-
PATRIOT PLANS

INDEPENDENCE

SCHEDULE OF BENEFITS

Preventive Care Under PPACA

Teladoc

Professional Outpatient Office Visits

Primary Care
Specialist
Mental Health & Substance Use Disorder

Office Based Diagnostic Tests,
Labs & X-Ray

Outpatient Surgical, Diagnostic
& Therapeutic Procedures

Medical Services
Facility Charges

Vision
Short Term Rehabilitation Services

Emergency Services
Hospital Emergency Room
Urgent Care/Physician
Ambulance

Allergy Treatment
Testing & Injections
Serum

Prescription Drug Coverage
Generics
Preferred Brand
Non-Preferred Brand
Expensive Specialty & Injectables

Charges for preventive care as per PPACA on the effective date of the plan provide
for certain benefits to be paid absent of cost sharing.

The Teladoc program, while not insurance, is a convenient standalone service that
provides access by web, phone, or mobile app to qualified doctors who can treat
many common medical conditions.

These charges are billed by the physician for time spent with the patient. Office
visits do not include charges for diagnostic, surgical or medical procedures
performed by the physician or for diagnostic services billed separately.

Includes diagnostic tests performed in a physician’s office and billed by such
physician or a freestanding non-hospital billed facility only.

Includes outpatient services, such as miscellaneous medical procedures and
supplies, diagnostic and therapeutic procedures and surgery at a physician’s
office, freestanding surgical center or hospital (when approved).

Any optometrist; member must submit claim for reimbursement.
Copay waived for children under 5.

Physical, chiropractic, speech and occupational therapy. (Includes therapies
performed in a provider's office or other non-hospital billed facility only).

ER copayment waived if admitted; $250 penalty for non-emergency use of a
hospital emergency room.

Urgent Care copayments do not include charges for diagnostic, surgical, or medical
procedures.

Up to a 34-day supply may be purchased at retail for the listed copay.
Up to a 90-day supply may be purchased at retail or by mail order for 2 copays.

You Pay

No Deductible, No Copay

$0 Copay

$20 Copay
$40 Copay
$20 Copay

$20 Copay

$60 Copay
$60 Copay

$30 Copay

$40 Copay

$200 Copay
$20 Copay
$40 Copay

$20 Copay
$150 Copay

$0 Copay
$20 Copay
$75 Copay
$150 Copay

EXPENSES ABOVE THIS LINE NOT SUBJECT TO DEDUCTIBLE

Plan Year Deductible
Individual
Family

Deductible & Coinsurance Maximum

Individual
Family

Inpatient Hospitalization
Medical Services & Facility
Anesthesiologist & Surgeon Fees
Mental Health & Substance Use Disorder
Home Health Care &
Skilled Nursing Facilities

Durable Medical Equipment

An individual within family coverage will only be required to meet the indicated
individual deductible amount before coinsurance benefits begin.

Copays do not apply to the deductible and coinsurance maximum. However, copays
combined with the deductible and coinsurance maximum do apply to an In Network
Out of Pocket maximum of $7,000 for those with individual coverage and $14,000
for those with dependents covered.

$250 Deductible
$500 Deductible

$250 per Individual
$500 per Family

0% after the Deductible
0% after the Deductible
0% after the Deductible

0% after the Deductible

0% after the Deductible

PPO Provisions. Benefit Reduction for Non-Network Providers - when receiving care from non-network providers, all benefits are subject to the deductible and
an additional 20% coinsurance and an increased out of pocket maximum. Other limits may apply. Out of Network Expense: 20% after the deductible. Maximum
Out of Pocket Expense: $9,000/518,000. Please refer to the Summary Plan Description (SPD) for details. The SPD is the final determination of all benefits. Out-

of-Network benefits are subject to usual and customary limitations.
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PATRIOT PLANS

RED

SCHEDULE OF BENEFITS

Preventive Care Under PPACA

Teladoc

Professional Outpatient Office Visits

Primary Care
Specialist
Mental Health & Substance Use Disorder

Office Based Diagnostic Tests,
Labs & X-Ray

Outpatient Surgical, Diagnostic
& Therapeutic Procedures

Medical Services
Facility Charges

Vision
Short Term Rehabilitation Services

Emergency Services
Hospital Emergency Room
Urgent Care/Physician
Ambulance

Allergy Treatment
Testing & Injections
Serum

Prescription Drug Coverage
Generics
Preferred Brand
Non-Preferred Brand
Expensive Specialty & Injectables

Charges for preventive care as per PPACA on the effective date of the plan provide
for certain benefits to be paid absent of cost sharing.

The Teladoc program, while not insurance, is a convenient standalone service that
provides access by web, phone, or mobile app to qualified doctors who can treat
many common medical conditions.

These charges are billed by the physician for time spent with the patient. Office
visits do not include charges for diagnostic, surgical or medical procedures
performed by the physician or for diagnostic services billed separately.

Includes diagnostic tests performed in a physician’s office and billed by such
physician or a freestanding non-hospital billed facility only.

Includes outpatient services, such as miscellaneous medical procedures and
supplies, diagnostic and therapeutic procedures and surgery at a physician’s
office, freestanding surgical center or hospital (when approved).

Any optometrist; member must submit claim for reimbursement.
Copay waived for children under 5.

Physical, chiropractic, speech and occupational therapy. (Includes therapies per-
formed in a provider's office or other non-hospital billed facility only).

ER copayment waived if admitted; $250 penalty for non-emergency use of a
hospital emergency room.

Urgent Care copayments do not include charges for diagnostic, surgical, or medical
procedures.

Up to a 34-day supply may be purchased at retail for the listed copay.
Up to a 90-day supply may be purchased at retail or by mail order for 2 copays.

You Pay

No Deductible, No Copay

$0 Copay

$20 Copay
$40 Copay
$20 Copay

$20 Copay

$60 Copay
$60 Copay

$30 Copay

$40 Copay

$200 Copay
$20 Copay
$40 Copay

$20 Copay
$150 Copay

$0 Copay
$20 Copay
$75 Copay
$150 Copay

EXPENSES ABOVE THIS LINE NOT SUBJECT TO DEDUCTIBLE

Plan Year Deductible
Individual
Family

Deductible & Coinsurance Maximum

Individual
Family

Inpatient Hospitalization
Medical Services & Facility
Anesthesiologist & Surgeon Fees
Mental Health & Substance Use Disorder

Home Health Care &
Skilled Nursing Facilities

Durable Medical Equipment

An individual within family coverage will only be required to meet the indicated
individual deductible amount before coinsurance benefits begin.

Copays do not apply to the deductible and coinsurance maximum. However,
copays combined with the deductible and coinsurance maximum do apply to an In
Network Out of Pocket maximum of $7,000 for those with individual

coverage and $14,000 for those with dependents covered.

$250 Deductible
$500 Deductible

$1,500 per Individual
$3,000 per Family

10% after the Deductible
10% after the Deductible
10% after the Deductible

107% after the Deductible

10% after the Deductible

PPO Provisions. Benefit Reduction for Non-Network Providers - when receiving care from non-network providers, all benefits are subject to the deductible and an
additional 20% coinsurance and an increased out of pocket maximum. Other limits may apply. Out of Network Expense: 30% after the deductible. Maximum Out of
Pocket Expense: $9,000/5$18,000. Please refer to the Summary Plan Description (SPD) for details. The SPD is the final determination of all benefits. Out-of-Network

benefits are subject to usual and customary limitations.
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PATRIOT PLANS

WHITE

SCHEDULE OF BENEFITS

Preventive Care Under PPACA

Teladoc

Professional Outpatient Office Visits

Primary Care
Specialist
Mental Health & Substance Use Disorder

Office Based Diagnostic Tests,
Labs & X-Ray

Outpatient Surgical, Diagnostic
& Therapeutic Procedures

Medical Services
Facility Charges

Vision
Short Term Rehabilitation Services

Emergency Services
Hospital Emergency Room
Urgent Care/Physician
Ambulance

Allergy Treatment
Testing & Injections
Serum

Prescription Drug Coverage
Generics
Preferred Brand
Non-Preferred Brand
Expensive Specialty & Injectables

Charges for preventive care as per PPACA on the effective date of the plan provide
for certain benefits to be paid absent of cost sharing.

The Teladoc program, while not insurance, is a convenient standalone service that
provides access by web, phone, or mobile app to qualified doctors who can treat
many common medical conditions.

These charges are billed by the physician for time spent with the patient. Office
visits do not include charges for diagnostic, surgical or medical procedures
performed by the physician or for diagnostic services billed separately.

Includes diagnostic tests performed in a physician’s office and billed by such
physician or a freestanding non-hospital billed facility only.

Includes outpatient services, such as miscellaneous medical procedures and
supplies, diagnostic and therapeutic procedures and surgery at a physician’s
office, freestanding surgical center or hospital (when approved).

Any optometrist; member must submit claim for reimbursement.
Copay waived for children under 5.

Physical, chiropractic, speech and occupational therapy. (Includes therapies per-
formed in a provider's office or other non-hospital billed facility only).

ER copayment waived if admitted; $250 penalty for non-emergency use of a
hospital emergency room.

Urgent Care copayments do not include charges for diagnostic, surgical, or medical
procedures.

Up to a 34-day supply may be purchased at retail for the listed copay.
Up to a 90-day supply may be purchased at retail or by mail order for 2 copays.

You Pay

No Deductible, No Copay

$0 Copay

$20 Copay
$40 Copay
$20 Copay

$20 Copay

$60 Copay
$60 Copay

$30 Copay

$40 Copay

$200 Copay
$20 Copay
$40 Copay

$20 Copay
$150 Copay

$0 Copay
$20 Copay
$75 Copay
$150 Copay

EXPENSES ABOVE THIS LINE NOT SUBJECT TO DEDUCTIBLE

Plan Year Deductible
Individual
Family

Deductible & Coinsurance Maximum

Individual
Family

Inpatient Hospitalization
Medical Services & Facility
Anesthesiologist & Surgeon Fees
Mental Health & Substance Use Disorder

Home Health Care &
Skilled Nursing Facilities

Durable Medical Equipment

An individual within family coverage will only be required to meet the indicated
individual deductible amount before coinsurance benefits begin.

Copays do not apply to the deductible and coinsurance maximum. However,
copays combined with the deductible and coinsurance maximum do apply to an In
Network Out of Pocket maximum of $7,000 for those with individual coverage and
$14,000 for those with dependents covered.

$500 Deductible
$1,000 Deductible

$3,000 per Individual
$6,000 per Family

20% after the Deductible
20% after the Deductible
20% after the Deductible

20% after the Deductible

20% after the Deductible

PPO Provisions. Benefit Reduction for Non-Network Providers - when receiving care from non-network providers, all benefits are subject to the deductible and an
additional 20% coinsurance and an increased out of pocket maximum. Other limits may apply. Out of Network Expense: 40% after the deductible. Maximum Out of
Pocket Expense: $9,000/518,000. Please refer to the Summary Plan Description (SPD) for details. The SPD is the final determination of all benefits. Out-of-Network
benefits are subject to usual and customary limitations.
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PATRIOT PLANS

BLUE

SCHEDULE OF BENEFITS

Preventive Care Under PPACA

Teladoc

Professional Outpatient Office Visits

Primary Care
Specialist
Mental Health & Substance Use Disorder

Office Based Diagnostic Tests,
Labs & X-Ray

Outpatient Surgical, Diagnostic
& Therapeutic Procedures

Medical Services
Facility Charges

Vision
Short Term Rehabilitation Services

Emergency Services
Hospital Emergency Room
Urgent Care/Physician
Ambulance

Allergy Treatment
Testing & Injections
Serum

Prescription Drug Coverage
Generics
Preferred Brand
Non-Preferred Brand
Expensive Specialty & Injectables

Charges for preventive care as per PPACA on the effective date of the plan provide
for certain benefits to be paid absent of cost sharing.

The Teladoc program, while not insurance, is a convenient standalone service that
provides access by web, phone, or mobile app to qualified doctors who can treat
many common medical conditions.

These charges are billed by the physician for time spent with the patient. Office
visits do not include charges for diagnostic, surgical or medical procedures
performed by the physician or for diagnostic services billed separately.

Includes diagnostic tests performed in a physician’s office and billed by such
physician or a freestanding non-hospital billed facility only.

Includes outpatient services, such as miscellaneous medical procedures and
supplies, diagnostic and therapeutic procedures and surgery at a physician’s
office, freestanding surgical center or hospital (when approved).

Any optometrist; member must submit claim for reimbursement.
Copay waived for children under 5.

Physical, chiropractic, speech and occupational therapy. (Includes therapies per-
formed in a provider's office or other non-hospital billed facility only).

ER copayment waived if admitted; $250 penalty for non-emergency use of a
hospital emergency room.

Urgent Care copayments do not include charges for diagnostic, surgical, or medical
procedures.

Up to a 34-day supply may be purchased at retail for the listed copay.
Up to a 90-day supply may be purchased at retail or by mail order for 2 copays.

You Pay

No Deductible, No Copay

$0 Copay

$20 Copay
$40 Copay
$20 Copay

$20 Copay

$60 Copay
$60 Copay

$30 Copay

$40 Copay

$200 Copay
$20 Copay
$40 Copay

$20 Copay
$150 Copay

S0 Copay
$20 Copay
$75 Copay
$150 Copay

EXPENSES ABOVE THIS LINE NOT SUBJECT TO DEDUCTIBLE

Plan Year Deductible
Individual
Family

Deductible & Coinsurance Maximum

Individual
Family

Inpatient Hospitalization
Medical Services & Facility
Anesthesiologist & Surgeon Fees
Mental Health & Substance Use Disorder

Home Health Care &
Skilled Nursing Facilities

Durable Medical Equipment

An individual within family coverage will only be required to meet the indicated
individual deductible amount before coinsurance benefits begin.

Copays do not apply to the deductible and coinsurance maximum. However,
copays combined with the deductible and coinsurance maximum do apply to an In
Network Out of Pocket maximum of $7,000 for those with individual coverage and
$14,000 for those with dependents covered.

$1,000 Deductible
$2,000 Deductible

$4,500 per Individual
$9,000 per Family

30% after the Deductible
30% after the Deductible
30% after the Deductible

30% after the Deductible

30% after the Deductible

PPO Provisions. Benefit Reduction for Non-Network Providers - when receiving care from non-network providers, all benefits are subject to the deductible and an
additional 20% coinsurance and an increased out of pocket maximum. Other limits may apply. Out of Network Expense: 50% after the deductible. Maximum Out of
Pocket Expense: $9,000/518,000. Please refer to the Summary Plan Description (SPD) for details. The SPD is the final determination of all benefits. Out-of-Network
benefits are subject to usual and customary limitations.
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PATRIOT PLANS (HRA EZ)

WASHINGTON

SCHEDULE OF BENEFITS

Preventive Care Under PPACA

Teladoc

Professional Outpatient Office Visits

Primary Care
Specialist
Mental Health & Substance Use Disorder

Office Based Diagnostic Tests,
Labs & X-Ray

Outpatient Surgical, Diagnostic
& Therapeutic Procedures

Medical Services
Facility Charges

Vision
Short Term Rehabilitation Services

Emergency Services
Hospital Emergency Room
Urgent Care/Physician
Ambulance

Allergy Treatment
Testing & Injections
Serum

Prescription Drug Coverage
Generics
Preferred Brand
Non-Preferred Brand
Expensive Specialty & Injectables

Charges for preventive care as per PPACA on the effective date of the plan provide
for certain benefits to be paid absent of cost sharing.

The Teladoc program, while not insurance, is a convenient standalone service that
provides access by web, phone, or mobile app to qualified doctors who can treat
many common medical conditions.

These charges are billed by the physician for time spent with the patient. Office
visits do not include charges for diagnostic, surgical or medical procedures
performed by the physician or for diagnostic services billed separately.

Includes diagnostic tests performed in a physician’s office and billed by such
physician or a freestanding non-hospital billed facility only.

Includes outpatient services, such as miscellaneous medical procedures and
supplies, diagnostic and therapeutic procedures and surgery at a physician’s
office, freestanding surgical center or hospital (when approved).

Any optometrist; member must submit claim for reimbursement.
Copay waived for children under 5.

Physical, chiropractic, speech and occupational therapy. (Includes therapies per-
formed in a provider's office or other non-hospital billed facility only).

ER copayment waived if admitted; $250 penalty for non-emergency use of a
hospital emergency room.

Urgent Care copayments do not include charges for diagnostic, surgical, or medical
procedures.

Up to a 34-day supply may be purchased at retail for the listed copay.
Up to a 90-day supply may be purchased at retail or by mail order for 2 copays.

You Pay

No Deductible, No Copay

$0 Copay

$20 Copay
$40 Copay
$20 Copay

$20 Copay

$60 Copay
$60 Copay

$30 Copay

$40 Copay

$200 Copay
$20 Copay
$40 Copay

$20 Copay
$150 Copay

$0 Copay
$20 Copay
$75 Copay
$150 Copay

EXPENSES ABOVE THIS LINE NOT SUBJECT TO DEDUCTIBLE

Plan Year Deductible
Individual
Family

Deductible & Coinsurance Maximum

Individual
Family

Inpatient Hospitalization
Medical Services & Facility
Anesthesiologist & Surgeon Fees
Mental Health & Substance Use Disorder

Home Health Care &
Skilled Nursing Facilities

Durable Medical Equipment

Only one deductible amount applies regardless of dependent status.

Copays do not apply to the deductible and coinsurance maximum. However,
copays combined with the deductible and coinsurance maximum do apply to an In
Network Out of Pocket maximum of $7,000 regardless of dependent status.

$2,500 Deductible
$2,500 Deductible

$2,500 Deductible
$2,500 Deductible

0% after the Deductible
0% after the Deductible
0% after the Deductible

0% after the Deductible

0% after the Deductible

PPO Provisions. Benefit Reduction for Non-Network Providers - when receiving care from non-network providers, all benefits are subject to the deductible and an
additional 20% coinsurance and an increased out of pocket maximum. Other limits may apply. Out of Network Expense: 20% after the deductible. Maximum Out of
Pocket Expense: $9,000. Please refer to the Summary Plan Description (SPD) for details. The SPD is the final determination of all benefits. Out-of-Network benefits

are subject to usual and customary limitations.
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PATRIOT PLANS (HRA EZ)

LINCOLN

SCHEDULE OF BENEFITS

Preventive Care Under PPACA

Teladoc

Professional Outpatient Office Visits

Primary Care
Specialist
Mental Health & Substance Use Disorder

Office Based Diagnostic Tests,
Labs & X-Ray

Outpatient Surgical, Diagnostic
& Therapeutic Procedures

Medical Services
Facility Charges

Vision
Short Term Rehabilitation Services

Emergency Services
Hospital Emergency Room
Urgent Care/Physician
Ambulance

Allergy Treatment
Testing & Injections
Serum

Prescription Drug Coverage
Generics
Preferred Brand
Non-Preferred Brand
Expensive Specialty & Injectables

Charges for preventive care as per PPACA on the effective date of the plan provide
for certain benefits to be paid absent of cost sharing.

The Teladoc program, while not insurance, is a convenient standalone service that
provides access by web, phone, or mobile app to qualified doctors who can treat
many common medical conditions.

These charges are billed by the physician for time spent with the patient. Office
visits do not include charges for diagnostic, surgical or medical procedures
performed by the physician or for diagnostic services billed separately.

Includes diagnostic tests performed in a physician’s office and billed by such
physician or a freestanding non-hospital billed facility only.

Includes outpatient services, such as miscellaneous medical procedures and
supplies, diagnostic and therapeutic procedures and surgery at a physician’s
office, freestanding surgical center or hospital (when approved).

Any optometrist; member must submit claim for reimbursement.
Copay waived for children under 5.

Physical, chiropractic, speech and occupational therapy. (Includes therapies per-
formed in a provider's office or other non-hospital billed facility only).

ER copayment waived if admitted; $250 penalty for non-emergency use of a
hospital emergency room.

Urgent Care copayments do not include charges for diagnostic, surgical, or medical

procedures.

Up to a 34-day supply may be purchased at retail for the listed copay.
Up to a 90-day supply may be purchased at retail or by mail order for 2 copays.

You Pay

No Deductible, No Copay

$0 Copay

$20 Copay
$40 Copay
$20 Copay

$20 Copay

$60 Copay
$60 Copay

$30 Copay

$40 Copay

$200 Copay
$20 Copay
$40 Copay

$20 Copay
$150 Copay

$0 Copay
$20 Copay
$75 Copay
$150 Copay

EXPENSES ABOVE THIS LINE NOT SUBJECT TO DEDUCTIBLE

Plan Year Deductible
Individual
Family

Deductible & Coinsurance Maximum

Individual
Family

Inpatient Hospitalization
Medical Services & Facility
Anesthesiologist & Surgeon Fees
Mental Health & Substance Use Disorder

Home Health Care &
Skilled Nursing Facilities

Durable Medical Equipment

Only one deductible amount applies regardless of dependent status.

Copays do not apply to the deductible and coinsurance maximum. However,
copays combined with the deductible and coinsurance maximum do apply to an In
Network Out of Pocket maximum of $7,000 regardless of dependent status.

$3,500 Deductible
$3,500 Deductible

$3,500 Deductible
$3,500 Deductible

0% after the Deductible
0% after the Deductible
0% after the Deductible

0% after the Deductible

0% after the Deductible

PPO Provisions. Benefit Reduction for Non-Network Providers - when receiving care from non-network providers, all benefits are subject to the deductible and
an additional 20% coinsurance and an increased out of pocket maximum. Other limits may apply. Out of Network Expense: 20% after the deductible. Maximum
Out of Pocket Expense: $9,000. Please refer to the Summary Plan Description (SPD) for details. The SPD is the final determination of all benefits. Out-of-Network
benefits are subject to usual and customary limitations.

RevHP1708 | 01-06




4 )
LIBERTY PLANS
SCHEDULE OF BENEFITS You PAy
- Charges for preventive care as per PPACA on the effective date of the plan .
Preventive Care Under PPACA provide for certain benefits to be paid absent of cost sharing. No Deductible, No Copay
The Teladoc program, while not insurance, is a convenient standalone service
Teladoc that provides access by web, phone, or mobile app to qualified doctors who No Deductible, No Copay
can treat many common medical conditions.
Professional Outpatient Office Visits These charges are billed by the physician for time spent with the patient. Office
Primary Care visits do not include charges for diagnostic, surgical or medical procedures $30 Copay
Mental Health & Substance Use Disorder performed by the physician or for diagnostic services billed separately. $30 Copay
Office Based Diagnostic Tests, Includes diagnostic tests performed in a physician’s office and billed by such $30 Copa
Labs & X-Ray physician or a freestanding non-hospital billed facility only. pay
- Urgent Care copayments do not include charges for diagnostic, surgical, or
Urgent Care / Physician sieR psedlies: $30 Copay
Prescription Drug Coverage
Generics : : $10 Copay
Up to a 34-day supply may be purchased at retail for the listed copay.
Preferred Brand Up to a 90-day supply may be purchased at retail or by mail order for 2 copays 230 Copay
Non-Preferred Brand ‘ $75 Copay
Expensive Specialty & Injectables 50% up to $400 Max Copay
EXPENSES ABOVE THIS LINE NOT SUBJECT TO DEDUCTIBLE
P}agY_garlDeductlble An individual within family coverage will only be required to meet the $1.500 per Individual
ndividua indicated individual deductible amount before coinsurance benefits begin. U Perinaiviaua
Family $3,000 per Family
OlugpfdPol(:ket Maximum Allin network covered cost sharing including copays, deductible and $7.000 per Individual
ndiviaua coinsurance combine to meet this OOP maximum. o2 PEN INCIVICUa
Family $14,000 per Family
Outpatient Specialist Office Visits See notes for “Professional Outpatient Office Visits" 0% after the Deductible

Outpatient Surgical, Diagnostic

& Therapeutic Procedures Includes outpatient services, such as miscellaneous medical procedures and

supplies, diagnostic and therapeutic procedures and surgery at a physician’s

Medical Services ] ] ] ; 0% after the Deductible
Facility Charges office, freestanding surgical center or hospital (when approved). 0% after the Deductible
. Any optometrist; member must submit claim for reimbursement. Copay waived 0 .
Vision for children under 5. 0% after the Deductible
e o : Physical, chiropractic, speech and occupational therapy. (Includes therapies 9 .
Short Term Rehabilitation Services performed in a provider's office or other non-hospital billed facility only). VSRR
Emergency Services ,
Hospital Emergency Room $250 penalty for non-emergency use of a hospital emergency room. 0% after the Deductible
Ambulance 0% after the Deductible
Allergy Testing, Injections & Serum 0% after the Deductible
Inpatient Hospitalization
Medical Services & Facility 0% after the Deductible
Anesthesiologist & Surgeon Fees 0% after the Deductible
Mental Health & Substance Use Disorder 0% after the Deductible
Home Health Care & . .
Skilled Nursing Facilities 0% after the Deductible
Durable Medical Equipment 0% after the Deductible

PPO Provisions. When receiving care from non-network providers, all benefits are subject to the deductible and 20% coinsurance for the member and an increased out of pocket
maximum. Other limits may apply. Maximum Out of Pocket Expenses are increased to $9,000 for individual and $18,000 for coverage with dependents. Please refer to the Summary
Plan Descriptions (SPD) for details. The SPD is the final determination of all benefits. Out-of-Network benefits are subject to usual and customary limitations.

RevHP1708 | 02-02



g )
LIBERTY PLANS
SCHEDULE OF BENEFITS You PAy
: Charges for preventive care as per PPACA on the effective date of the plan .
Preventive Care Under PPACA provide for certain benefits to be paid absent of cost sharing. e Brasirfile, o Lepey
The Teladoc program, while not insurance, is a convenient standalone service
Teladoc that provides access by web, phone, or mobile app to qualified doctors who No Deductible, No Copay
can treat many common medical conditions.
Professional Outpatient Office Visits These charges are billed by the physician for time spent with the patient. Office
Primary Care visits do not include charges for diagnostic, surgical or medical procedures $30 Copay
Mental Health & Substance Use Disorder performed by the physician or for diagnostic services billed separately. $30 Copay
Office Based Diagnostic Tests, Includes diagnostic tests performed in a physician’s office and billed by such $30 Copa
Labs & X-Ray physician or a freestanding non-hospital billed facility only. pay
- Urgent Care copayments do not include charges for diagnostic, surgical, or
Urgent Care / Physician sieR psedlies: $30 Copay
Prescription Drug Coverage
Generics : : $10 Copay
Up to a 34-day supply may be purchased at retail for the listed copay.
Preferred Brand Up to a 90-day supply may be purchased at retail or by mail order for 2 copays 230 Copay
Non-Preferred Brand ‘ $75 Copay
Expensive Specialty & Injectables 50% up to $400 Max Copay
EXPENSES ABOVE THIS LINE NOT SUBJECT TO DEDUCTIBLE
P}agY_garlDeductlble An individual within family coverage will only be required to meet the $2.500 per Individual
ndividua indicated individual deductible amount before coinsurance benefits begin. U pernaiviaua
Family $5,000 per Family
OlugpfdPol(:ket Maximum Allin network covered cost sharing including copays, deductible and $7.000 per Individual
ndiviaua coinsurance combine to meet this OOP maximum. o2 PEN INCIVICUa
Family $14,000 per Family
Outpatient Specialist Office Visits See notes for “Professional Outpatient Office Visits" 0% after the Deductible

Outpatient Surgical, Diagnostic

& Therapeutic Procedures Includes outpatient services, such as miscellaneous medical procedures and

supplies, diagnostic and therapeutic procedures and surgery at a physician’s

Medical Services ] ] ] ; 0% after the Deductible
Facility Charges office, freestanding surgical center or hospital (when approved). 0% after the Deductible
. Any optometrist; member must submit claim for reimbursement. Copay waived 0 .
Vision for children under 5. 0% after the Deductible
e o : Physical, chiropractic, speech and occupational therapy. (Includes therapies 9 .
Short Term Rehabilitation Services performed in a provider's office or other non-hospital billed facility only). VSRR
Emergency Services ,
Hospital Emergency Room $250 penalty for non-emergency use of a hospital emergency room. 0% after the Deductible
Ambulance 0% after the Deductible
Allergy Testing, Injections & Serum 0% after the Deductible
Inpatient Hospitalization
Medical Services & Facility 0% after the Deductible
Anesthesiologist & Surgeon Fees 0% after the Deductible
Mental Health & Substance Use Disorder 0% after the Deductible
Home Health Care & . .
Skilled Nursing Facilities 0% after the Deductible
Durable Medical Equipment 0% after the Deductible

PPO Provisions. When receiving care from non-network providers, all benefits are subject to the deductible and 20% coinsurance for the member and an increased out of pocket
maximum. Other limits may apply. Maximum Out of Pocket Expenses are increased to $9,000 for individual and $18,000 for coverage with dependents. Please refer to the Summary
Plan Descriptions (SPD) for details. The SPD is the final determination of all benefits. Out-of-Network benefits are subject to usual and customary limitations.

RevHP1708 | 02-03



g )
LIBERTY PLANS
SCHEDULE OF BENEFITS You PAy
; Charges for preventive care as per PPACA on the effective date of the plan .
Preventive Care Under PPACA provide for certain benefits to be paid absent of cost sharing. o Dbty o Loy
The Teladoc program, while not insurance, is a convenient standalone service
Teladoc that provides access by web, phone, or mobile app to qualified doctors who No Deductible, No Copay
can treat many common medical conditions.
Professional Outpatient Office Visits These charges are billed by the physician for time spent with the patient. Office
Primary Care visits do not include charges for diagnostic, surgical or medical procedures $30 Copay
Mental Health & Substance Use Disorder performed by the physician or for diagnostic services billed separately. $30 Copay
Office Based Diagnostic Tests, Includes diagnostic tests performed in a physician’s office and billed by such $30 Copa
Labs & X-Ray physician or a freestanding non-hospital billed facility only. pay
- Urgent Care copayments do not include charges for diagnostic, surgical, or
Urgent Care / Physician sieR psedlies: $30 Copay
Prescription Drug Coverage
Generics : : $10 Copay
Up to a 34-day supply may be purchased at retail for the listed copay.
Preferred Brand Up to a 90-day supply may be purchased at retail or by mail order for 2 copays 230 Copay
Non-Preferred Brand ‘ $75 Copay
Expensive Specialty & Injectables 50% up to $400 Max Copay
EXPENSES ABOVE THIS LINE NOT SUBJECT TO DEDUCTIBLE
P}agY_garlDeductlble An individual within family coverage will only be required to meet the $3.500 per Individual
ndividua indicated individual deductible amount before coinsurance benefits begin. VY PErnaividua
Family $7,000 per Family
OlugpfdPol(:ket Maximum Allin network covered cost sharing including copays, deductible and $7.000 per Individual
ndiviaua coinsurance combine to meet this OOP maximum. o2 PEN INCIVICUa
Family $14,000 per Family
Outpatient Specialist Office Visits See notes for “Professional Outpatient Office Visits" 0% after the Deductible

Outpatient Surgical, Diagnostic

& Therapeutic Procedures Includes outpatient services, such as miscellaneous medical procedures and

supplies, diagnostic and therapeutic procedures and surgery at a physician’s

Medical Services ] ] ] ; 0% after the Deductible
Facility Charges office, freestanding surgical center or hospital (when approved). 0% after the Deductible
. Any optometrist; member must submit claim for reimbursement. Copay waived 0 .
Vision for children under 5. 0% after the Deductible
e o : Physical, chiropractic, speech and occupational therapy. (Includes therapies 9 .
Short Term Rehabilitation Services performed in a provider's office or other non-hospital billed facility only). VSRR
Emergency Services ,
Hospital Emergency Room $250 penalty for non-emergency use of a hospital emergency room. 0% after the Deductible
Ambulance 0% after the Deductible
Allergy Testing, Injections & Serum 0% after the Deductible
Inpatient Hospitalization
Medical Services & Facility 0% after the Deductible
Anesthesiologist & Surgeon Fees 0% after the Deductible
Mental Health & Substance Use Disorder 0% after the Deductible
Home Health Care & . .
Skilled Nursing Facilities 0% after the Deductible
Durable Medical Equipment 0% after the Deductible

PPO Provisions. When receiving care from non-network providers, all benefits are subject to the deductible and 20% coinsurance for the member and an increased out of pocket
maximum. Other limits may apply. Maximum Out of Pocket Expenses are increased to $9,000 for individual and $18,000 for coverage with dependents. Please refer to the Summary
Plan Descriptions (SPD) for details. The SPD is the final determination of all benefits. Out-of-Network benefits are subject to usual and customary limitations.
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LIBERTY PLANS
SCHEDULE OF BENEFITS You PAy
: Charges for preventive care as per PPACA on the effective date of the plan .
Preventive Care Under PPACA provide for certain benefits to be paid absent of cost sharing. e Brasirfile, o Lepey
The Teladoc program, while not insurance, is a convenient standalone service
Teladoc that provides access by web, phone, or mobile app to qualified doctors who No Deductible, No Copay
can treat many common medical conditions.
Professional Outpatient Office Visits These charges are billed by the physician for time spent with the patient. Office
Primary Care visits do not include charges for diagnostic, surgical or medical procedures $30 Copay
Mental Health & Substance Use Disorder performed by the physician or for diagnostic services billed separately. $30 Copay
Office Based Diagnostic Tests, Includes diagnostic tests performed in a physician’s office and billed by such $30 Copa
Labs & X-Ray physician or a freestanding non-hospital billed facility only. pay
- Urgent Care copayments do not include charges for diagnostic, surgical, or
Urgent Care / Physician sieR psedlies: $30 Copay
Prescription Drug Coverage
Generics : : $10 Copay
Up to a 34-day supply may be purchased at retail for the listed copay.
Preferred Brand Up to a 90-day supply may be purchased at retail or by mail order for 2 copays 230 Copay
Non-Preferred Brand ‘ $75 Copay
Expensive Specialty & Injectables 50% up to $400 Max Copay
EXPENSES ABOVE THIS LINE NOT SUBJECT TO DEDUCTIBLE
P}agY_garlDeductlble An individual within family coverage will only be required to meet the $5.000 per Individual
ndividua indicated individual deductible amount before coinsurance benefits begin. /2% PErindividua
Family $10,000 per Family
OlugpfdPol(:ket Maximum Allin network covered cost sharing including copays, deductible and $7.000 per Individual
ndiviaua coinsurance combine to meet this OOP maximum. o2 PEN INCIVICUa
Family $14,000 per Family
Outpatient Specialist Office Visits See notes for “Professional Outpatient Office Visits" 0% after the Deductible

Outpatient Surgical, Diagnostic

& Therapeutic Procedures Includes outpatient services, such as miscellaneous medical procedures and

supplies, diagnostic and therapeutic procedures and surgery at a physician’s

Medical Services ] ] ] ; 0% after the Deductible
Facility Charges office, freestanding surgical center or hospital (when approved). 0% after the Deductible
. Any optometrist; member must submit claim for reimbursement. Copay waived 0 .
Vision for children under 5. 0% after the Deductible
e o : Physical, chiropractic, speech and occupational therapy. (Includes therapies 9 .
Short Term Rehabilitation Services performed in a provider's office or other non-hospital billed facility only). VSRR
Emergency Services ,
Hospital Emergency Room $250 penalty for non-emergency use of a hospital emergency room. 0% after the Deductible
Ambulance 0% after the Deductible
Allergy Testing, Injections & Serum 0% after the Deductible
Inpatient Hospitalization
Medical Services & Facility 0% after the Deductible
Anesthesiologist & Surgeon Fees 0% after the Deductible
Mental Health & Substance Use Disorder 0% after the Deductible
Home Health Care & . .
Skilled Nursing Facilities 0% after the Deductible
Durable Medical Equipment 0% after the Deductible

PPO Provisions. When receiving care from non-network providers, all benefits are subject to the deductible and 20% coinsurance for the member and an increased out of pocket
maximum. Other limits may apply. Maximum Out of Pocket Expenses are increased to $9,000 for individual and $18,000 for coverage with dependents. Please refer to the Summary
Plan Descriptions (SPD) for details. The SPD is the final determination of all benefits. Out-of-Network benefits are subject to usual and customary limitations.
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LIBERTY PLANS
SCHEDULE OF BENEFITS You PAy
; Charges for preventive care as per PPACA on the effective date of the plan .
Preventive Care Under PPACA provide for certain benefits to be paid absent of cost sharing. o Dbty o Loy
The Teladoc program, while not insurance, is a convenient standalone service
Teladoc that provides access by web, phone, or mobile app to qualified doctors who No Deductible, No Copay
can treat many common medical conditions.
Professional Outpatient Office Visits These charges are billed by the physician for time spent with the patient. Office
Primary Care visits do not include charges for diagnostic, surgical or medical procedures $30 Copay
Mental Health & Substance Use Disorder performed by the physician or for diagnostic services billed separately. $30 Copay
Office Based Diagnostic Tests, Includes diagnostic tests performed in a physician’s office and billed by such $30 Copa
Labs & X-Ray physician or a freestanding non-hospital billed facility only. pay
- Urgent Care copayments do not include charges for diagnostic, surgical, or
Urgent Care / Physician sieR psedlies: $30 Copay
Prescription Drug Coverage
Generics : : $10 Copay
Up to a 34-day supply may be purchased at retail for the listed copay.
Preferred Brand Up to a 90-day supply may be purchased at retail or by mail order for 2 copays 230 Copay
Non-Preferred Brand ‘ $75 Copay
Expensive Specialty & Injectables 50% up to $400 Max Copay
EXPENSES ABOVE THIS LINE NOT SUBJECT TO DEDUCTIBLE
P}agY_garlDeductlble An individual within family coverage will only be required to meet the $1.500 per Individual
ndividua indicated individual deductible amount before coinsurance benefits begin. 2% Perinaividua
Family $3,000 per Family
OlugpfdPol(:ket Maximum Allin network covered cost sharing including copays, deductible and $7.000 per Individual
ndiviaua coinsurance combine to meet this OOP maximum. o2 PEN INCIVICUa
Family $14,000 per Family
Outpatient Specialist Office Visits See notes for “Professional Outpatient Office Visits" 20% after the Deductible

Outpatient Surgical, Diagnostic

& Therapeutic Procedures Includes outpatient services, such as miscellaneous medical procedures and

supplies, diagnostic and therapeutic procedures and surgery at a physician’s

Medical Services : . . ; 20% after the Deductible
Faclity Chiarges office, freestanding surgical center or hospital (when approved). 50% after the Deductible
Vision Any optometrist; member must submit claim for reimbursement. Copay waived 20% after the Deductible

for children under 5.

Physical, chiropractic, speech and occupational therapy. (Includes therapies

performed in a provider's office or other non-hospital billed facility only). UGS PR a il

Short Term Rehabilitation Services

Emergency Services .
Hospital Emergency Room $250 penalty for non-emergency use of a hospital emergency room. 20% after the Deductible
Ambulance 20% after the Deductible

Allergy Testing, Injections & Serum 20% after the Deductible

Inpatient Hospitalization
Medical Services & Facility 20% after the Deductible
Anesthesiologist & Surgeon Fees 20% after the Deductible
Mental Health & Substance Use Disorder 20% after the Deductible

Home Health Care &

Skilled Nursing Facilities AT e Dee el

Durable Medical Equipment 20% after the Deductible

PPO Provisions. When receiving care from non-network providers, all benefits are subject to the deductible and 40% coinsurance for the member and an increased out of pocket
maximum. Other limits may apply. Maximum Out of Pocket Expenses are increased to $9,000 for individual and $18,000 for coverage with dependents. Please refer to the Summary
Plan Descriptions (SPD) for details. The SPD is the final determination of all benefits. Out-of-Network benefits are subject to usual and customary limitations.
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LIBERTY PLANS
SCHEDULE OF BENEFITS You PAy
- Charges for preventive care as per PPACA on the effective date of the plan .
Preventive Care Under PPACA provide for certain benefits to be paid absent of cost sharing. No Deductible, No Copay
The Teladoc program, while not insurance, is a convenient standalone service
Teladoc that provides access by web, phone, or mobile app to qualified doctors who No Deductible, No Copay
can treat many common medical conditions.
Professional Outpatient Office Visits These charges are billed by the physician for time spent with the patient. Office
Primary Care visits do not include charges for diagnostic, surgical or medical procedures $30 Copay
Mental Health & Substance Use Disorder performed by the physician or for diagnostic services billed separately. $30 Copay
Office Based Diagnostic Tests, Includes diagnostic tests performed in a physician’s office and billed by such $30 Copa
Labs & X-Ray physician or a freestanding non-hospital billed facility only. pay
- Urgent Care copayments do not include charges for diagnostic, surgical, or
Urgent Care / Physician sieR psedlies: $30 Copay
Prescription Drug Coverage
Generics : : $10 Copay
Up to a 34-day supply may be purchased at retail for the listed copay.
Preferred Brand Up to a 90-day supply may be purchased at retail or by mail order for 2 copays 230 Copay
Non-Preferred Brand ‘ $75 Copay
Expensive Specialty & Injectables 50% up to $400 Max Copay
EXPENSES ABOVE THIS LINE NOT SUBJECT TO DEDUCTIBLE
P}agY_garlDeductlble An individual within family coverage will only be required to meet the $2.500 per Individual
ndividua indicated individual deductible amount before coinsurance benefits begin. U pernaiviaua
Family $5,000 per Family
OlugpfdPol(:ket Maximum Allin network covered cost sharing including copays, deductible and $7.000 per Individual
ndiviaua coinsurance combine to meet this OOP maximum. o2 PEN INCIVICUa
Family $14,000 per Family
Outpatient Specialist Office Visits See notes for “Professional Outpatient Office Visits" 20% after the Deductible

Outpatient Surgical, Diagnostic

& Therapeutic Procedures Includes outpatient services, such as miscellaneous medical procedures and

supplies, diagnostic and therapeutic procedures and surgery at a physician’s

Medical Services : . . ; 20% after the Deductible
Faclity Chiarges office, freestanding surgical center or hospital (when approved). 50% after the Deductible
Vision Any optometrist; member must submit claim for reimbursement. Copay waived 20% after the Deductible

for children under 5.

Physical, chiropractic, speech and occupational therapy. (Includes therapies

performed in a provider's office or other non-hospital billed facility only). UGS PR a il

Short Term Rehabilitation Services

Emergency Services .
Hospital Emergency Room $250 penalty for non-emergency use of a hospital emergency room. 20% after the Deductible
Ambulance 20% after the Deductible

Allergy Testing, Injections & Serum 20% after the Deductible

Inpatient Hospitalization
Medical Services & Facility 20% after the Deductible
Anesthesiologist & Surgeon Fees 20% after the Deductible
Mental Health & Substance Use Disorder 20% after the Deductible

Home Health Care &

Skilled Nursing Facilities AT e Dee el

Durable Medical Equipment 20% after the Deductible

PPO Provisions. When receiving care from non-network providers, all benefits are subject to the deductible and 40% coinsurance for the member and an increased out of pocket
maximum. Other limits may apply. Maximum Out of Pocket Expenses are increased to $9,000 for individual and $18,000 for coverage with dependents. Please refer to the Summary
Plan Descriptions (SPD) for details. The SPD is the final determination of all benefits. Out-of-Network benefits are subject to usual and customary limitations.
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LIBERTY PLANS
SCHEDULE OF BENEFITS You PAy
- Charges for preventive care as per PPACA on the effective date of the plan .
Preventive Care Under PPACA provide for certain benefits to be paid absent of cost sharing. No Deductible, No Copay
The Teladoc program, while not insurance, is a convenient standalone service
Teladoc that provides access by web, phone, or mobile app to qualified doctors who No Deductible, No Copay
can treat many common medical conditions.
Professional Outpatient Office Visits These charges are billed by the physician for time spent with the patient. Office
Primary Care visits do not include charges for diagnostic, surgical or medical procedures $30 Copay
Mental Health & Substance Use Disorder performed by the physician or for diagnostic services billed separately. $30 Copay
Office Based Diagnostic Tests, Includes diagnostic tests performed in a physician’s office and billed by such $30 Copa
Labs & X-Ray physician or a freestanding non-hospital billed facility only. pay
- Urgent Care copayments do not include charges for diagnostic, surgical, or
Urgent Care / Physician sieR psedlies: $30 Copay
Prescription Drug Coverage
Generics : : $10 Copay
Up to a 34-day supply may be purchased at retail for the listed copay.
Preferred Brand Up to a 90-day supply may be purchased at retail or by mail order for 2 copays 230 Copay
Non-Preferred Brand ‘ $75 Copay
Expensive Specialty & Injectables 50% up to $400 Max Copay
EXPENSES ABOVE THIS LINE NOT SUBJECT TO DEDUCTIBLE
P}agY_garlDeductlble An individual within family coverage will only be required to meet the $3.500 per Individual
ndividua indicated individual deductible amount before coinsurance benefits begin. VY PErnaividua
Family $7,000 per Family
OlugpfdPol(:ket Maximum Allin network covered cost sharing including copays, deductible and $7.000 per Individual
ndiviaua coinsurance combine to meet this OOP maximum. o2 PEN INCIVICUa
Family $14,000 per Family
Outpatient Specialist Office Visits See notes for “Professional Outpatient Office Visits" 20% after the Deductible

Outpatient Surgical, Diagnostic

& Therapeutic Procedures Includes outpatient services, such as miscellaneous medical procedures and

supplies, diagnostic and therapeutic procedures and surgery at a physician’s

Medical Services : . . ; 20% after the Deductible
Faclity Chiarges office, freestanding surgical center or hospital (when approved). 50% after the Deductible
Vision Any optometrist; member must submit claim for reimbursement. Copay waived 20% after the Deductible

for children under 5.

Physical, chiropractic, speech and occupational therapy. (Includes therapies

performed in a provider's office or other non-hospital billed facility only). UGS PR a il

Short Term Rehabilitation Services

Emergency Services .
Hospital Emergency Room $250 penalty for non-emergency use of a hospital emergency room. 20% after the Deductible
Ambulance 20% after the Deductible

Allergy Testing, Injections & Serum 20% after the Deductible

Inpatient Hospitalization
Medical Services & Facility 20% after the Deductible
Anesthesiologist & Surgeon Fees 20% after the Deductible
Mental Health & Substance Use Disorder 20% after the Deductible

Home Health Care &

Skilled Nursing Facilities AT e Dee el

Durable Medical Equipment 20% after the Deductible

PPO Provisions. When receiving care from non-network providers, all benefits are subject to the deductible and 40% coinsurance for the member and an increased out of pocket
maximum. Other limits may apply. Maximum Out of Pocket Expenses are increased to $9,000 for individual and $18,000 for coverage with dependents. Please refer to the Summary
Plan Descriptions (SPD) for details. The SPD is the final determination of all benefits. Out-of-Network benefits are subject to usual and customary limitations.
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LIBERTY PLANS
SCHEDULE OF BENEFITS You Pay
: Charges for preventive care as per PPACA on the effective date of the plan .
Preventive Care Under PPACA provide for certain benefits to be paid absent of cost sharing. e Brasirfile, o Lepey
The Teladoc program, while not insurance, is a convenient standalone service
Teladoc that provides access by web, phone, or mobile app to qualified doctors who No Deductible, No Copay
can treat many common medical conditions.
Professional Outpatient Office Visits These charges are billed by the physician for time spent with the patient. Office
Primary Care visits do not include charges for diagnostic, surgical or medical procedures $30 Copay
Mental Health & Substance Use Disorder performed by the physician or for diagnostic services billed separately. $30 Copay
Office Based Diagnostic Tests, Includes diagnostic tests performed in a physician’s office and billed by such $30 Copa
Labs & X-Ray physician or a freestanding non-hospital billed facility only. pay
- Urgent Care copayments do not include charges for diagnostic, surgical, or
Urgent Care / Physician sieR psedlies: $30 Copay
Prescription Drug Coverage
Generics : : $10 Copay
Up to a 34-day supply may be purchased at retail for the listed copay.
Preferred Brand Up to a 90-day supply may be purchased at retail or by mail order for 2 copays 230 Copay
Non-Preferred Brand ‘ $75 Copay
Expensive Specialty & Injectables 50% up to $400 Max Copay
EXPENSES ABOVE THIS LINE NOT SUBJECT TO DEDUCTIBLE
P}agY_garlDeductlble An individual within family coverage will only be required to meet the $5.000 per Individual
ndividua indicated individual deductible amount before coinsurance benefits begin. /2% PErindividua
Family $10,000 per Family
OlugpfdPol(:ket Maximum Allin network covered cost sharing including copays, deductible and $7.000 per Individual
ndiviaua coinsurance combine to meet this OOP maximum. o2 PEN INCIVICUa
Family $14,000 per Family
Outpatient Specialist Office Visits See notes for “Professional Outpatient Office Visits" 20% after the Deductible

Outpatient Surgical, Diagnostic

& Therapeutic Procedures Includes outpatient services, such as miscellaneous medical procedures and

supplies, diagnostic and therapeutic procedures and surgery at a physician’s

Medical Services : . . ; 20% after the Deductible
Faclity Chiarges office, freestanding surgical center or hospital (when approved). 50% after the Deductible
Vision Any optometrist; member must submit claim for reimbursement. Copay waived 20% after the Deductible

for children under 5.

Physical, chiropractic, speech and occupational therapy. (Includes therapies

performed in a provider's office or other non-hospital billed facility only). UGS PR a il

Short Term Rehabilitation Services

Emergency Services .
Hospital Emergency Room $250 penalty for non-emergency use of a hospital emergency room. 20% after the Deductible
Ambulance 20% after the Deductible

Allergy Testing, Injections & Serum 20% after the Deductible

Inpatient Hospitalization
Medical Services & Facility 20% after the Deductible
Anesthesiologist & Surgeon Fees 20% after the Deductible
Mental Health & Substance Use Disorder 20% after the Deductible

Home Health Care &

Skilled Nursing Facilities AT e Dee el

Durable Medical Equipment 20% after the Deductible

PPO Provisions. When receiving care from non-network providers, all benefits are subject to the deductible and 40% coinsurance for the member and an increased out of pocket
maximum. Other limits may apply. Maximum Out of Pocket Expenses are increased to $9,000 for individual and $18,000 for coverage with dependents. Please refer to the Summary
Plan Descriptions (SPD) for details. The SPD is the final determination of all benefits. Out-of-Network benefits are subject to usual and customary limitations.
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LIBERTY PLANS
SCHEDULE OF BENEFITS You PAy
. Charges for preventive care as per PPACA on the effective date of the plan .
Preventive Care Under PPACA provide for certain benefits to be paid absent of cost sharing. o Dbty o Loy
The Teladoc program, while not insurance, is a convenient standalone service
Teladoc that provides access by web, phone, or mobile app to qualified doctors who No Deductible, No Copay
can treat many common medical conditions.
Professional Outpatient Office Visits These charges are billed by the physician for time spent with the patient. Office
Primary Care visits do not include charges for diagnostic, surgical or medical procedures $40 Copay
Mental Health & Substance Use Disorder performed by the physician or for diagnostic services billed separately. $40 Copay
Office Based Diagnostic Tests, Includes diagnostic tests performed in a physician’s office and billed by such $40 Copa
Labs & X-Ray physician or a freestanding non-hospital billed facility only. pay
.. Urgent Care copayments do not include charges for diagnostic, surgical, or
Urgent Care / Physician e e pisedlies: $40 Copay
Prescription Drug Coverage
T!er 1 Up to a 34-day supply may be purchased at retail for the listed copay. 310 Copay
Tier2 Up to a 90-day supply may be purchased at retail or by mail order for 2 copays 250 Copay
Tier 3 ‘ $100 Copay
Tier 4 50% up to $500 Max Copay
EXPENSES ABOVE THIS LINE NOT SUBJECT TO DEDUCTIBLE
Ptag‘ Y_garlDeductlble An individual within family coverage will only be required to meet the $7.600 per Individual
ndividua indicated individual deductible amount before coinsurance benefits begin. 024 Perindividua
Family $15,200 per Family
OlugpfdPol(:ket Maximum Allin network covered cost sharing including copays, deductible and $7.600 per Individual
ndiviaua coinsurance combine to meet this OOP maximum. D20 pErindiviada
Family $15,200 per Family
Outpatient Specialist Office Visits See notes for “Professional Outpatient Office Visits" 0% after the Deductible
tpatient Surgical, Diagnosti . , , .
22:'hperaeeutsil:: grgcedurgs ostic Includes outpatient services, such as miscellaneous medical procedures and
Medi lpS i supplies, diagnostic and therapeutic procedures and surgery at a physician’s 0% after the Deductible
edical Services : i : . A
Facility Charges office, freestanding surgical center or hospital (when approved). 0% after the Deductible
. . Any optometrist; member must submit claim for reimbursement. Copay waived 0 .
Vision for children under 5. 0% after the Deductible
A : Physical, chiropractic, speech and occupational therapy. (Includes therapies 9 .
Short Term Rehabilitation Services performed in a provider's office or other non-hospital billed facility only). VSRR
Emergency Services .
Hospital Emergency Room $250 penalty for non-emergency use of a hospital emergency room. 0% after the Deductible
Ambulance 0% after the Deductible
Allergy Testing, Injections & Serum 0% after the Deductible
Inpatient Hospitalization
Medical Services & Facility 0% after the Deductible
Anesthesiologist & Surgeon Fees 0% after the Deductible
Mental Health & Substance Use Disorder 0% after the Deductible
Home Health Care & . .
Skilled Nursing Facilities 0% after the Deductible
Durable Medical Equipment 0% after the Deductible

PPO Provisions. When receiving care from non-network providers, all benefits are subject to the deductible and 20% coinsurance for the member and an increased out of pocket
maximum. Other limits may apply. Maximum Out of Pocket Expenses are increased to $11,000 for individual and $22,000 for coverage with dependents. Please refer to the
Summary Plan Descriptions (SPD) for details. The SPD is the final determination of all benefits. Out-of-Network benefits are subject to usual and customary limitations.
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FREEDOM PLANS (QHDHP)

GLORY EZ

SCHEDULE OF BENEFITS

Preventive Care Under PPACA

Teladoc

Plan Year Deductible
Individual
Family

Out of Pocket Maximum
Individual
Family

Professional Outpatient Office Visits

Primary Care
Specialist
Mental Health & Substance Use Disorder

Office Based Diagnostic Tests,
Labs & X-Ray

Outpatient Surgical, Diagnostic
& Therapeutic Procedures

Medical Services
Facility Charges

Vision
Short Term Rehabilitation Services

Emergency Services
Hospital Emergency Room
Urgent Care/Physician
Ambulance

Allergy Treatment
Testing & Injections
Serum

Prescription Drug Coverage
Generics
Preferred Brand
Non-Preferred Brand
Expensive Specialty & Injectables

Inpatient Hospitalization
Medical Services & Facility
Anesthesiologist & Surgeon Fees
Mental Health & Substance Use Disorder

Home Health Care &
Skilled Nursing Facilities

Durable Medical Equipment

Charges for preventive care as per PPACA on the effective date of the plan
provide for certain benefits to be paid absent of cost sharing.

The Teladoc program, while not insurance, is a convenient standalone
service that provides access by web, phone, or mobile app to qualified
doctors who can treat many common medical conditions.

Only one deductible amount applies regardless of dependent status.

Allin network covered cost sharing including copays, deductible and
coinsurance combine to meet this OOP maximum.

These charges are billed by the physician for time spent with the patient.
Office visits do not include charges for diagnostic, surgical or medical
procedures performed by the physician or for diagnostic services billed
separately.

Includes diagnostic tests performed in a physician’s office and billed by such
physician or a freestanding non-hospital billed facility only.

Includes outpatient services, such as miscellaneous medical procedures and
supplies, diagnostic and therapeutic procedures and surgery at a physician's
office, freestanding surgical center or hospital (when approved).

Any optometrist; member must submit claim for reimbursement. Copay
waived for children under 5.

Physical, chiropractic, speech and occupational therapy. (Includes therapies
performed in a provider's office or other non-hospital billed facility only).

ER copayment waived if admitted; $250 penalty for non-emergency use of a
hospital emergency room.

Urgent Care copayments do not include charges for diagnostic, surgical, or
medical procedures.

Up to a 34-day supply may be purchased at retail for the listed copay.

Up to a 90-day supply may be purchased at retail or by mail order for 2 copays.

You PaAy

No Deductible, No Copay

No Deductible, No Copay

$3,500 per Individual
$3,500 per Family

$5,000 per Individual
$5,000 per Family

$20 Copay after the Deductible
$40 Copay after the Deductible
$20 Copay after the Deductible

$20 Copay after the Deductible

0% after the Deductible
0% after the Deductible

$30 Copay after the Deductible

$40 Copay after the Deductible

$200 Copay after the Deductible
$20 Copay after the Deductible
$40 Copay after the Deductible

$20 Copay after the Deductible
$150 Copay after the Deductible

$0 after the Deductible
$20 after the Deductible
$§75 after the Deductible
$150 after the Deductible

0% after the Deductible
0% after the Deductible
0% after the Deductible

0% after the Deductible

0% after the Deductible

PPO Provisions. Benefit Reduction for Non-Network Providers - when receiving care from non-network providers, all benefits are subject to the deductible and an
additional 20% coinsurance and an increased out of pocket maximum. Other limits may apply. 20% after the deductible. Maximum Out of Pocket Expense: $7,000.
Please refer to the Summary Plan Description (SPD) for details. The SPD is the final determination of all benefits. Out-of-Network benefits are subject to usual and

customary limitations.
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FREEDOM PLANS (QHDHP)

STARS

SCHEDULE OF BENEFITS

Charges for preventive care as per PPACA on the effective date of the plan
provide for certain benefits to be paid absent of cost sharing.

Preventive Care Under PPACA

The Teladoc program, while not insurance, is a convenient standalone

Teladoc service that provides access by web, phone, or mobile app to qualified
doctors who can treat many common medical conditions.
Pta:;. Y.garlDedUCt'ble For coverage that includes dependents, the full family deductible must be
Fr;n;\i/lly ua met before benefits are provided.

Out of Pocket Maximum
Individual
Family

Allin network covered cost sharing including copays, deductible and
coinsurance combine to meet this OOP maximum.

Professional Outpatient Office Visits
Primary Care
Specialist

These charges are billed by the physician for time spent with the patient.
Office visits do not include charges for diagnostic, surgical or medical
procedures performed by the physician or for diagnostic services billed

Mental Health & Substance Use Disorder

separately.

You PaAy

No Deductible, No Copay

No Deductible, No Copay

$1,500 per Individual
$3,000 per Family

$3,200 per Individual
$6,400 per Family

$20 Copay after the Deductible
$40 Copay after the Deductible
$20 Copay after the Deductible

Office Based Diagnostic Tests,
Labs & X-Ray

Outpatient Surgical, Diagnostic
& Therapeutic Procedures

Medical Services
Facility Charges

Includes diagnostic tests performed in a physician’s office and billed by such

physician or a freestanding non-hospital billed facility only. 520 Copay after the Deductible

Includes outpatient services, such as miscellaneous medical procedures and
supplies, diagnostic and therapeutic procedures and surgery at a physician’s

office, freestanding surgical center or hospital (when approved). 0% after the Deductible

0% after the Deductible

Any optometrist; member must submit claim for reimbursement. Copay

waived for children under 5. 530 Copay after the Deductible

Vision

Physical, chiropractic, speech and occupational therapy. (Includes therapies

performed in a provider's office or other non-hospital billed facility only). 540 Copay after the Deductible

Short Term Rehabilitation Services

Emergency Services ER copayment waived if admitted; $250 penalty for non-emergency use of a
Hospital Emergency Room hospital emergency room. $200 Copay after the Deductible
Urgent Care/Physician Urgent Care copayments do not include charges for diagnostic, surgical, or $20 Copay after the Deductible
Ambulance medical procedures. $40 Copay after the Deductible
Allergy Treatment
Testing & Injections $20 Copay after the Deductible
Serum $150 Copay after the Deductible

Prescription Drug Coverage

Generics $0 after the Deductible

Up to a 34-day supply may be purchased at retail for the listed copay.

Preferred Brand 3 : - $20 after the Deductible

Non-Preferred Brand Up to a 90-day supply may be purchased at retail or by mail order for 2 copays. §75 after the Deductible

Expensive Specialty & Injectables $150 after the Deductible
Inpatient Hospitalization

Medical Services & Facility 0% after the Deductible

0% after the Deductible
0% after the Deductible

Anesthesiologist & Surgeon Fees
Mental Health & Substance Use Disorder

Home Health Care &

Skilled Nursing Facilities 0% after the Deductible

Durable Medical Equipment 0% after the Deductible

PPO Provisions. Benefit Reduction for Non-Network Providers - when receiving care from non-network providers, all benefits are subject to the deductible and
an additional 20% coinsurance and an increased out of pocket maximum. Other limits may apply. 20% after the deductible. Maximum Out of Pocket Expenses are
increased to $5,200 for individual and $10,400 for coverage with dependents. Please refer to the Summary Plan Description (SPD) for details. The SPD is the final
determination of all benefits. The SPD is the final determination of all benefits. Out-of-Network benefits are subject to usual and customary limitations.
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FREEDOM PLANS (QHDHP)

STRIPES

SCHEDULE OF BENEFITS You Pay

. Charges for preventive care as per PPACA on the effective date of the plan
Preventive Care Under PPACA provide for certain benefits to be paid absent of cost sharing.

No Deductible, No Copay

The Teladoc program, while not insurance, is a convenient standalone service
Teladoc that provides access by web, phone, or mobile app to qualified doctors who No Deductible, No Copay
can treat many common medical conditions.

PEaS.Y.garlDedUCt'ble An individual within family coverage will only be required to meet the 3650 el
ndividua indicated individual deductible amount before coinsurance benefits begin. ;058 PEr individua
Family $13,300 per Family

Out of Pocket Maximum Allin network covered cost sharing including copays, deductible and

Individual ; : : . $6,650 per Individual

Family coinsurance combine to meet this OOP maximum. $13,300 per Family
Professional Outpatient Office Visits

Primary Care 0% after the Deductible

Specialist 0% after the Deductible

Mental Health & Substance Use Disorder 0% after the Deductible

Office Based Diagnostic Tests,
Labs & X-Ray

Outpatient Surgical, Diagnostic

& Therapeutic Procedures
Medical Services 0% after the Deductible
Facility Charges 0% after the Deductible

0% after the Deductible

Any optometrist; member must submit claim for reimbursement. Copay waived

Vision for children under 5. 0% after the Deductible
Threch c Physical, chiropractic, speech and occupational therapy. (Includes therapies 9 .

Short Term Rehabilitation Services performed in a provider's office or other non-hospital billed facility only). Deaiorhe Dedualbl
Emergency Services

Hospital Emergency Room ) : 0% after the Deductible

Urgent Care/Physician $250 penalty for non-emergency use of a hospital emergency room. 0% after the Deductible

Ambulance 0% after the Deductible
Allergy Treatment

Testing & Injections 0% after the Deductible

Serum 0% after the Deductible
Prescription Drug Coverage

Generics 0% after the Deductible

Preferred Brand 0% after the Deductible

Non-Preferred Brand 0% after the Deductible

Expensive Specialty & Injectables 0% after the Deductible
Inpatient Hospitalization

Medical Services & Facility 0% after the Deductible

Anesthesiologist & Surgeon Fees 0% after the Deductible

Mental Health & Substance Use Disorder 0% after the Deductible
Home Health Care & .

. - 0% after the Deductibl

Skilled Nursing Facilities atertne beductibie
Durable Medical Equipment 0% after the Deductible

PPO Provisions. Benefit Reduction for Non-Network Providers - when receiving care from non-network providers, all benefits are subject to the deductible and
an additional 20% coinsurance and an increased out of pocket maximum. Other limits may apply. 20% after the deductible. Maximum Out of Pocket Expense are
increased to $8,650 for individual and $17,300 for coverage with dependents. Please refer to the Summary Plan Description (SPD) for details. The SPD is the final
determination of all benefits. Out-of-Network benefits are subject to usual and customary limitations.
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FORTRESS PLANS

CONCORD 11

SCHEDULE OF BENEFITS

Preventive Care Under PPACA

Charges for preventive care as per PPACA on the effective date of the plan
provide for certain benefits to be paid absent of cost sharing.

The Teladoc program, while not insurance, is a convenient standalone service

You Pay

No Deductible, No Copay

Teladoc that provides access by web, phone, or mobile app to qualified doctors who No Deductible, No Copay
can treat many common medical conditions.
Plan Year Deductible
Individual No deductible applies to any covered service. Please see applicable copays. N/A
Family N/A
Out of Pocket Maximum The maximum out of pocket will be met when the accumulated In-Network
Individual copays have reached the maximum amount. In-Network covered services will $1,500 in Copays
Family then be provided at 100%. $3,000 in Copays

Professional Outpatient Office Visits

These charges are billed by the physician for time spent with the patient.

Primary Care Office visits do not include charges for diagnostic, surgical or medical $30 Copay
Specialist procedures performed by the physician or for diagnostic services $50 Copay
Mental Health & Substance Use Disorder billed separately. $30 Copay
Office Based Diagnostic Tests, Includes diagnostic tests performed in a physician’s office and billed by such $30 Copa
Labs & X-Ray physician or a freestanding non-hospital billed facility only. pay
Outpatient Surgical, Diagnostic , , , ,
& Therapeutic Procedures Inclu@es outpatient services, such as miscellaneous medical procedurgs and
Medical Servi supplies, diagnostic and therapeutic procedures and surgery at a physician’s NOT COVERED
e office, freestanding surgical center or hospital (when approved).
Facility Charges B : o NOT COVERED
. . Any optometrist; member must submit claim for reimbursement. Copay waived
Vision for children under 5. NOT COVERED
e . Physical, chiropractic, speech and occupational therapy. (Includes therapies
Short Term Rehabilitation Services performed in a provider’s office or other non-hospital billed facility only). 350 Copay
. $250 penalty for non-emergency use of a hospital emergency room.
Er:ergfrllgy Serv'ceé ER covered services include facility and physician charges only and do not $500 Copa
ospitat Emergency Room include charges for diagnostic, surgical, or medical procedures. pay
Urgent Care/Physician $30 Copay
Ambulance Urgent Care copayments do not include charges for diagnostic, surgical, or $100 Copay
medical procedures.
Allergy Treatment
Testing & Injections $50 Copay
Serum $100 Copay
Prescription Drug Coverage ¢
. ‘ . ¢ .
Generics Up to a 34-day supply may be purchased at retail for the listed copay. 0 Copay for Generics
Preferred Brand Up to a 90-day supply may be purchased at retail or by mail order for 2 copays 225 Copay for Preferred
Non-Preferred Brand ' NOT COVERED
Expensive Specialty & Injectables NOT COVERED
Inpatient Hospitalization
Medical Services & Facility NOT COVERED
Anesthesiologist & Surgeon Fees NOT COVERED
Mental Health & Substance Use Disorder NOT COVERED
Home Health Care &
. . - NOT COVERED
Skilled Nursing Facilities
Durable Medical Equipment NOT COVERED

Benefit Reduction for Non-Network Providers - when receiving care from non-network providers you are responsible for all expenses except under
certain conditions discussed in this Summary Plan Description. THE CONCORD Il PLAN PROVIDES IN-NETWORK BENEFITS ONLY. Please refer to
the Summary Plan Description (SPD) for details. The SPD is the final determination of all benefits.
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4 )
FORTRESS PLANS

MINIMUM ESSENTIAL COVERAGE

PREVENTIVE CARE ONLY

The Federal Patient Protection and Affordable Care Act has required that certain health plan provisions must apply to all
qualified group health plans offered to employees. In accordance with these provisions, our Minimum Essential Coverage
plan is designed to provide minimum benefits required under the law. Those required benefits constitute Minimum
Essential Coverage containing the lone federally mandated benefit of 100% coverage for Preventive Health Services
without any deductibles, copayments, or other cost sharing provisions.

These benefits are categorized into three major categories, based on recipients of preventive health services:
Adults, Women, and Children.

Each of these categories has a series of benefits that are offered by this plan when using an in-network provider. Examples
of these types of benefits are as follows:

ADULT PREVENTIVE SERVICES EXAMPLES
» Colorectal Cancer Screening for adults over 50
» Blood Pressure Screening for all adults
» Cholesterol Screening for adults of certain ages or at higher risk

» Avariety of vaccinations for adults based upon age and population recommendations

WOMEN’S PREVENTIVE SERVICES EXAMPLES
» Contraception FDA approved as prescribed by a physician with certain exclusions
» Breast Cancer Genetic Test Counseling (BRCA) for women at higher risk
» Breast Cancer Mammography Screening every 1 or two years for women over 40

» Cervical Cancer Screening for sexually active women

CHILDREN’S PREVENTIVE SERVICES EXAMPLES
> Behavioral Assessments for children of certain ages
» Autism Screening for children at 10 and 24 months
» Developmental screening for children at specifically scheduled ages
» Hearing Screening for all newborns

» Immunizations as recommended

FOR A COMPLETE LIST OF THE 63 COVERED PREVENTIVE SERVICES, PLEASE VISIT HTTPS.//WWW.HEALTHCARE.GOV/PREVENTIVE-CARE-BENEFITS

ALWAYS REMEMBER TO REFER TO YOUR SUMMARY PLAN DESCRIPTION (SPD) FOR BENEFITS, VALID ON THE DATE OF YOUR PLAN.
YOU CAN ACQUIRE A COPY OF YOUR SPD FROM YOUR EMPLOYER OR HEALTH PLAN ADMINISTRATOR.
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