Essential Plan 1 Plus

COST-SHARING

SUMMARY OF BENEFITS

‘ COMMENTS / LIMITATIONS

[PIEPPAO1S]

| IN-NETWORK

Primary Care Physician Office Visit

Deductible

Individual $0 per plan year

Family Not Applicable
Prescription Drug Deductible $0 per plan year
Out-of-Pocket Maximum

Individual $2,000 per plan year

Fami]i Not Aiilicable

$15 copayment

Specialist Care Physician Office Visit

PCP referral required

$25 copayment

Telemedicine
Physician
Dietician
PREVENTIVE CARE SERVICES
Adult Annual Physical Checkup and Adult Immunizations

$0 copayment
$0 copayment

Covered in full

Routine Gynecological Services/Well Woman Exams, Mammography
Screenings

Covered in full

Vasectomy

See surgical services below

All other preventive services required by USPSTF and HRSA

Emergency Room Department

EMERGENCY CARE ‘

Cost-sharing waived if admitted to
hospital

Covered in full

$75 copayment

Urgent Care Center

$25 copayment

Ambulance
PROFESSIONAL SERVICES and OUTPATIENT CARE
Advanced Imaging

Referral required

$75 copayment

$25 copayment

Allergy Care
Performed in PCP Office
Performed in Specialist Office

PCP referral required

$15 copayment
$25 copayment

Ambulatory Surgical Facility

Preauthorization required

$50 copayment

Anesthesia Services (all settings)

Covered in full

Cardiac and Pulmonary Rehabilitation

Preauthorization required

$25 copayment

Chemotherapy (all settings)

Referral required to see specialist

$15 copayment

Chiropractic Services

$25 copayment

Diagnostic Testing
Performed in PCP Office
Performed in Specialist Office

PCP referral required

$15 copayment
$25 copayment

Dialysis

Referral required to see specialist

$15 copayment

Habilitation and Rehabilitation Services (Physical Therapy, Occupational
Therapy or Speech Therapy)

Preauthorization required. Combined 60
visits/condition/plan year, combined
therapies

$15 copayment

Home Health Care

Preauthorization required. 40 visits per
plan year

$15 copayment

Laboratory Procedures
Performed in PCP Office
Performed in Specialist Office

$15 copayment
$25 copayment

Maternity and Newborn Care
Inpatient Hospital and Birthing Center)
Prenatal Care
Postnatal Care

Preauthorization required

$150 copayment

$0 copayment

Included in physician and midwife services
for delivery cost-sharing

Preadmission Testing

Preauthorization required

$0 copayment




PROFESSIONAL SERVICES and OUTPATIENT CARE (Continued)

Diagnostic Radiology Services
Performed in PCP Office
Performed in Specialist Office

PCP referral required

$15 copayment
$25 copayment

Second Opinions on the Diagnosis of Cancer, Surgery and Other

Referral required

$25 copayment

Surgical Services
Surgical Services in In-Patient/Out-Patient Facility
PCP Office Surgery
Specialist Office Surger:

ADDITIONAL SERVICES, EQUIPMENT and DEVICES

Diabetic Equipment, Supplies and Insulin

Preauthorization required

Preauthorization required for insulin
pump. 30-day; Up to a 90-day supply

$50 copayment
$15 copayment
$25 copayment

$15 copayment

Durable Medical Equipment

Preauthorization required. One external
prosthetic device per limb per lifetime.
No orthotics

5% coinsurance

External Hearing Aids

Preauthorization required. Single
purchase, one or both ears, (including
repair/replacement) every 3 years

5% coinsurance

Inpatient Hospice Care
INPATIENT SERVICES and FACILITIES

Inpatient Hospital Service

Preauthorization required. 210 days per
plan year

Preauthorization required, except for
emergency admissions

$150 copayment

$150 copayment

Skilled Nursing Facility Care

Preauthorization required. 200 days per
plan year

$150 copayment

Inpatient Rehabilitation Services
(Physical, Speech and Occupational Therapy)

MENTAL HEALTH & SUBSTANCE USE DISORDER SERVICES

Inpatient Mental Health Care

Preauthorization required. 60 days per
plan year, combined therapies. Speech
and physical therapy are only covered
following a hospital stay or surger

Preauthorization required, except for
emergency admissions

$150 copayment

$150 copayment

Outpatient Mental Health Care

$15 copayment

Inpatient Substance Use Services

Preauthorization required, except for
emergency admissions or for
Participating OASAS-certified
Facilities

$150 copayment

Outpatient Substance Use Services

PRESCRIPTION DRUGS
Retail Pharmacy

Up to 20 visits per plan year may be
used for family counseling

30 day supply

$15 copayment

Tier 3

Gym Reimbursement

VISION CARE

Exams

Tier 1 $6 copayment

Tier 2 $15 copayment

Tier 3 $30 copayment
Mail Order Pharmacy 90 day supply

Tier 1 $15 copayment

Tier 2 $37.50 copayment

Gym reimbursement benefit does not
apply towards the OOP max

|

One exam per 12 month period per plan
year

period

$75 copayment

Reimbursed up to $200 for completion of 50
exercise facility visits in each six month

$15 copayment

Lenses and Frames

One set of lenses & frames per plan
year

10% coinsurance

Contact Lenses
DENTAL CARE

Preventive Dental Care

One set of contacts per plan year.
Referral Required

One dental exam and cleaning per 6
month period

10% coinsurance

$15 copayment

Routine Dental Care

Full mouth x-rays or panoramic x-rays
at 36-month intervals and bitewing x-
rays at 6 to 12 month intervals

$15 copayment

Major Dental (Endodontics, Periodontics, and Prosthodontics)

Referral required

$15 copayment




ATTENTION: If you speak other languages, language assistance services, free of charge,
are available to you. Call 1-877-411-3625 (TTY/TDD: 711).

Espaiiol (Spanish)
ATENCION: Si usted habla espaniol, tiene a su disposicion, gratis, servicios de ayuda para idiomas.
Llame al 1-877-411-3625 (TTY/TDD: 711).

H13Z (Traditional Chinese)
R R BB AERIE S EIRTS - S 1-877-411-3625
(TTY/TDD: 711) -

Pycckun (Russian)

BHUMAHWE! Ecnu Bbl roBopuTe Ha pycckom a3bike, Bam goctynHel 6ecnnatHble
ycnyrn nepesogynka. 3soHuTe no ten. 1-877-411-3625 (cnyxba TekctoBoro tenedoHa,
TTY/TDD: 711).

Kreyol Ayisyen (Haitian Creole)
ATANSYON: Si ou pale Kreyol Ayisyen, gen sévis €d nan lang gratis ki disponib pou ou.
Rele nimewo 1-877-411-3625 (TTY/TDD: 711).

g+=+o] (Korean)
Tl A7t gl E Abgste A, AstA Ao AW AuA7F FEE AFEUG.
1-877-411-3625 (TTY/TDD: 711)2 A 3}3}4 A 2.

Italiano (Italian)
ATTENZIONE: Sono disponibili servizi gratuiti di assistenza linguistica in italiano. Chiamare il numero
1-877-411-3625 (TTY/TDD: 711).

wTR (Yiddish)

09N )N XD [YNIPRA IX KT [YIUT ,T'9 |7 [N ,0V0'INYO0 97'N IXIOY W TR 0TV IR 2'IX 1AI0DN
(TTY/TDD: 711)1-877-411-3625

1RSI (Bengali)
9 orFHe FAR Sl 30 IRTOE 2 WANE G AR O REE Al
T IE AN 1-877-411-3625 @ (TTY/TDD: 711) & FA|

Polski (Polish)
UWAGA: Dla oséb méwigcych po polsku dostepna jest bezptatna pomoc jezykowa. Prosze
zadzwoni¢ pod numer 1-877-411-3625 (TTY/TDD: 711).
du 21l (Arabic)
S 1-877-411-3625 a1 sl Uloe Ly st 50 Lusall lanss Sl i 55 iy yel) Aol IS5 S 1) 1oLV (o
(TTY/TDD: 711)
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Francgais (French)
ATTENTION : si vous parlez francgais, une assistance d’interprétation gratuite est a votre disposition.
Veuillez composer le 1-877-411-3625 (Sourds et malentendants : 711).

$(Urdu)

) 1-877-411-3625 - i Do ccland (S axa 3late w0 o Sl s e )l G 8l s
B AIS (T SE S S
Tagalog (Tagalog)
NANANAWAGAN NG PANSIN: Kung nagsasalita ka ng Tagalog, mayroon kang magagamit na mga
serbisyo para sa tulong sa wika nang walang bayad. Tawagan ang 1-877-411-3625 (TTY/TDD: 711).

EAAnvika (Greek)
MPOZOXH: Eav piAaTe EAANVIKA, diaTiBevTal yia 00¢ UTTNPETIEC YAWOOIKNG BorBelag, dwpedv.
KaAéoTe 1-877-411-3625 (yia dtopa pe rpoBAnRuata akong/TTY/TDD: 711).

Shqip (Albanian)
VINI RE: Nése flisni Shqip, shérbimi i asistencés pér gjuhén do té jeté né dispozicionin tuaj, pa
pagesé. Telefononi 1-877-411-3625 (Shérbimi i teletekstit TTY/TDD: 711).
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