Health Benefit Plan Comparison
2025-26

Nate: This cemparison s for informations! purposes only. in case of conflict between ony of the benefits of this comparison ond the Pian Document (SPD), the benefits of the Plan Document sholl condrol.

hysical Therapy / Habliitation Services
ipalient Short-Term Rehabifitation

(QON 20% Ceinsurance)

{OON 30% Coinsurance)

{OGN 30%: after deductibla for
spasch and o ati 18y,
Lassar of §520vist or 75% of In-

RHGERIOA REOEDRGTA p [ v
COVERAGE UMITED TO N
BASED PROVIDERS ONLY
eductibio (SlngleiFamily) F200 / $400 Not Applicable Not Applicable Not Applizable
oinsurance 20% "1 Not Applicable 10% *2 INN Covered 100%
dmary Cara Physiclan Copayment 510 £5 310 $10
pecialis] Copayment $30 $5 $15 515
mergoncy Reom Copayment No Charge §25 Copay ! Visit $125 $125
ut-of-Pocket Maximum (Single/Family) $400 / 5800 $400 1 $1000 $500/$1,000 $500/51,000
pationt Hosplialization No Charge No Charge No Charge o Charge
HC Access YES YES YES YES
Deduclible {SlnglefFamily) $200/ 3400 $300 7 $600 $350/5700 $356/§700
ui-of-Nelwork Colnsurance 20% 30% 30% . 0%
ul-of-Pockel Maximum {SinglefFamily) $400 /3800 $2,000 1 $5,000 $2,000/$5,000 $2,000/$5,000
patient Hespiialization 2(% Coinsurance 0% Colsurance 30% 30% oller deduciible
aximum Frovider Relmbursement l(.é_sol:/l:l:? g A?ruesrg;&v t@ﬂz :’n : A?;E;::::g 200% of CMS - Medicare 200% of CMS - Medicare
ut-of-pocket limit (Single/Famlly} $6,450 / $12,700 $6,450 / $12.700 §1,600/$3,200 $1,600 1 $3,200
$3 {30 cay supply} $3 (30 day supply} $5 (30 day supply} £5 (30 day supply)
alail - Genenc $6 (B0 day supply) $6 (60 day supply} $10 (80 day suppty} $10 {60 day supphy)
$9 {90 day supply) $8 (90 day supply) $15 (D0 day supply} $15 (90 day supply)
$10 (30 day supply) $10 {30 day supply) $10 {30 day supply} $10 (30 day supply
etall —Brand w/ No Generic Available $20 (60 day supply} $20 (60 day supply) $20 (60 day supply} $20 (B0 day supply)
$30 (30 day supply} $30 (30 day supply) $30{90 day supply) $30 (80 day supply)
etnil — Brand w/ Generig Available na-no Y genaric a/a - no Y geneilc Momber pays the diff *3 Mambor pays tha differance *3
g ~ Generic $5 $6 $10 {90 day suppiy) $10 (90 day supply}
2l — Brand w! No Goneric Avakabl $15 315 $20 {90 day supply) $20 (90 day supply}
ail - Brand w/ Genaric Equivalant nfa - no mandalory gsnsiic n/a-no ¥ genesic Marnbar pays the di 3 Member pays tha difference *3
$10 Gopay { Visit $5 Capay [ Visil §15 copay %15 copay

{OON 30%; aftar deductivop for

spaech ard occupationa] therapy,
Lossar of $520isi or 75% of in-

natwark cost/visi tor physical nebeork Gosbivisil for physica
tharapy} therapy)
$10 Capay, then 100% $5 Copay / Visit $15 Copay $15 Caopay
) N . OON $35/isit ar 75% of lhe In{{OON $35Aisil or 5% of the in
hirapractic Care (OON 20% Coinsurance) soms|{OON 30% Colnsurance) sone { iy :
barganing unis subjoct lo annual cep | bargaisdng uaks subject to snmual cap netwark cosl par wisit, nBl\lOiK 6051_ por vigl,
whichever Is [ass.) i3 jogs.}
%10 Copsy, then 100% §5 Copay f Visit §15 Copay $15 Copay

upuncture (OON 20% Goinstrance) some|{OON 30% Coinsurance) some| (QON Lesser of $6Civisil or (QON Lesser of $607visl or
‘barganing unis subject ko annial cap | bargaeing uaits subfscl to annual cap | 76% al in nelwark costvisit) 75% of in network cosUivisit)
ouline Lab: Na Chargs No Charga No Charge No Charga
iagnosiic test (x-ray, blood work}; o o, . " o
aging (GT/PET scans, MRIs) (OON 20% Calnsurence) {OCN 30% Coinsiranca) (QON 30% Coinsurance) {GON 33% Colnsurance)
reventive care f screening / Mo Charge No Charge Ne Charge No Charge
unization (DON 20% Cof ) (QON 30% Coinsurance)} {OON Not Cavered) (CON Not Coverad)
youl have outpalient surgery. Faclifty faa Mo Charge No Chargs Ne Charge Na Charga
2. ambulslary surgery centert (OON 20% Coinsurance) (OON 30% Coinsurance} (OON 30% Coinsurance) {OON 30% Colnsurance}
you have ouipatient surgsry: Physicizn/ Mo Charge HNo Charge Nao Charge No Charge
urgoon foos {OON 20% Coinsurance) {OON 30% Colnsuranca) (QON 30% Colnsurance) {OON 30% Colsurance)
you need immediate medical 20% Ceinsurance Me Charge 10% Coinsuranca 10% Coinsurance
lon: Emergancy fical {emergenay senvices and non- | {emergency ser\uces_and nen- {OON 30% Coinsuranco) {QON samo as [NN care)
OIMErgency services) £mergency Senices)
tratisportaifon
I you: nead immadiata medicat $10 Copay / Vigll 85 Copay / Visht §15 Copaymaent per visil §£5 Copaymenl per visit
allention: Urgent Care {OON 20% Coinsurance} {0ON 30% Coinsurance) {OON 30% Coinsurancs) {OON 30% Coinsuranca)

1 you need mental heslth, bohavioral
haatlh, or substance abuss servicas:
Cuipalient services

$10 Copoy / Vist (office visily
No Charge {all olher cutpatient)

{OON 20% Celnsurance)

$5 Copay ! Visit {office visit)f
Na Charge (ali other culpatient).

{QON 30% Coinsurance)

No Charge for Guipalient
Hosphal or Substance Abuse
Office Visit,

$15 Copay I visit for Mental
Heaith and Behaviorat
Hualth {OON 30% Coinsurance
for Qutpatianl Hospital,)

515 Copay / visit for Mental
Hgalth and Behavioral Health,

{OON 30% Cainsurance for
Quipaiiant Hospilal.)

i you need menlal heallh, bahavioral

No Charga for inpaliant

Na Chasge for Inpatient

special health needs:

Home heafth core

(QON 20% Colnswrance)

{OON 30% Colnsuranca)

health, or subslance abuse services: No Charga N Charge Hospilal Hospital
Inpatient services (DON 20% Coinsurance) {OCN 30% Cainsurance) (QON 30% Coinsurance) {QON 30% Coinsurance)
$10.00 Copaymenl per visit for [ $10.00 Copaymenl per visii for
. No Charge No Charge Qffice. $15.00 Copayment per | Office. $15.00 Copayment per
ff you aca pregnant: Offfca Visits * g ok o Offco: Spacialst, | vt for Offce; Speciafst.
{OON 20% Colnsurance} {30ON 306% Col )] {OON 30% Celnsuranca) {OON 30% Colnsuranca)
 you are pregnant; Ghifdbirib/delivery No Charge No Charge No Charge Mo Charge
professional services {CON 20% Colnsurance} {OON 36% Col ) {O0ON 30% Colnsurance) {OON 30% Cak }
¥ you are pragnant: Mo Charge . No Gharge Mo Charge No Chargs
Childbirih/dellvery faciilly services {QON 20% Celnsurance) {OON 30% Coil ) {OON 30% Ceinsurance) {OCN 30% Cainsuranca)}
¥ you need help recovering or have olher No Charge No Charge Na Charge No Charge {OON 30%

{OON 30% Colnsurance)

Coinsurance)

Limited to 3 intermittent visits
per day by & participating
home hesfth care agoney; 1
visit equals a period of 4 hrs or
ings.




Health Benefit Plan Comparisan
2025-26

if you noed help recavering or have other
special health neads:

$10 Copay ! Visit

$5 Copay / Visit

No Charga for Inpatient and
Outpatient Facllity

315 Capay f Office visit
{OON 30% Colnsurance)
Lesser of $52Adsit or 75% of In-

Skilled nursing care

(OON 20% Colnsurance)

(OON 30% Colasurancs)

Limited to 120 days in-network
and 60 out-of- network facfity
days for a combined maximum

P . $15 Copay / Otfica visht e .
% it for pi
Rehabilitation services (QON 20% Coinsuranee} {QON 30% Colnsvrance) (QON 30% Colnsurance) nelwork :::;’;’\s;luno!; phiysical
If you need help recovering or have olher No Charge for Inpatienl and
special heallh needs: $10 Copay / Visil $5 Capay / Visit Oulpatient Facility $15 Copay / Office visit
. 0r i $15 Copay f Office visit .

Habititation services {OON 20% Colnsurance) {OON 30% Coinsurance} {OON 30% Coinsurance) (OON 30% Coinsurance)
Hyou nead help racovering of hava olher
snacial health nesds: No Gharge No Charge Na Charge Ko Charga

{OOK 30% Colnsurance) {OON 30% Coinsurance)

Limlted to 120 days In- network
and B0 oul-ol- network fagilty
days for 8 comblingd maxingm

{OON nol covered)

of 120 days per cajendar year, | of 120 days per cakendar year,
¥ you need help raw‘vellng or have olher 20% Cdinsurance No Charge 10% Colnsurance 10% Colnsurance
spacial health needs:
Durable medical equipment {OON 20% Colnsurance) {OON 30% Colnsuranca) (GON 30% Colnsurance) {OON 30% Colnsurance)
# you need help racovering of have olher
sacial heatth needs: No Charge No Charge No Charge No Charge
Hosplce services {OON 26% Coinsurance) {QON 3G% Colnsurance) {OON 30% Coinsurancal (CON 30% Colnsuranca)
Chidren’s Eys Exam Mot Covered Mol Covered $15 Copay [ Offico vish $15 Capay / Office visit

(GAON not cavered)

*1 - Mamber is responsible for 20% of
efiglble charges after opplicable
deductibles are met specific to:
Ambuiance Services [both Emetgency
and Nan-Emergency Medical
Londition or Medicolly Necessory
Tronsfer); Disbetle Education and
supplies; Duroble Medical Equipment;
Foot Gethatics; Mearing Alds end
related supples lug ta 18); Private
Duty Nursing (sutpatient].

*2 - pfember is responsible for 10% of
eligidle charges after apphicoble
Deductibles are met specific to:
Ambulonce Services {Emergency

*3- Member poys difference In cost

Medical tzansparration imited to local Between genesic and brond, plus

erhigtgency transport te the nearest
focility equipped (o (repi the
ematgency condition]; ond Duvoble
Medical Equipment.

brand cepayment.




