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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%

¢ 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% — 80% s
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: $34.29 $35.17 $29.91 $27.08
Employee + Spouse: $72.01 $73.88 $62.79 $56.86
Employee + Child(ren): $89.98 $92.26 $78.43 $71.00
Employee + Family: $126.50 $129.82 $110.35 $99.90

Minimum of 2 employees to offer. Rates effective 12/1/24.
Disclaimer: The rates noted on this page may be subject to change.
For more information on the dental plan including 20N benefits, please contact



VOLUNTARY
VISION OPTIONS

Offered through EyeMed Vision | Insight Network
12/12 Plan

Once every 12 Months

Services

Eye Exam Frequency

12/24 Plan

Once every 12 Months

Eye Exam Copay $10

$10

Eyeglass Lens Frequency Once every 12 Months

Once every 12 Months

$25 Additional charge for Progres-
sive

Eyeglass Lens Copay

$25 Additional charge for Progres-
sive

Eyeglass Frame Frequency Once every 12 Months

Once every 24 Months

$180 - 20% off balance over the
$180

Eyeglass Frame Allowance

$150 - 20% off balance over the
$150

Eyeglass Frame Copay $0

$0

Contact Lens Frequency Once every 12 Months

Once every 12 Months

$180

Contact Lens Allowance

$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 i LENSCRAFTERS PEARLE
PRGVIDER = o0 (® OPTICAL
NETWORK L JRC VISION

Minimum of 2 employees to offer.

Disclaimer: The rates noted on this page will be subject to change.

For more information on the dental plan including OON benefits, please contact
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Two Tier

PC Choice
$1,000/20%

@ TruConnect

PC Choice
$2,000/20%

Annual Single Deductible $1,000 $2,000
Annual Family Deductible $2,000 $4,000
Ai\:cnlu[;legucz'zbl\l/lsxcosggﬁlioinsurance) b o $5,500
/Ai\:gluglegucz'zbh(lsxcol;zrgllgoinsurance) B0 $11,000
PCP Office Visit $25 $25
S2pOe°/f>I?(|)Irs JfA(r?f:?IIcaer)\// ISsclﬂ,trvices) 40 $40
Preventive Care 0% 0%
Inpatient Hospital Services Ded, 20% Ded, 20%
Outpatient Hospital Services Ded, 20% Ded, 20%
Professional Services (In & Out) Ded, 20% Ded, 20%
Emergency Room $250 $250
Urgent Care Facility $40 $40
Ambulance Ded, 20% Ded, 20%
PT/OT/Speech Therapy Ded, 20% Ded, 20%
(20 visit annual maximum each)

15 i st msrmurm) 340 840
DME/Orthotics & Prosthetic Devices Ded, 20% Ded, 20%
Inpatient Behavioral Health Ded, 20% Ded, 20%
Outpatient Behavioral Health $25 $25
(SféllgijG;?i?su?;mty /LTACH Ded, 20% Ded, 20%
a%ugal;'E)/Iaat)l:ia:]tulfne)habllltanon Ded, 20% Ded, 20%
Home Health (60 visit annual maximum) Ded, 20% Ded, 20%
Hospice Ded, 20% Ded, 20%
Annual Single Deductible $4,000 $8,000
Annual Family Deductible $8,000 $16,000
Coinsurance for All Services* 50% 50%
Annual OOP Max - Single $26,100 $26,100
Annual OOP Max - Family $52,200 $52,200
Generic Drug $10 $10
Brand Name Formulary $30 $40
Brand Name Non-Formulary $45 $60
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 Plans & 7ruConnect

Annual Single Deductible $2,500 $3,000
Annual Family Deductible $5,000 $6,000
Annual OOE Max - Single ' $5,500 $6,000
(incl Deductible, copay, coinsurance)

Annual OOE Max - Family . $11.000 $12.000
(incl Deductible, copay, coinsurance)

PCP Office Visit $30 $30
Specialist Office Visit

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

Chlrgpractlc Servn:e; $50 $50
(15 visit annual maximum)

DME/Orthotics & Prosthetic Devices Ded, 20% Ded, 20%
Inpatient Behavioral Health Ded, 20% Ded, 20%
Outpatient Behavioral Health $30 $30
Skilled Nursing Facility /LTACH 5 o
(45 Day Maximum) Ded, 20% Ded, 20%
Acute Inpatient Rehabilitation o o
(45 Day Maximum) Ded, 20% Ded, 20%
:czjr:wn? Health (60 visit annual maxi- Ded, 20% Ded, 20%
Hospice Ded, 20% Ded, 20%
Out of Network:

Annual Single Deductible $10,000 $12,000
Annual Family Deductible $20,000 $24,000
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 Plans

PC Choice
$5,000/20%

@ TruConnect

PC Choice
$5,000/50%

IAnnual Single Deductible $5,000 $5,000
Annual Family Deductible $10,000 $10,000
ﬁ:gugégti'zll\l/lea,xco?olgyg,lioinsurance) $8,700 $8,700
é:cr]luslegﬁ'zki\rlsxcol;zr;lgoinsu rance) $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%
rPn'I;/:i);/uSrie;ccf;‘;l'herapy (20 visit annual 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
IAnnual 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 Plans &3

Connect

HSA HSA HSA
$3,300/0% $5,000/0% $6,500/0%

Annual Single Deductible $3,300 $5,000 $6,500
Annual Family Deductible $6,600 $10,000 $13,000
AAnnual OOP Max - Single $3,300 $5,000 $7,500
(incl Deductible, copay, coinsurance)

pinnual OOP Max - Family $6,600 $10,000 $15,000
(incl Deductible, copay, coinsurance)

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%
:;‘F(/:S)T/Speech Therapy (20 visit annual maximum 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%
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 $42,300 $42,300 $42,300
Pharmacy:

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.

9




Three Tier Plans

Choice $1,000/10%

|

o —

i
)

Choice $2,000/10%

[
f

OneCare

Choice $2,500/10%

Tier1 Tier2 Tier3 Tier1 Tier 2 Tier3 Tier1 Tier2 Tier3
Nelti:ork Nelt:-ork I\:)e l::v‘;frk Nelt?/:ork Neltivork Ni::\-rzfr-k Neltwork Neltwork "?e :\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
pay
coinsurance)
PCP Office Visit $25 $40 Ded, 50% $25 $40 Ded, 50% $30 $45 Ded, 50%
(S2p0ifif;ifgfgilf:r;’§§mCes) $50 $80 |Ded, 50% $50 $80 | Ded, 50% $60 $90 | Ded, 50%
o
. Not Not ® ® 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 Facili $50 $50 Ded, 50% $50 $50 Ded, 50% $60 $60 Ded, 50%
g ty
[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%
ﬁg‘fg{iﬁ'ﬁuim‘;j;um) $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%
p
(Si‘;”jijr:;‘i'Eu';f)c””y/ LTACH Ded, 10%|Ded, 20%| Ded, 50% | |Ded, 10%|Ded, 20%| Ded, 50% | |Ded, 10%| Ded, 20%| Ded, 50%
a%”gz;”gzt;?nfhi]‘jhab‘“ta“"” Ded, 10% |Ded, 20%| Ded, 50% | |Ded, 10%|Ded, 20%| Ded, 50% | |Ded, 10%| Ded, 20%| Ded, 50%
&%ﬂ;ﬁjj:ﬂal 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 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

ni

—

r’r
I

i,

OneCare

Choice $3,000/10% Choice $4,000/10% Choice $5,000 /10% Choice $5,000/50%
) . Ti . " .
Tier1 Tier2 O:-’:f- Tier1 Tier 2 J:_ro::_ Tier1 Tier2 g:::;_ Tier1 Tier 2 O.rtl:t:-roi-
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%
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 Not Not Not
Preventive Care U 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 Servi
(lno&e(s)su%a 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%
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/QT/Speech Thgrapy 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 $60 $90 | Ded, 50% $80 | $110 | Ded, 50% $80 | $110 | Ded,50% $80 $110 | Ded, 50%
(15 visit annual maximum)
DME/Orthoti Prostheti
Deviégst otics & 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%
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

ng ty 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

patie 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)

Home Health 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%

(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%

Pharmacy:

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.

11




S —

Three Tier Plans = OneCare

HSA Plan $3,300/0% HSA Plan $5,000/0% HSA Plan $6,500/0%
Tier1 Tier 2 Tier3 Tier1 Tier 2 Tier3 Tier1 Tier 2 Tier3
Network Network Out-of-Network Network Network  Out-of-Network Network Network Out-of-Network

Annual Single Deductible $3,300 $5,600 $11,200 $5,000 | $6,500 $13,800 $6,500 $6,750 $19,500
Annual Family Deductible $6,600 $11,200 $22,400 $10,000 | $13,000 $27,600 $13,000 $13,500 $39,000
(/?n”crl‘gae[j?c?;er;n'sﬁirggc'i) $3,300 | $7,500 | $21,150 $5,000 | $7,500 | $21,150 $7,500 | $7,500 | $21,150
ﬁnncrl‘gzg?gge'\"j;n‘sifﬂ'g) $6,600 | $15,000 | $42,300 $10,000 | $15,000 | $42,300 $15,000 | $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%

. Not 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%
P!
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%
ty

Ambulance Ded, 0% | Ded, 0% | Ded, 0% Ded, 0% | Ded, 0% | Ded, 0% Ded, 0% Ded, 0% Ded, 0%
gg/&ﬂ/fnaiifglﬁgzaﬁzach) Ded, 0% |Ded, 20%| Ded, 50% | | Ded, 0% |Ded, 20%| Ded, 50% Ded, 0% | Ded, 20% | Ded, 50%
Chiropractic Senvices Ded, 0% | Ded, 0% | Ded, 50% | |Ded, 0% | Ded, 0% | Ded,50% | | Ded, 0% | Ded, 0% | Ded, 50%
DME/Orthotics & Prosthetic | peg, 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%
a‘g'jfa‘;' Nursing )Fac”“y’ LTACH! bed, 0% |Ded, 20%| Ded, 50% | | Ded, 0% |Ded, 20%| Ded, 50% Ded, 0% | Ded, 20% | Ded, 50%
ﬁg“(}jy'ggjffu”;)Rehab‘”ta“"” Ded, 0% |Ded, 20%| Ded, 50% | |Ded, 0% |Ded, 20%| Ded,50% | | Ded, 0% | Ded, 20% | Ded,50%
o e 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 Onl
Specialty Drugs** Ded, 0% | Ded, 0% Only Ded, 0% | Ded, 0% Only Ded, 0% Ded, 0% Ded. 50% y

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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Two Tier Plans

W
il

= OneCare

PC Choice PC Choice PC Choice PC Choice

$1,000/20% $2,000/20% $2,500/20% $3,000/20%
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’OOO $1 1,000 $11 000 $1 2,000
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%
(F’zTéQT/SpeeChThe'?py 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 Ded. 20% Ded 20% Ded. 20% Ded 20%
(45 Day Maximum) ! ! ! !
Acute Inpatient Rehabilitation Ded. 20% Ded 20% Ded. 20% Ded 20%
(45 Day Maximum) g &Y% rev e g BYE 1oy
Home Health (60 visit annual maximum) Ded, 20% Ded, 20% Ded, 20% Ded, 20%
Hospice Ded, 20% Ded, 20% Ded, 20% Ded, 20%
Annual Single Deductible $4,000 $8,000 $10,000 $12,000
/Annual Family Deductible $8,000 $1 6,000 $20,000 $24,000
Coinsurance for All Services* 50% 50% 50% 50%
[Annual OOP Max - Single $26,100 $26,100 $26,100 $26,1OO
/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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Two Tier Plans

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

'i

i'

\

OneCare

’T
l
\

|

[Annual Single Deductible $5,000 $5,000
[Annual Family Deductible $10,000 $10,000
Eai\:fqusledoﬁzki\l/l:,xc—osplgalioinsurance) $8,700 $8,700
(Ai::|ulslegt?cgll\l/l:,xc_ol;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.
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Two Tier Plans

= OneCare

HSA HSA HSA
$3,300/0% $5,000/0% $6,500/0%

lAnnual Single Deductible $3,300 $5,000 $6,500
IAnnual Family Deductible $6,600 $10,000 $13,000
Airr::IuII;)ilef}l)t?c:ll\l/lv:,xc_oi)lZSIioinsurance) $3,300 $5,000 $7,500
Ai:sluglegk?c:kl)\ltxc_o’;az;;llcyoinsurance) $6,600 $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%
lAnnual Single Deductible $11,200 $13,800 $19,500
IAnnual Family Deductible $22,400 $27,600 $39,000
Coinsurance for All Services* 50% 50% 50%
IAnnual 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%
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

Deaconess Clinic at Work is 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.

LOCATIONS
In your program, you'll find the
following benefits available to you First Ave- Mt. Vernon-
and your dependents: nue- 812-490-0813
812-450-4066 813 E. 4th St.,
309 N. 1st Ave., Mt. Vernon, IN

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.

Free DC Video Visits

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:

e Appointment Scheduling

e Medication Refills

o DCLIVE

e And More!

Evansville, IN
Mon: 8am—-Noon
Tue: 1-5pm
Wed: 9am—-1pm
Thu: 8am—Noon

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

Felstead-
812-490-0283
801 Felstead Rd.
Evansville, IN
Mon: Tpm—-5pm
Tue: 8am—-Noon
Wed:2pm-6pm
Thu: Tpm-5pm
Fri: 7am—=11am

Ft. Branch-
812-615-5019

7898 S. Professional Dr.,

Ft. Branch, IN
Mon: 8am—-2pm
Tue: Tpm—-6pm
Thu: Noon—-5pm

Fri: 7am=11am
16

Mon: 8am—-5pm
Wed: Noon—-6pm
Fri: 8am—-2pm

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
Marion-
618-861-0585

3329 W. DeYoung St.,

Marion, IL

Mon: 7am—-4pm
Wed: 8am-5pm
Fri: 8am—Noon



Three Tier

NETWORK
. 000/10° Choice $2,000/10% Choice $2,500/10%
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
?:Sugédoigbhfjxc;)i:flg coinsurance) | 54000 | $7,000 | $26,100 | | $5,500 | $8500 | $26,100 | | $5,500 | $8500 | $26,100
(Aiggugédoﬁﬁb'\fjxcgzzr;ig coinsurance) | $8:000 | $14,000 | $62,200 | | $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%
(Szpoe;jfgfﬁgiﬁ:r;ﬁssgmCes) $50 $80 |Ded, 50% $50 $80 |Ded, 50% $60 $90 | Ded, 50%
. Not Not 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%
ggazi/tsfnefuc:l Therapy cach) Ded, 10% |Ded, 20%| Ded, 50% | |Ded, 10%| Ded, 20%| Ded, 50%| |Ded, 10%| Ded, 20%| Ded, 50%
(ﬁ@'jstricrffuilex';j; am) $50 $80 |Ded, 50% $50 $80 |Ded, 50% $60 $90 | Ded, 50%
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%
(Szlfé”s:er:;ii:r?u?)d“ty/ LTACH Ded, 10% |Ded, 20%| Ded, 50% | |Ded, 10%| Ded, 20%| Ded, 50%| |Ded, 10%| Ded, 20%| Ded, 50%
(A;S“;z'y”r?ztxiierngne)habi“tatio” 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%
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 560 $90 | Ded, 50% $80 | $110 | Ded, 50% $80 | $110 | Ded, 50% 580 $110 | Ded, 50%
(20% for Ancillary Services)

. o o Not o o Not o o Not o o 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%

Outpatien‘t 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%

Professional 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%

QOut)

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/Orthotics & Prosthetic
Devices

$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%

|npa‘tient 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.
18



Three Tier

NETWORK

HSA Plan $6,500/0%

00/0% HSA Plan $5,000/0%

Annual Single Deductible $3,300 $5,600 $11,200 $5,000 $6,500 $13,800 $6,500 $6,750 $19,500
Annual Family Deductible $6,600 $11,200 | $22,400 $10,000 | $13,000 | $27,600 $13,000 $13,500 $39,000
Annual OOP Max - Single $3,300 | $7,500 | $21,150 | | $5,000 | $7,500 | $21,150 $7,500 | $7,500 | $21,150
(incl Deductible, coinsurance)
Annual OOP Max - Family $6,600 $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 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 ® o 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 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%
(P;B/\(/i)s—il;/asﬁeuifrhnl?nizan?iach) Ded, 0% |Ded, 20%| Ded, 50% | |Ded, 0% |Ded, 20%| Ded, 50% Ded, 0% | Ded, 20% | Ded, 50%
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 | 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%
(54‘§'Led Nursing Facility/LTACH| 4 0% [Ded, 20%| Ded, 50% | | Ded, 0% |Ded, 20%| Ded, 50% Ded, 0% | Ded, 20% | Ded, 50%
ay maximum)
frcute Inpatient Rehabilitation | poy g9 |ped, 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%
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% Ded. 50% y
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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Two Tier

NETWORK

PC Choice PC Choice PC Choice PC Choice

$1,000/20% $2,000/20% $2,500/20% $3,000/20%
/Annual Single Deductible $1,000 $2,000 $2,500 $3,000
Annual Family Deductible $2,000 $4,000 $5,000 $6,000
Annual QOP Max - Single $4,000 $5,500 $5,500 $6,000
(incl Deductible, copay, coinsurance)
Annual 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
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 Semce'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
Skilled Nurs[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%
/Annual 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
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%

/Annual Single Deductible $5,000 $5,000
/Annual Family Deductible $10,000 $10,000
ﬁ::IUSLdOLS:EkI)\I/:Xc_O?QSIiOinsurance) $8,700 $8,700
é\:gulDaledoL?cEk')\{I:Xc_ozzr;Igoinsurance) $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
GenericDrug $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

$3,300/0% $5,000/0% $6,500/0%
Annual Single Deductible $3,300 $5,000 $6,500
Annual Family Deductible $6,600 $10,000 $13,000
é:glugtleguocgglﬂj,xc_osplgilioinsurance) $3’3OO $5’OOO $7’500
é:glugleél)t?cgkla\l/ls,xc-olzpaar;,llzoinsurance) $6,600 $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 $42,300 $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
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

\.l.
AP

Community
Health Direct

Tier 1 Tier 2 g:ﬁro::_ Tier 1 Tier 2 J:ﬁ_ro?;_ Tier 1 Tier 2 g::o?;-

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 $4,000 | $7,000 | $26,100 | | $5.500 | $8,500 | $26,100 | | $5,500 | $8,500 | $26,100
(incl Deductible, copay, & coinsurance)
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%
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 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.
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o y < C i
Three Tier ooy

Tier3 Tier3

Tier1 Tier 2 Out-of Tier 1 Tier 2 Out-of- Tier1 Tier2 Tier 1 Tier2
Network Network ut-ot- 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 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
o o o o 9 o o o
Preventive Care 0% i Covered 0% 0% Covered Wi e 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%

Ou‘tpatient 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%

Professional Services (In & 111 100 Ded, 20% | Ded, 50% | | Ded, 10% | Ded, 20%| Ded, 50% | |Ded, 10% |Ded, 20% | 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, 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
Devices

$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%

|npatient 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%
Pharmacy:
Generic Drug $15 $15 Ded, 50% $15 $15 Ded, 50% $15 $15 Ded, 50% $15 $15 Ded, 50%
Brand Name Formu|ary $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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Three Tier

5. Community
Health Direct

Tier 1 Tier2 Tier3 Tier 1 Tier 2 Tier3 Tier 1 Tier 2 Tier3
Network Network Out-of-Network Network Network Out-of-Network Network Network Out-of-Network
[Annual Single Deductible $3,300 $5,600 $11,200 $5,000 $6,500 $13,800 $6,500 $6,750 $19,500
[Annual Family Deductible $6,600 $11,200 [ $22,400 $10,000 | $13,000 | $27,600 $13,000 $13,500 $39,000
Annual OOP Max - Single $3,300 | $7,500 | $21,150 $5,000 | $7,500 | $21,150 $7,500 | $7,500 | $21,150
(incl Deductible, coinsurance)
Annual OQP Max - Family $6,600 $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 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 ® e 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%
P fﬁifﬁn;ﬁ;fﬂm) Ded, 0% |Ded, 20%| Ded, 50% | | Ded, 0% |Ded, 20%| Ded, 50% Ded, 0% | Ded, 20% | Ded, 50%
ﬁgivrgiﬁ’;cntu“glsn‘j;‘x’i‘fnifn) 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%
a‘g'ﬁ‘j Nursing Facliv/LTACH| Ded, 0% [Ded, 20%| Ded, 50% | |Ded, 0% [Ded, 20%| Ded,50% | | Ded, 0% | Ded,20% | Ded, 50%
ﬁg”;:y';gjiﬂqeu';:)Rehab‘“taﬁo” Ded, 0% |Ded, 20%| Ded, 50% | | Ded, 0% |Ded, 20%| Ded, 50% Ded, 0% | Ded, 20% | Ded, 50%
o e mum) 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% Ded. 50% Y
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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5. Community
Health Direct

Two Tier

IAnnual Single Deductible $1,000 $2,000 $2,500 $3,000
IAnnual 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)

pAnnual 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 Serwcgs $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 Nursing Facility/L TACH Ded, 20% Ded, 20% Ded, 20% Ded, 20%
(45 day maximum)

Acute Inpati_ent 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
/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

5. Community
Health Direct

Annual Single Deductible $5,000 $5,000
Annual Family Deductible $10,000 $10,000
é:gluglegiﬁgl:,xc-osplgglioinsurance) $8,700 $8,700
ﬁ:c?luDatl—:o((ﬂ)LiEli\fl:,xc_o';aar;,”zoinsurance) $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.



Two Tier

5. Community

Health Direct

Annual Single Deductible $3,300 $5,000 $6,500
Annual Family Deductible $6,600 $10,000 $13,000
::cnluglzdot?cgkla\l/lea,xc_o?;ilioinsurance) $3’300 $5’OOO $7’500
ér?cnlulsledoifikln\l/lj,xc;;aar;llgoinsurance) $6,600 $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 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 $42,300 $42,300 $42,300
Phamacy:
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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CLINIC

5= Community
Care Everywhere

This program brings together Community’s comprehensive services including Community Virtual
Care and Community Clinic at Walgreens to provide convenient healthcare access to local
employer workforces with both virtual and clinic care options.

Community Virtual Care

The CCE program is structured for HOURS: Daily, 7am-11 pm
employers as a fixed, subscription-based LOCATION: Must be located in Indiana at the time
multi-level PE/ PM model. It offers unlimited | of the virtual visit
employee utilization while providing Community Clinic at Walgreens
employers with helpful program insights so HOURS: Weekdays: 8:30 am - 7 pm,
they can understand the value of CCE in Weekends: 8:30 am - 5 pm
terms of health cost avoidance and general LOCATIONS: See map below
wellness opportunities.
Carmel
Community Virtual Care: | rhen A
Community Virtual Care connects you to @

board-certified providers for minor ilinesses
and injuries from the comfort of home. Visits
are completed over the phone or through a : \ |

secure video visit. Virtual Care is integrated frovnsburs Indianapolis
with Community’s EMR and patients will
have access to their after visit summary D /
through MyChart. In addition, Virtual Care =
providers can help prescribe medications, AW"E@]
refill medications, and order COVID-19 ]
testing. Please note that the providers can't
prescribe medications for psychiatric needs,
nor refill prescriptions for controlled &
substances.

£
B

|
g

Community Clinic at Walgreens:

Mooresville

Community Clinic at Walgreens offers easy
access to medical care when your / @ \
employees or their families are sick or hurt 7 wy
and need help quickly. Community Clinic at
Walgreens offers in-person care for minor
illnesses and injuries, common vaccinations,
and management and treatment of chronic
diseases such as hypertension, diabetes,
high cholesterol, and asthma.

Greenwood
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Three Tier PPO  @sarpuire

8y Riverview Health At work

Choice $1,000/10% Choice $2,000/10% Choice $2,500/10%
Tier 1 Tier 2 g::o?;- Tier 1 Tier 2 g:letro?;- Tier 1 Tier 2 g:Jetroi-
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%
fzpoe%ifgfkfgiﬁ:r;ﬁsssmCes) $50 $80 |Ded, 50% $50 $80 |Ded, 50%| | $60 $90 | Ded, 50%
Preventive Care 0% 0% | e 0% 0% | e 0% 0% | et
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. 31




Three Tier PPO SAPPHIRE

Choice $3,000/10% Choice $4,000/10% Choice $5,000 /10% Choice $5,000/50%
Tier1  Tierz o3 Tier1  Tierz  Jio'3 Tier1  Tierz g3 Tier1  Tierz  gier3
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%
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 Not Not Not
Preventive Care 0% 0% Covered 0% 0% Covered 0% 0% Covered 0% 0% Covered

|npatient Hosp]tal 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 (In & {1 100 | ped, 20% | Ded, 50% | | Ded, 10% |Ded, 20% | Ded, 50% | | Ded, 10% |ed, 20% | 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, 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
Devices

$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%

Inpa‘tient 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-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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Three Tier PPO SAPPHIRE

8y Riverview Health At work

HSA Plan $3,300/0% HSA Plan $5,000/0% HSA Plan $6,500/0%
Tier 1 Tier 2 Tier3 Tier1 Tier 2 Tier3 Tier1 Tier 2 Tier3
Network Network  Out-of-Network Network Network Out-of-Network Network Network Out-of-Network
Annual Single Deductible $3,300 $5,600 $11,200 $5,000 $6,500 $13,800 $6,500 $6,750 $19,500
Annual Family Deductible $6,600 $11,200 $22,400 $10,000 | $13,000 $27,600 $13,000 $13,500 $39,000
el OOP ax - Single $3,300 | $7,500 | $21,150 $5,000 | $7,500 | $21,150 $7,500 | $7,500 | $21,150
Annual OOP Max - Family $6,600 | $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%
- 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%
(F;B/S?SE/ f&iifﬂ!ﬂiﬁaﬂacm Ded, 0% |Ded, 20%| Ded, 50% | | Ded, 0% |Ded, 20%| Ded, 50% Ded, 0% | Ded, 20% | Ded, 50%
(ﬁgivrgf;icnﬂjlsrjxﬁn) 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 Nursing Faclit/LTACH) Ded, 0% |Ded, 20%| Ded, 50% | | Ded, 0% |Ded, 20%| Ded,50% | | Ded, 0% | Ded,20% | Ded,50%
ﬁg”j:y'fngjffﬁ)Rehab”itaﬂon Ded, 0% |Ded, 20%| Ded, 50% | | Ded, 0% |Ded, 20%| Ded, 50% Ded, 0% | Ded, 20% | Ded, 50%
o e imam) 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% Ded 50% Y

Ded, 50% Ded, 50% b Ve
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 HEALTH

AN INTEGRATED HEALTH PLAN

Choice $1,000/10% Choice $2,000/10% Choice $2,500/10%
Tier 1 Tier 2 g:ﬁro?;_ Tier 1 Tier 2 J:::_"oi_ Tier 1 Tier 2 (;:::o?;-
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% | 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
(20 visit annual maximum each)

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

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

Three Tier Plans HEALTH

Choice $3,000/10% Choice $4,000/10% Choice $5,000 /10% Choice $5,000/50%

Tier1  Tier2 Tier 3 Tier1  Tierz  ners Tier1  Tier2z  Tie'3 Tier1 Tier2 Tier 3
Network Network Out-of- Network Network Out-of- Network Network Out-of- Network Network Out-of-
etwor wor 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%
Specialist Office Visit

P o . . $60 $90 Ded, 50% $80 $110 | Ded, 50% $80 $110 | Ded, 50% $80 $110 Ded, 50%
(20% for Ancillary Services)

: o o Not Not Not Not
Preventive Care 0% 0% Covered 0% 0% | covared 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 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%

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%
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
Devices

$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%

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
P $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%
Pharmacy:
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
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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. UNION
Three Tier Plans HEALTH

HSA Plan $6,500/0%

HSA Plan $3,300/0%

HSA Plan $5,000/0%

Tier 1 Tier 2 Tier3 Tier 1 Tier 2 Tier3 Tier 1 Tier 2 Tier3

Network Network  Out-of-Network Network Network Out-of-Network Network Network Out-of-Network

Annual Single Deductible $3,300 $5,600 $11,200 $5,000 $6,500 $13,800 $6,500 $6,750 $19,500
Annual Family Deductible $6,600 $11,200 $22,400 $10,000 | $13,000 $27,600 $13,000 $13,500 $39,000
ﬁ:ﬁi'ﬁggk&gi’;ﬁli) $3,300 | $7,500 | $21,150 $5,000 | $7,500 | $21,150 $7,500 | $7,500 | $21,150
(Am”CTgae'd?g;e'v'fg‘m'sﬁf‘a“ﬂey) $6,600 | $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%

. Not 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%
EE/&E/jrﬁiifg;ﬁiLanfgach) Ded, 0% |Ded, 20%| Ded, 50% | | Ded, 0% |Ded, 20%| Ded, 50% Ded, 0% | Ded, 20% | Ded, 50%
(ﬁgivrgi?;icntui;srjgziﬁeu; ) 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%
o Nursing Faciity/LTACH) Ded, 0% |Ded, 20%| Ded, 50% | | Ded, 0% |Ded, 20%| Ded, 50% | | Ded, 0% | Ded,20% | Ded,50%
ot \npatient Rehabiitation | ped, 0% |Ded, 20%| Ded, 50% | | Ded, 0% |Ded, 20%| Ded, 50% | | Ded, 0% | Ded,20% | Ded,50%
o e —mum) 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%
Phormecy: |
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% Ded. 50% Y

Ded, 50% Ded, 50% I
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

Choice $1,000/10% Choice $2,000/10% Choice $2,500/10%
Tier 1 Tier 2 glifoi_ Tier 1 Tier 2 J:r:; Tier 1 Tier 2 glet_r:‘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% Co%gted 0% 0% Co’\\/‘g:ed 0% 0% Co’:J/::ed
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%

PT/OT/Speech Therapy

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

Chiropractic Services

(15 visit annual maximum) $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 $3,000/10% Choice $4,000/10% Choice $5,000 /10% Choice $5,000/50%
. Tier 3 . Tier2 Tier3 . Tier 2 Tier 3 o o Tier 3
Tier 2

N:It::ozrk AL Nzltewrc;lrk Net-  Out-of- Nzlt:::rk Net-  Out-of- N:Its\::rk Nelt::ork Out-of-

Network work Network work 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 | $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%
(Szpo‘i/c'?(l)'ftA?E'Hcaer;/g'etmCes) $60 | $90 [Ded, 50% $80 | $110 |Ded,50%| | $80 | $110 |Ded,50%| | $80 | $110 |Ded,50%
‘0
. o o Not Not Not Not
Preventive Care 0% 0% Covered 0% 0% Covered e e Covered 0% 0% Covered
. . . Ded, Ded, ® Ded, Ded, 5 Ded, Ded, o Ded, o o
Inpatient Hosp|ta| Services 10% 30% Ded, 50% 10% 30% Ded, 50% 10% 30% Ded, 50% 50% Ded, 50%| Ded, 50%
. . . Ded, Ded, o Ded, Ded, Ded, Ded, Ded, o o
Outpatient Hosp|ta| Services 10% 30% Ded, 50% 10% 30% Ded, 50% 10% 30% Ded, 50% 50% 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‘15" 355509,/0' $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, 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
(eZaOd\:l)sn annual maximum 10% 30% Ded, 50% 10% 30% Ded, 50% 10% 30% Ded, 50% 50% Ded, 50% | Ded, 50%
(C1hs' :/‘I’stricr;‘:uz Tx'ac)ifn um) $60 | $90 [Ded, 50% $80 | $110 [Ded,50%| | $80 | $110 |Ded,50%| | $80 | $110 |Ded, 50%
DME/Orthotics & Prosthetic Ded, Ded, o Ded, Ded, o Ded, Ded, o Ded, o 5
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, 5 Ded, Ded, o Ded, Ded, o Ded, o o
:_ISAS: aximum) 10% 30% Ded, 50% 10% 30% Ded, 50% 10% 30% Ded, 50% 50% Ded, 50% | Ded, 50%
y maximu
Acute Inpatient Rehabilitation | Ded, Ded, o Ded, Ded, o Ded, Ded, o Ded, o o
(45 doy maximum) 0% | 300 [Ped. 50% 105 | 309 |Ped 50% 1% | 309 [Ped 50% coo |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, ® Ded, Ded, o Ded, Ded, o Ded, o o
Hospice 10% 30% Ded, 50% 10% 30% Ded, 50% 10% 30% Ded, 50% S0% Ded, 50% | Ded, 50%
e
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
Specialty Druas** Ded, | Ded, | Order Ded, | Ded, | Order Ded, | Ded, | Order Ded, 5oy 30% a'On|' er
pecialty Drugs 30% | 30% | Only 30% | 30% | Only 30% | 30% | Only 30% T bed 5’67
Ded, 50% Ded, 50% Ded, 50% v
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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Good Samaritan

Three Tier Plans

HSA Plan $3,300/0% HSA Plan $5,000/0% HSA Plan $6,500/0%
Tier 1 Tier 2 Tier 3 Tier 1 Tier 2 Tier 3 Tier 1 Tier 2 Tier 3
Network Network Out-of-Network Network Network Out-of-Network Network Network Out-of-Network

Annual Single Deductible $3,300 $5,600 $11,200 $5,000 $6,500 $13,800 $6,500 $6,750 $19,500
Annual Family Deductible $6,600 $11,200 $22,400 $10,000 | $13,000 $27,600 $13,000 $13,500 $39,000
e e single, $3,300 | $7,500 | $21,150 $5,000 | $7,500 | $21,150 $7,500 | $7,500 | $21,150
(Am”c'l‘gae' d?c?;er;ASE?:QgZ> $6,600 | $15,000 | $42,300 $10,000 | $15,000 | $42,300 $15,000 | $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%

. Not Not o - 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%
fzg/volsﬁ/fnaj‘;cgzxﬁrizanfgach) Ded, 0% |Ded, 20%| Ded, 50% | |Ded, 0% |Ded, 20%| Ded, 50% Ded, 0% | Ded, 20% | Ded, 50%
ﬁ?iﬂ‘iﬁiﬁﬂifﬁéﬁﬁfm Ded, 0% | Ded, 0% | Ded, 50% | |Ded, 0% | Ded, 0% | Ded, 50% Ded, 0% | Ded, 0% | Ded, 50%
DME/Orthotics &Prosthetic | ped, 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%
e Nureing Facliy/LTACH Ded, 0% |Ded, 20%| Ded, 50% | | Ded, 0% |Ded, 20%| Ded, 50% | | Ded,0% | Ded,20% | Ded, 50%
ﬁg”;:y';gjfr‘fu"r;)'?ehab‘“tat‘°” Ded, 0% |Ded, 20%| Ded, 50% | | Ded, 0% |Ded, 20%| Ded, 50% Ded, 0% | Ded, 20% | Ded, 50%
o e imum) 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% Ded. 50% Y

Ded, 50% Ded, 50% P
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%

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% | ot 0% 0% | e 0% 0% | e
Inpatient Hospital Services Ded, 10%|Ded, 20%| Ded, 50% | |Ded, 10%|Ded, 20%| Ded, 50%| |Ded, 10%|Ded, 20%| Ded, 50%
OQutpatient 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;/ts;ne:ucg Therapy oach) Ded, 10% [Ded, 20%|Ded, 50% | |Ded, 10%| Ded, 20%| Ded, 50%| |Ded, 10%| Ded, 20%| Ded, 50%

((;I?rv?sﬁtricnt:uilexlacﬁfn am) $50 $80 |Ded, 50% $50 $80 [Ded, 50% $60 $90 | Ded, 50%

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%
P

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. 41




- PARKVIEW

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

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'aI'St 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%

Outpatient 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%

Professional 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%

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

(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
Devices

$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%

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-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. a2




PARKVIEW

Annual Single Deductible $3,300 $5,600 $11,200 $5,000 $6,500 $13,800 $6,500 $6,750 $19,500
Annual Family Deductible $6,600 $11,200 $22,400 $10,000 | $13,000 $27,600 $13,000 $13,500 $39,000
O Max - Single, $3,300 | $7,500 | $21,150 $5,000 | $7,500 | $21,150 $7,500 | $7,500 | $21,150
Annual OOP Max - Family $6,600 | $15,000 | $42,300 | | $10,000 | $15000 | $42,300 $15,000 | $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%
. Not 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%
gg/ﬁsﬁ/fn%izfr:;?gfﬂach) Ded, 0% |Ded, 20%| Ded, 50% | |Ded, 0% |Ded, 20%| Ded, 50% Ded, 0% | Ded, 20% | Ded, 50%
S?tgﬁgﬁgsﬂﬁii ) 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%
a‘;‘”deacy’ Nursing Faciliy/LTACH| Ded, 0% [Ded, 20%| Ded, 50% | | Ded, 0% |Ded, 20%| Ded, 50% Ded, 0% | Ded, 20% | Ded, 50%
ﬁ‘guc}jy';zjffu”rﬁfehabi“tatio" Ded, 0% |Ded, 20%| Ded,50% | |Ded, 0% |Ded, 20%| Ded, 50% Ded, 0% | Ded, 20% | Ded, 50%
. . eq, 0% ed, o) ed, o) ed, U7 eq, ) edq, ) ed, U% eaq, © edq, ©
ggrjjtjfjﬂ‘mammum) 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% Ded. 50% y

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. 43




CLINIC

4 PARKVIEW

EMPLOYER CLINICS

Clinic Services Locations
Employer Clinic services are provided to you
?:‘i‘ng cost. You may YISIt any'o1c o.ur Employer Kosciusko Northwest Allen
inics for the following services: . . ..
o Diagnosis and treatment of most County Clinic County Clinic
. ,Cé\tru?czl/csitiacl;tec\(/)izi(:sl,tlons. 1021 Mariners Dr. 3898 New Vision Drive,
o Warsaw, IN 46582 Suite C
e Annual exams and physicals. s
- : . (Building M)
« Basic in-office procedures. Tues: 8am - 4pm Fort Wavne [N 46845
o Access to a medically supervised Wed: 10am - 6pm yne,
metabolic wellness program and Thurs: 8am - 4pm Mon: 8 am - 6 pm
diabetes treatment team and services. Tues: 8am -5 pm
Wed: 8 am-6 pm
Lab Services Noble County  Thurs:8am-5pm
Each Employer Clinic is equipped with a lab Clinic Fri:12pm-5pm
to obtain blood draws, cultures, and/or urine
collection to diagnose and monitor certain 1844 Ida Red Road
conditions such as: Kendallville, IN 46755

o Comprehensive Metabolic Panel

Clinic H :
« Complete Blood Count Lipid panel fnic rours

Mon: 10 am - 6 pm

o Hemoglobin A1C i )

e Thyroid Stimulating Hormone (TSH) Wed: 8am -4 pm

o Prostate Specific Antigen (PSA) Virtual Hours:

« Vitamin and mineral deficiency Tues: 8am -4 pm

e Hormone deficiency Thurs: 8am -4 pmM | comer | e | T | W0
o C-Reactive Protein

DEKALB DEFIANCE

e Throat culture
o Urinalysis

PAULDING

e Hepatic and Renal Function Panel wHiTLEY

Medication Formulary |
Employer Clinics have access to many * Aonts | p cincocaors
medications in generic form free of charge.

Medication categories include:

« Antibiotic/Antifungal/Antiviral For information on Employer Clinic
» Depression/Anxiety services, providers, appointment

o Diabetes/Hypertension/Heart Disease scheduling, and more, visit

e Male and Female Health/Nutrition Parkview.com/EmployerClinicsHub
o Osteoporosis/Arthritis/Pain or scan the QR code with your

« Lipid Management mobile phone camera.

e Migraine 44




Three Tier Plans

Prime Care Choice

aencore
COMBINED

Prime Care Choice

$500/20% $1000/20%
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 $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
ﬁQSUSLdOﬁwSXéfEean d coinsurance) $2,500 $5,500 $26,100 $4,000 $7,000 $26,100
(Ai:;"l“g"adoﬁﬁg\f;xégsgzn d coinsurance) $5,000 | $11,000 $52,200 $8,000 $13,000 $52,200
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/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 $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%

Tier 1
Network

Tier 2

Tier 3

Network Out-of-Network

aencore
COMBINED

Prime Care Choice

Tier 1
Network

Tier 2
Network

$2000/20%

Tier 3

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 $5,000 | $8,000 $26,100 $5500 | $8,500 $26,100
(incl Deductible, copay, and coinsurance)

pnnual 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** . .
3 A 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 2.5x 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

Prime Care Choice Prime Care Choice Prime Care Choice
$2500/20% $3000/20% $3500/20%
Tier 1 Tier 2 ;.i;:;- Tier 1 Tier 2 (.)r:.let::f- Tier 1 Tier 2 g:‘etf;_
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)
PCP Office Visit $30 $30 Ded, 50% $30 $30 Ded, 50% $30 $30 Ded, 50%

Specialist Office Visit

$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

(20% for Ancillary Services) $50 $50 Ded, 50% $50 $50 Ded, 50% $50 $50 Ded, 50%
. ® ® Not o o Not ® ® Not
Preventive Care 0% 0% Covered 0% 0% Covered 0% 0% Covered
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

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

(ﬁglz/?zgzcnt:uiflr'::zfnum) $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.
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Three Tier Plans

Prime Care Choice
$5000 /20%

Tier 1
Network

Tier 2

Network Out-of-Network

Tier 3

aencore
COMBINED

Prime Care Choice
$5000/50%

Tier 1
Network Network Out-of-Network

Tier 2

Tier 3

/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%
A s L S Ded, 20% | 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/QOrthotics & 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% aIDe(;, E(r)%n y Ded, 30% | Ded, 30% abecj, gor%n 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.



aencore
COMBINED

Three Tier Plans

HSA Plan $3300/20% HSA Plan $3300/0%
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 $3,300 $5,600 $11,200 $3,300 $5,600 $11,200
Annual Family Deductible $6,600 $11,200 $22,400 $6,600 $11,200 $22,400
Annual OOP Max - Single $6,000 $7,500 $21,150 $3,300 $7,500 $21,150
(incl Deductible, and coinsurance)
Annual OOP Max - Family
(indl Deductible, and coinsurance) $12,000 $15,000 $42,300 $6,600 $15,000 $42,300
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%
PT/OT/Speech Therapy Ded, 20% Ded, 30% Ded, 50% Ded, 0% Ded, 30% Ded, 50%
(20 visit annual maximum each)
Chiropractic Services Ded, 20% Ded, 20% Ded, 50% Ded, 0% Ded, 0% Ded, 50%
(15 visit annual maximum)
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%
(Sﬂ”j:y’\‘r:arj{;?u';?)d'”y/ LTACH Ded, 20% Ded, 30% Ded, 50% Ded, 0% Ded, 30% Ded, 50%
(Aléugi'y”gzg?nfhﬁhab””am” Ded, 20% Ded, 30% Ded, 50% Ded, 0% Ded, 30% Ded, 50%
('l%n;i:j:ma i) 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 Formulary Ded, 20% Ded, 20% Ded, 50% Ded, 0% Ded, 0% Ded, 50%
Brand Name Non-Formulary Ded, 20% Ded, 20% Ded, 50% Ded, 0% Ded, 0% Ded, 50%
. - o o Mail Order Only o o Mail Order Only
Specialty Drugs Ded, 30% Ded, 30% Ded, 50% Ded, 0% Ded, 0% 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. 49



aencore
COMBINED

Three Tier Plans

HSA Plan HSA Plan HSA Plan HSA Plan
$3500/20% $3500/0% $5000/0% $6500/0%

Tier1 Tier2 ;Letr:: Tier1 Tier2 ;:.:etroi Tier1 Tier2 ;E:et-roi Tier1 Tier2 ;':tro?

Network Network Network Network Network Network Network Network Network Network Network Network
Annual Single Deductible $3,500 | $7,000 [$14,000 $3,500 [ $7,000 |$14,000 $5,000 [ $6,500 ($13,800 $6,500 | $6,750 |$19,500
/Annual Family Deductible $7,000 |$14,000($28,000 $7,000 [$14,000/$28,000( [$10,000{$13,000($27,600( |$13,000{$13,500($39,000
(Ai:::‘lugledoﬁb’\l":gcmi'jrance) $7,000 | $7,500 |$21,150| | $3,500 | $7,500 [$21,150| |$5,000|$7,500 [$21,150| |$7,500 | $7,500 [$21,150
(Air’jgl”;;doﬁb'\l":g‘;?r?;‘zance) $14,000[$15,000{$42,300| | $7,000 |$15,000{$42,300| |$10,000/$15,000{$42,300| [$15,000{$15,000{$42,300
Family Deductible / OOP Max Embedded Embedded Embedded Embedded

) - Ded, Ded, Ded, Ded, Ded, Ded, Ded, Ded, Ded, Ded, o| Ded,
PCP Office Visit 20% | 20% | s50% 0% | 0% | s0% 0% | 0% | s0% 0% [Ped 0% 509

L ) . Ded, Ded, Ded, Ded, Ded, Ded, Ded, Ded, Ded, Ded, | Ded,
Specialist Office Visit 20% | 20% | 50% 0% | 0% | 50% 0% | 0% | 50% 0% [P 9% 509

. Not Not Not Not
Preventive Care 0% 0% Covered 0% 0% Covered 0% 0% Covered 0% 0% Covered
Inpatient Hospital Services Ded, Ded, Ded, Ded, Ded, Ded, Ded, Ded, Ded, Ded, Ded, Ded,

P P 20% 30% 50% 0% 30% 50% 0% 30% 50% 0% 30% 50%
Outpatient Hospital Services Ded, Ded, Ded, Ded, Ded, Ded, Ded, Ded, Ded, Ded, Ded, Ded,
P P 20% | 30% | 50% 0% | 30% | 50% 0% | 30% | 50% 0% | 30% | 50%
Professi | Servi (In & Out) Ded, Ded, Ded, Ded, Ded, Ded, Ded, Ded, Ded, Ded, Ded, Ded,
rotessionatservices in UM | 20% | 30% | 50% 0% | 30% | 50% 0% | 30% | 50% 0% | 30% | 50%

Ded, Ded, Ded, Ded, Ded, o Ded, Ded, o Ded, o o

Emergency Room 20% 20% 20% 0% 0% Ded, 0% 0% 0% Ded, 0% 0% Ded, 0%|Ded, 0%
. Ded, Ded, Ded, Ded, Ded, Ded, Ded, Ded, Ded, Ded, Ded,
Urgent Care Facility 20% | 20% | 50% 0% | 0% | s0% 0% | 0% | s0% 0% [P 9% 509

Ded, Ded, Ded, Ded, Ded, o Ded, Ded, o Ded, o o

Ambulance 20% 20% 20% 0% 0% Ded, 0% 0% 0% Ded, 0% 0% Ded, 0%|Ded, 0%
PT/OT/Speech Therapy Ded, Ded, Ded, Ded, Ded, Ded, Ded, Ded, Ded, Ded, Ded, Ded,
(20 visit annual maximum each)| 20% 30% 50% 0% 30% 50% 0% 30% 50% 0% 30% 50%
Chiropractic Services Ded, Ded, Ded, Ded, Ded, Ded, Ded, Ded, Ded, Ded, Ded 0% Ded,
(15 visit annual maximum) 20% 20% 50% 0% 0% 50% 0% 0% 50% 0% eVl 50%
DME/Orthotics & Prosthetic Ded, Ded, Ded, Ded, Ded, Ded, Ded, Ded, Ded, Ded, Ded, Ded,
Devices 20% 30% 50% 0% 30% 50% 0% 30% 50% 0% 30% 50%
Inpatient Behavioral Health Ded, Ded, Ded, Ded, Ded, Ded, Ded, Ded, Ded, Ded, Ded, Ded,
P 20% 30% 50% 0% 30% 50% 0% 30% 50% 0% 30% 50%

. . Ded, Ded, Ded, Ded, Ded, Ded, Ded, Ded, Ded, Ded, Ded,
Outpatient Behavioral Health 20% 20% 50% 0% 0% 50% 0% 0% 50% 0% Ded, 0% 509%
Skilled Nursing Facility/LTACH | Ded, Ded, Ded, Ded, Ded, Ded, Ded, Ded, Ded, Ded, Ded, Ded,
(45 day maximum) 20% 30% 50% 0% 30% 50% 0% 30% 50% 0% 30% 50%
Acute Inpatient Rehabilitation Ded, Ded, Ded, Ded, Ded, Ded, Ded, Ded, Ded, Ded, Ded, Ded,
(45 day maximum) 20% 30% 50% 0% 30% 50% 0% 30% 50% 0% 30% 50%
Home Health Ded, Ded, Ded, Ded, Ded, Ded, Ded, Ded, Ded, Ded, Ded, Ded,
(60 visit annual maximum) 20% 30% 50% 0% 30% 50% 0% 30% 50% 0% 30% 50%
Hosbice Ded, Ded, Ded, Ded, Ded, Ded, Ded, Ded, Ded, Ded, Ded, Ded,

P 20% 30% 50% 0% 30% 50% 0% 30% 50% 0% 30% 50%
Pharmacy:
Generic Dru Ded, Ded, Ded, Ded, Ded, Ded, Ded, Ded, Ded, Ded, Ded, Ded,
9 20% 20% 50% 0% 0% 50% 0% 0% 50% $10 $10 50%
Brand N E | Ded, Ded, Ded, Ded, Ded, Ded, Ded, Ded, Ded, Ded, Ded, Ded,
randfame Formulary 20% | 20% | 50% 0% 0% | 50% 0% 0% | 50% $50 | $50 | 50%
Brand Name Non-Formular Ded, Ded, Ded, Ded, Ded, Ded, Ded, Ded, Ded, Ded, Ded, Ded,
y 20% 20% 50% 0% 0% 50% 0% 0% 50% $100 | $100 50%
Mail Mail Mail Mail
Order Order Order Order
. Ded, Ded, Ded, Ded, Ded, Ded, Ded, Ded,

Specialty Drugs™ 30% | 30% ggg 0% | 0% ggg 0% | 0% Sgéyl 30% | 30% g;‘('jyl

50% 50% 50% 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. 50



Two Tier Plans

a€ncore
COMBINED

PC Choice PC Choice PC Choice PC Choice PC Choice
$500/20% $1000/20% $1500/20% $2000/20% $2500/20%

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 $11,000
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/QOrthotics & 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%
A | i Rehabilitati 4 i

cute 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%

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

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

Annual Single Deductible $3,000 $3,500 $5,000 $5,000
Annual Family Deductible $6,000 $7,000 $10,000 $10,000
Annual OOP Max - Single $6,000 $7,000 $8,700 $8,700
(incl Deductible, copay, & coinsurance)
Annual OOP Max - Family $12,000 $14,000 $17,400 $17,400
(incl Deductible, copay, & coinsurance)
PCP Office Visit $30 $30 $30 $45
Specialist Office Visit
(20% for Ancillary Services) $50 $50 $50 $90
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%
PT/OT/Speech Therapy Ded, 20% Ded, 20% Ded, 20% Ded, 50%
(20 visit annual maximum each)
Ch|r(?pract|c Serv!ces $50 $50 $50 $90
(15 visit annual maximum)
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 Nurging Facility/LTACH Ded, 20% Ded, 20% Ded, 20% Ded, 50%
(45 day maximum)
Acute Inpa‘Flent Rehabilitation Ded, 20% Ded, 20% Ded, 20% Ded. 50%
(45 day maximum)
Home Health (60 visit maximum) Ded, 20% Ded, 20% Ded, 20% Ded, 50%
Hospice Ded, 20% Ded, 20% Ded, 20% Ded, 50%
Out of Network: ‘
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
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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Two Tier Plans

aencore
COMBINED

HSA HSA HSA
$3300/20% $3300/0% $3500/20%

Annual Single Deductible $3,300 $3,300 $3,500
Annual Family Deductible $6,600 $6,600 $7,000
::Sugtl—:‘gligg\l/l:);njlgglnesurance) $6,000 $3,300 $7,000
é:glugle((:ljti'zkl)\l/l:);ngirgilrléurance) $12,000 $6,600 $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
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%

Annual Single Deductible $3,500 $5,000 $6,500
Annual Family Deductible $7,000 $10,000 $13,000
e 53500 o0 || w0
?:gugégﬁggf:zngir:ilrl\iurance) $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%
Z;’(/:E))T/Speech Therapy (20 visit annual maximum 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 $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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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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