& HMO Basic Plans EPO & HMO Basic Plans

Anthem Blue Cross Blue Shield CCPOA Health Net Kaiser Sharp  UnitedHealthcare  CAHP (Association Pan) PERS Select PERS Choice PERSCare PORAC (Association Plan}
. (Association
EPO  Select Traditonal Access+ Access+ NefValue SaludyMis SmariCare PPO Non-PPO PPO Non-PPO PPO Non-PPO  PPO  Non-PPO  PPO  Non-PPO
BENEFITS HMO HMO EPD Plan) Plus Alliance
Calendar Year Deductible
Individual $500 $500 $500
N/A N/A N/A N/A N/A NIA N/A N/A (not transferable (nat transferable (not transferable $300 $600
betwsen plans) between plans) betwsen plans)
Family $1,000 $1,000 $1,000
N/A N/A N/A N/A N/A N/A NiR N/A (not transferable (not transferable (not transferable $900 $1,800
between plans) between plans) between plans)

Maximum Calendar Year Co-pay (excluding pharmacy)

Individual $1,500 $1,500 $1,500 $1,500 $1,500 $1500 $1500 $2,000 N/A $4,600 N/A $4,600 NiA $4,600 N/A $3300  $3,300
Family $3,000 $3,000 $4,500 $3,000 $3,000 $3,000 $3,000 $4,000 NA $9,200 NA  §9200  N/A 9,200 NA S$6,600  $6,600
Hospital (inciuding Mental Heaith and Substance Abuse)

Deductible N/A /A N/A N/A WA N/A N/A N/A N/A NIA $250 N/A
(per admission)
Inpatient 3100/ 20-30%

No Charge No Charge i Mo Charge No Charge No Charge No Charge 10% Varies {hospital 40% 20% 40% 10% 40% 10%

ters)

Qutpatient Facility/ $50 20-30%
Surgery Services Mo Charge No Charge $50 Mo Charge $15 Mo Charge  No Charge ) (hospital 40% 20% 40% 10% 40% 10%

tirs)

Emergency Services

Emergency Room s:,“ ;g:n!;n i $l5 [7'1
Deductible N/A N/A N/A N/A N/A NiA N/A N/A (m;nww (mmm ‘3..“,?.“".,,?;“.“ NiA
charges only) charges only) charges only)
i:;m::l?ﬂﬁ;:ﬂ $50+10% 20% 20% 10%
¢ (co-pay (applies to other services  (applies to oher sarvices  (applies o ofher sarvices

as an inpatient or for 8§50 $50 875 $50 850 50 $50 reduced 10§25 if admitted  such as physician, xeray,  such s physician, x-ray,  Such as physician, x-ray, 10%
observation as an ‘on an inpatient basis) lab, eic.) lab, etc.) lab, etc.)

outpatient)

Hon-Emergency $50+10% $50+40%  20%  40%  20% 0% 0% 40% o
(co-pay waived educed 0§25 | forphysician  (payment forphyscian  (payment for physician {for non-emergency

. i (co-pay reduced to payment for payme (payment for p .

m',“mg::s EE mpmg';l $50 350 875 350 $50 L 350 if admitted an an charges only; emergency  charges only: emergency  charges only; emergency  Services provided by
or lor observation as ai inpatient basis) room facility charge s room faciity charge is  room faciity chargeis  hospital emergency room}
outpatient) not covered) not covered) not covered)
Physician Services (including Mental Health and Substance Abuse)

Office Visits (co-pay for $15 $15 $15 $15 $15 $15 815 $15 40% §20 40% $20 40% $20 40% $20 10%
each service provided)

Inpatient Visits No Charge No Charge No Charge No Charge NoCharge ~ NoCharge  No Charge 10% 40% 20% 40% 20% 0% 10% 40% 10% 10%
Outpatient Visits $15 15 $15 s15 $15 $15 s15 10% 0% $20 40% $20 40% $20 40% 10% 10%
Urgent Care Visits $15 815 315 815 815 815 $15 8§15 40% $20 40% $20 40% $20 40% 10% 10%
Vision Exam/Screening No Charge No Charge $15 No Charge NoCharge  NoCharge  NoCharge Not Covered Not Covered Not Covered Not Covered Not Covered
Surgery/Anesthesia No Charge No Charge No Charge No Charge NoCharge _NoCharge  No Charge 10% 40% 20% 40% 20% 40% 10% 40% 10% 10%

Diagnostic X-Ray/Lab
No Charge No Charge No Charge No Charge No Charge No Charge Na Charge 10% 40% 20% 40% 20% 40% 10% 40% 10% 10%




70 & 0 pac Pans

Anthem Blue Cross

Blue Shield ccPoa Health Net Kaiser
" Association Permanente
EPO  Select Traditional Access+ Accesss  NetValu SaludyMés  SmartC
BENETITE HMO HMO t e - &= ’ -
Presoription Drugs
Deductible Brand
Formulary:
N/A N/A 50 NIA N/A
(not to exceed
$150/family)
Retail Pharmacy (not to Generic: $10
exceed 30-day supply) Brand
Generic: $5 Generic: $5 Formulary: Generic: $5 ic: §5
Brand Formulary: 520 Brand Formulary: $20 s25 Brand Formulary: $20  penent: o
Non-Formulary: $50 Non-Formulary: $50 Non- Non-Formulary: $50 -
Formulary:
$50
Retail Pharmacy -
Maintenance Medications Senere: :m
2,":“:““’ e Generic: $10 Generic: $10 Formulary: Generic: $10
Yo 60 dn aker Brand Formulary: 540 Brand Formulary: S40 s25 Brand Formulary: $40 N/A
longer vs) Non-Formulary: $100 Non-Formulary: $100 Non- Non-Formulary: $100
(not to exceed 30-day Fommiary:
supply) $50
Mail Order Pharmacy .
Program (not to exceed Lo
sn'm 5“""";“" Generic: $10 Generic: $10 Formulary: Generic: $10 Generic: $10
maintenance drugs) Brand Formulary: $40 Brand Formulary: $40 550 Brand Formulary: 340 Brand: $40
Non-Formulary: $100 Non-Formulary: $100 Non- Non-Formulary: $100 L7190 520
Form
$100
Mail order maximum
co-payment per person $1,000 $1,000 N/A $1,000 N/A
per calendar year
Durable Medical Equipment
No Charge No Charge No Charge No Charge No Charge
Infertility Testing/Treatment.
50% of 50% of
50% of Covered Charges 50% of Covered Charges Allowed 5"%[;’;&"""’" Covered
Charges ges Charges
Occupational / Physical / Speech Therapy
Inpatient (hospital or
. . . No Charge No Char No Charge MNo Charge MNo Charge
skilled nursing facility) g % ey harg ey
Qutpatient (office and
home visits)
$15 $15 No Charge $15 $15
Diabetes Services
Glucose monitors,
' No Charge No Charge No Charge Mo Charge Mo Charge
test strips
Self-management
training §15 §15 $15 §15 $15
Acupuncture
S$15/visit
S15/visit 18 st §15/visit (acupuncture/
(acupuncture/chiropractic; . {(acupuncture/chiropractic, )
combined 20 vsits o E“"VZ”;'“'WF:"'"’“"’““”‘ - N/A combingd 20 visitsper  combined 20
‘per calendar year) e o calaruiar calendar year) visits per
calendar year)
Chiropractic
$15 exam
{up to 20 visits)
) » $15/visit
$15/visit $15visit No Charge $15/visit | (ecupuncture/
T diagnostic {(acupuncture/chiropractic, )
combined 20 visits s combined 20 visits per ‘combined 20
‘per calendar year) 20 sk per calerutar yoar) bedenh calendar year) visits per
chiropractic calendar year)
liances

(up to $50)

Sharp UnitedHealthcare
Performance  SignatureValue
Plus Alliance
N/A N/A

Generic: §5
Brand Generic: $5
Formulary: Brand Formulary:
$20 $20
Non- Non-Formulary:
$50
$50
‘Generic:
$10 N
Generic: $10
Brand
e oy Brand wm
Non-Formulary:
o 5100
s100
Generic:
$10 N
Generic: $10
Brand
. Brand wm
$40 Mon-1 -
Lo s100
Formulary:
$100
$1,000 $1,000
No Charge No Charge
50% of 50% of
Covered Covered
Charges Charges
NoCharge  No Charge
$15 $15
NoCharge  No Charge
$15 S15
$15hvisit  §15Avisit
(combingd (combined
20 visits 20visits
percalendar  per calendar
year) year)
$15/visit  $15Aisit
(upio 20 {un 020
visits per visits per

calendar year)  calondar year)

CAHP (Association Plan)
PPO Non-PPO

Generic: $5
Single Source: $20
Multi Source: $25

Generic: $10
single Source: $40
Multi Source: $50

Generic: $10
Single Source: $40
Multi Source: $50

PERS Select
PPO Non-PPO

Generic: $5
Preferred: $20
Non-Preferred: $50

Generic: $10
Preferred: $40
Non-Preferred: $100

Generic: $10
Preferred: $40
HNon-Preferred: $100

PERS Choice
PPO

Generic: $10

40

MNon-Preferred: $100

Generic: $10
Preferred: $40

Non-Preferred: $100

Hon-PPO.

PERSCare

PPO Hon-PPO.

Generic: S5
Preferred: $20
Non-Preferred: $50
(not to excaed
34-day supply)

Generic: $10
Preferred: $40
Hon-Preferred: $100
(not to exceed
34-day supply)

Generic: $10
Preferred: $40
Non-Preferred: $100

/A $1,000 $1,000 $1,000
20% 40% 20% a0% 10% 40%
10% 40% (pre-certification
ST S, et e
Not Covered Not Covered Not Covered Not Covered
10% 40% No Charge No Charge MNo Charge
A0%; 40%;
Oceupational Oocupational
therapy: therapy:
10% 40% 20% 0% 20% 20% A%
(pre-certification required  (pre-certification required  (pre-certification required
for more than 24 visits) for more than 24 visits) for mare than 24 visits)
(Coverage Varies (Coverage Varies Coverage Varies Coverage Varies
$20 $20 $20 $20
10% 40% 20% 40% 20% 40% 10% 40%
combined 20 visits combined 15 visits combined 15 visits ‘combined 20 visits
per calendar year) per calendar year) per calendar year) per calendar year)
10% 40% 20% 40% 20% 40% 10% 40%
combined 20visits)  combined 15 visits)  combined 15 visits) combined 20 visits)

Generic: $10
Brand Formulary: $25
Mon-Formulary: $45
Compound: $45

N/A

N/A

20% 20%

10% 10%

$20 10%

Coverage Varies

$20

$20
(10%foral
other services)

10%

$20/up o

20 visits g2t



