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Physical Exams

Rouine and Well Baby Care; Immunizations

Rouine Gynecological exam

Rouine Mammogram

Prostate Screening

Rouiine Eye Exam

Lenses,

[100% coverage, o copay [N coverage o, P cue v
ToGHCs webadu schees
e rlaed by 2 G
[100% coverage,nocopay [N coverage Copay. Preventve care il
e T el schodies
Juhen refere by a GH
[100% coverage. no copay. [ coverage 525 copay. Prevertie care visis
once per year,including Pap. Jaccoding to GHC's "k adul” scheduies|
st s ab ey Juhen refrred by a GH provder
[160% coverage. o copay [No coverage [Covered
once per year fo women Jaccoding to GHC's "welkadul” scheduies|
lages 35 and over) Juhen refrred by a GH provder
100 oo, o GG v [Covered n fll_Prosiate sceering
once per year for men age: acaring 0 GHCs webhacl schces
l40.and Juhen refrred by a GH provder

[160% coverage. o copay
one por calendar year)

o coverage 525 copay (Govered once every 12
months)
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Rouine Hearing Exam

Iear per person)

vear perperson)

[160% coverage, o copay

o coverage
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Hearing A
/51,000 etme masimum per ($1.000 Hetime maximur per
T person) person)
Offce Vi, 525 copay
/515 PCPIs35 Speciaist
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In-offce Surgeres, X Ray and Lab Work

Alergy Treatment and Testng
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Room and Board

[100% afer 5500 copay
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It

607 ater deducibie pias

Pre-Admission Tesing [90% coverage, o deductibie 507 coverage, no deducibie [100%
Lab & xray i [100%
Surgery To0%
Physician Vs (n Hospia) [00%
Anestresia To0%
eductiic decucivie
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deductiie decuciie
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sy days p
Home Health Care: [o0% coverage afer [60% coverage. ater [CoverednFol
Private Duty Nursing [o0% coverage afer [60% coverage. after A
708 hour
o n
Hospice 3508 covrage.no dadec 003 covrage, o et |Covered m il

Family Planning (Volunary Steizaion)

Shorterm Rehabiltation

Durable Mecical Equipment

Chiopractc Care:

Baritic surgery

lcopay.no deductie

decuctie lcopayment. Procedures o reverse a
covered.

sterizaton are not

ldeductilo (50 day max per
lcourseof reament)
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Generc [T00% afer 10 copay (30- o coverage 520 copay (30 day supp)
lday supoly)
Formuary Brand Name 08 e 25 oy 0 (Vo coveoge 520 copay (30 day suppl)
day supoly)
Non-Formuary Brand Name [500% ater S35 copay (30~ _|No coverage ot covered
lday supoly)
Smoking Cessation Ads iscount given at prarmacy [N coverage
it a vl prescripion
Mail Order
Generc [500% ater 20 copay (30~ _|No coverage 520 copay (30 day supply)
day supoly)
Formuary Brand Name [100% after 10 copay (90 [N coverage 520 copay (30 day supply)
ey supoly)
Non-Formuary Brand Name [500% ater 60 copay (30~ _|No coverage ot Covered
lday supoly)
Smoking Cessation Ads o caverage
narmacy with 2 vald
resvion
Gonerc. ot Appicatle [T00% afer deducitle ot Appicable
Formuary Brand Name 0% ate deducibie ot Appicable
ot Agpicatle
[Not Appicable
Non Formuiar Brand Name ot Appicatle ot Apptcable
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