL4T Ha YCCKOM 3bIKe, TO BM OCrflHbI 6ecnnaTHble ycsiyrw nepeBoia.
3B0HWTe 1-844-395-7126. (TeneTain: 1-816-842-5607).

French:
ATTENTION: Si vous parlez français, des services daide linguistique VOUS sont proposes
gratuitement. Appelez le 1-844-395-7126 (ATS: 1-816-842-5607).

Tagalog:
PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa
wika nang walang bayad. Tumawag sa 1-844-395-7126 (TrY: 1-816-842-5607).

Laotian:
Uoq9u: o, ouâthj€3,, ccthj&3ejj7tth,u. !ws 1-
844-395-7126. (TrY: 1-816-842-5607).

Pennsylvanian Dutch:
Wann du schwetzscht, kannscht dii mitaus Koschte ebber gricke, ass dihr helft mit die englisch
Schprooch. Ruf selli Nummer uff: Call 1-844-395-7126 (flY: 1-816-842-5607).

Persian:
1-844-395-7126 (Tn: j rJJj€P :ej

Cushite:
XIWEEFFANNAA: Afaan dubbattu Oroomiffa, tajaajila gargaarsa afaanii, kanfaltiidhaan ala, ni
argama. Bilbilaa 1-844-395-7126 (TrY: 1-816-842-5607).

Portuguese:

ATENAO: Se fala poftuguês, encontram-se disponIveis serviços linguisticos, gratis. Ligue para 1-
844-395-7126 (TIN’: 1-816-842-5607).

For TIN’ services, please call 1-816-842-5607.
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BENEFIT SCHEDULE

Group Name: Board of Public Utilities Effective Date: October 1, 2020

Preexisting Condition Exclusion Period: None Dependent Limiting Age: 26

The Covercd Scn’ices described in the Benefit Schedule are subject to the conditions, limitations and exclusions of the
Plan.

Covered Services HMO PROVIDER
Copayment_and_Limitations

Out-of-Pocket Maximum $6,350 I $12,700
Individual / Family

Primary Care Office Visit $20 Copayment per visit

Specialty Care Office Visit $20 Copayment per visit

Allergy Testing No Copayment

Emergency Services $100 Copayrnent per visit.

Copayinent waive1 ifadmitted to a Hospital for 24 or more hours.

Ambulance No Copayment

Inpatient Hospital Services and No Copayment
Outpatient Surgery in a Hospital or
Other Outpatient Facility

MW, MRA, CT, and PET scan No Copaymcnt

Durable Medical Equipment No Copayment

Home Health Services No Copayment

Skilled Nursing Facility No Copayrnent

Routine Preventive Care No Copaymcnt

Inpatient and Outpatient Therapy No Copayment
(Speech, Hearing, Physical, Occupational
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BENEFIT SCHEDULE

Covered Services HMO PROVIDER
Copayment_and_Limitations

and Skeletal Manipulations not performed 60 visits/dais (combined inpatient/outpatient) per incident
by_a_chiropractor)

Chiropractic Services No Copayment

40 visit Calendar Yea, Maxiniiun (‘pet peiwon)

Outpatient Substance Abuse No Copayment

• Inpatient Substance Abuse No Copayment

Outpatient Mental Illness No Copayrnent

Inpatient Mental Illness No Copayment.

Outpatient Prescription Drugs Covered through SavRx
includes oral and injectable
contraceptives, and contraceptive $1,000 calendar Year Out-qfPocket Maxmziun
devices and implants (hzdivkh,al / Famth)

Short-Term Generic £500 Copayment
Supplies Formulan’ £20.00 Copavment

Non-Formulan’ £30.00 Copayment
Long-Term Generic S3.00 Copayment
Supplies Formulan’ S20.00 Copayment

Non-Formulary - £30.00 Copayment

Urgent Care £20 Copayment per visit

Routine Vision Exam See Covered Services Section

Lifetime Maximum Unlimited
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