
BENEFIT IN-NETWORK

FINANCIAL

Single*

Family

Coinsurance:

Single

(Including Deductible) Family

Financial Accumulation Period:

Out-of-Network Reimbursement:

$5,750

$11,500��

30%

$����������

$��������������

�3�R�O�L�F�\ Year��

Not Applicable

PREVENTIVE CARE

Adult Preventive Care No Charge

Infant and Pediatric Preventive Care No Charge

Preventive Dental for Children (Up to age 19) No Charge after Deductible

Pediatric Vision Exam (Up to age 19) No Charge

Pediatric Vision Hardware (Up to age 19) Deductible & 50% Coinsurance

OUTPATIENT CARE

Primary Care Physician Office Visits

Specialist Office Visits

Virtual Visits

Outpatient Surgery - Hospital Setting

Deductible and then $25 copay per visit��

Deductible and then $75 copay per visit��

No Charge

Deductible & 30% Coinsurance

Outpatient Surgery - Freestanding Facility Deductible & 30% Coinsurance

Laboratory Services Deductible & 30% Coinsurance

Radiology Services Deductible & 30% Coinsurance

DIABETIC SUPPLIES AND MEDICATIONS

Diabetic Supplies Deductible and then $25 copay

Diabetic Medications Deductible and then $25 copay

Outpatient Hospital Services

Freestanding Radiology Facility Deductible & 30% Coinsurance

HOSPITAL CARE

Physician's and Surgeon's Services Deductible & 30% Coinsurance

Semi-Private Room and Board

All Drugs and Medication Deductible & 30% Coinsurance

EMERGENCY CARE

Ambulance Service When Medically Necessary Deductible & 30% Coinsurance

At Hospital Emergency Room (waived if admitted) Deductible & 50% Coinsurance
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