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Highlighted Areas Reflect Changes for 2007

[Scoit & White

‘Actna Open Choice PO Plan
For I

For Information

L800-367-6276

1254-298-3369

w36 com
K CPrefered fout of Network

Single:
Famiy

Network Benelis Available

Primary Care Physician Required

Indhvidual

in Networ
Provider
5374 54265
12503 511005
e You can see any. Ves. Torecewe coverage, you must see an in-
* Inetwork provider.
will eceive & higher coverage
level i you obtain teatment
Jand supplies from in-network
roviders
es. Allhealicare services and supples must be
lcoordinated through your primary care physician.

daximum

f Pocket

cligible expense:
@ximums - ndividual

Outof-Pocket Maximums - Family

Liteime Maximum

Prevenive Care
Physical Exams.

520000 S600]None
60000 SLE00None
53000 $4.000(53,000
59,000
Unimiee] Unfinied o Maximum

Rouine and Wel Baby Care; Immunizations

Rouine Gynecological exam

Routine Mammogram

Prostate Screening

Rouine Eye Exam

Lenses, Frames & Contact Lenses

Routine Hearing Exam

Hearing Ald

Physician Office
Office Visis

0% coverage, o copay Vo coverage 510 copay; O peryear
100% coverage, o copay Vo coverage Si0conay
[100% coverage, o copay. |No coverage 510 copay, O Per Vear, (nluding Pap e and
(once per year.incusing Pap relted a fecs)
ftest and related lab fees)
|100% coverage, no copay  No coverage |100% (Once per year for women ages 40 and over)
(once per year orvomen
ages 35 and over)
‘age 40 then yearly)
(once per year for men ages
40and over)
[100% coverage. o copay |No coverage 10 conay
(one per calendar year)
5150 [Not Covered
calendar
yearper person) year per person)
[100% coverage. o copay |No coverage 10 conay
(uptoa [Not Covered

1,000 fetime maximum per $1.000 fetime maximum per
person) persor)

0% coverage aftercopay. [60% ater Gedcible Si0conay

515 PCPIS35 Specialst

Maternity

[100% coverage aftr irst S15 [60% afer deductie

lcopayment (835 for specials)

in the defivery fee and paid at
/90% ater deductible

[patient: $100 copayiday up 10 $500, Outpatient §1
lcopay (o flat ee of $120)

Inoffce Surgeries, X Ray and Lab Work

[100% coverage afte copay: [60% alter deductie.

815 PCPIS35 Specialst

Allergy Treatment and Testing

Specialist

[100% coverage afte $15/535
lcopay when partof office visit
lthenwise 1009%, no copay. no|
deductible

160% after deductible

525 per vial of serum.

[100% coverage afler $35 [60% atter deductie

/510 copay with referal

e Acission Testng 50% covrage o e (604 coverage.noaeduele [100%

Surgery 190% coverage, afer 160% coverage. after deductible/$100 copay for day surgery.
deductible
Labaxray % coverage, ater 1609% coverage, after
deductible
Hospial o §150 (675 copay, $40 copay for Urgent care
admited),
deductible [deductibe
Hospial
room deductile:
Ambulance 540 cop:
ati
Convalescent Facilty Nursing
(4P 1090 days per calendar  |(up 1o 90 days per calendar |hospital stay
vear per person) Iyear per person)
Home Health Care.
(up t0 90 visis per calendar |(up 1o 90 visits per calendar
vear per person) Iyear per person)
Private-Duty Nursing requied
(up to 70 8-hour shits per |(up 10 70 8-hour shift per
per p perp
Hospice o deductible T
Family Planning (Voluntary Sterlization) 100 [60% coverage.
lcopay, no deductile:
Shorterm Rehabiltation
(60 day max per course of {(60 day mabx per course of
lweatment) freatment)
Durable Medical Equipment S Bene
Chiropraciic Care 0 1609% coverage, after
visits per 2
calendar year)
Baratic surgery /50% ater deductible [50% alter deducibie [Not Covered
Inpatient 8% $400 per per day copay, days . Gays 6
er o masximum |20, Over
maximum on number of days.|on number of days.
Outpatient [100% after 535 copay p vsis 15, - isits 6:20, Over
calendar
vear per person) (confinement fee(up (o 45 visits
er calendar year per person)
Outpatient Psyehiatric [Same as Mental Health Care Outpate
Partial Hospitalzation Berels provided by carter
Substance Abuse
Inpatient 500
o P
calendar
vear per person Iyear per person)
Outpatient [100% after $35 copay p pervisit
(up 10 45 visis per calendar —|(up 10 45 visis per calendar
vear per person) Iyear per person)
Prescription Drug Coverage
Maximum Unfimited None /52,000 plan max per personvplan year
Retail
Generic 0% = Gay supp)
suphy)
Fomulary 8rand Name [100% after day suppy)
suppb)
Non-Formulary Brand Name [100% after S35 capay (30-day|No coverage [List C = Lessor o1 $50 o 505 List D= Greater of
suphy) 1850 or 50% (34 day supply on both Lit C & List D
drugs)
Smoking Cessation Ads [Discount given at pharmacy _|No coverage
with a vald presciption
Mail Order
Generic [100% after 3 (60-ay No coverage GstA Pl
suppb)
Fomulary Brand Name [100% after 3 (60-Gay No coverage B
suppb)
Non-Formulary Brand Name [100% afier $60 copay (90-day|No coverage [LstC=Le 5 @0 [
suppb) 1D = N/A on Non-Formulary drugs:
‘Smoking Cessation Alds. [Discount given at mall order|No coverage [Contact HMO provider
lpharmacy with a valid
rescriptior
Generic [Not Appiicable [100% after deductile [Not Covered
Fomulary Brand Name 1809% after deductible Not Govered
INot Applicable
Not Covered

Non-Formulary Brand Name

Not Applicable Not Applicable

Ves.

you must conact the HMO directy. f you are
lenvoled in the only the continuation of
lcoverage ofered by the HMO wil apply. The DD
INAF plan's coninuation of coverage option will not

o
lcoverage ends.




