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HEALTH CARE

AFTER HOURS
URGENT CARE

DIAGNOSTIC
X-RAY & LAB

ALLERGY
TREATMENT &
TESTING

11

WELL-BABY IMMUNIZATIONS
CARE

MATERNITY

14

CONTRAGEPTIVE
SERVICES

CONTRACEPTIVE
DRUGS

INFERTILITY
SERVICES

MENTAL MENTAL
HEALTH HEALTH
INPATIENT OUTPATIENT

19

SUBSTANCE
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HEARING
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HEARING AIDS

Contact your PCP for | None Individual: $1,000 COPAYS Tier 1: $10 $100 per admission | $100 per visit $75 copay which $10 per visit No charge except $10 per series of $0 per exam for No copay for ages $10 for initial visit $10 for consultation | Tier 1: $10 25% of costs plus $50 per admission | $10 per visit - PCP | $50 per admission | $10 per visit - PCP | $10 copay per visit | Not a covered
all medical care Family : ~ $2,000 $10 PCP l!erg $§g is waived if for MRI, MRA, PET | tests w/PCP Well-Care visits birth through 18 Per g g%g the office visit $25 per visit - $25 per visit - for a basic hearing benefit—Except for
Standard (New Hires & New $25 Specialist Glgater$nf 30-day Standard Precertification from | As authorized by hospitalized You must contact or CAT Scan which | $25 w/specialist Standard during lirgt two years $100 per admission | $10 per surgical LEl7 &5 copay of Standard Limited to 30 days SPec'a"S‘ Limited to 30 days | Specialist screening (does not | children up to age
anaar Enrollees must supply or 100 units as andar PCP required your PCP and use requires $100 years of life procedure Greater of 30-day $10 - PCP per Plan Year Single or group per Plan Year include a 18; audiological
HMO indicate PCP on Does NOT include determined by HMO plan authorizations | copay per scan $10 per 6 weeks of HMO Precertification supply or 100 units | $25 - Specialist HMO ‘“WPY Single or group comprehensive services and
HIGH Enrollment Form) preventive benefits in PhYdS,‘C'?"- Selecth HIGH Antigen, including HIGH $10 copay per visit | required -~ - : : HIGH Must be sga‘:'s'ts per Plan Must be therapy hearing exam) hearing aids are
PCP referral & HMO columns 12,13,15, ;::V'I?t‘e‘g’éia’mesa"e All must be shots (No additional for ages over 18 Selecrt] medlcfill_ﬁl;sd Limited to diagnosis preauthorized ) preauthorized covered (as Durable
(O AN(O1\ I . thorization required 22,0129 because the OPTION preauthorized charge for OPTION g:;ymnaié’g 1estricted f and some treatment [EENOJSANIOI\] Except for the b A 26 visits per Plan | Limit one visit per | Medical Equipment-
[Tl for all care received recommended therapy  JEIMITIVEYS administration of CommunityCare - T iojogically based Eg(c‘ept 'U‘T tt;)e " Year year see column #26)
(ISt Ol outside PCP office is less than 30 days or  [EETNAAEEEVY shots) GlobalHealth One copay per See exclusions in [TV o noces thatare | disgnoses that are No benefits for
100 units or dosage injectable member materials g Must be
form is not a tablet or contraceptive treated as other treated as other . ages 18 & over
capsule. illnesses illnesses preauthorized
Contact your PCP for | None Individual: $2,000 Tier 1: $10 $250 per $150 per visit $100 copay which | $25 per visit No charge except $25 per series of $0 per exam for No copay for ages | $25 for initial visit | $25 for consultation | Tier 1: $10 50% of costs plus. $250 per admission | $25 per visit - PCP | $250 per $25 per visit - PCP | $25 copay per visit | Not a covered
all medical care Family:  $4,000 | COPAYS o admission is waived if for MRI, MRA, PET | tests w/PCP Well-Care visits birth through 18 ey ggg the office visit $40 per visit - admission $40 per visit - for a basic hearing | benefit—Except for
(New Hires & New $25 PCP L Y As authorized by hospitalized You must contact or CAT Scan which | $40 w/specialist during first two years $250 per admission | $25 per surgical 16r9: copay of Limited to 30 days | Specialist Specialist screening (does not | children up to age
Standard Greater of 30-day Standard Standard . Standard -
UL Enrollees must $40 Specialist suply or 100 units as LGN Procertifcation from | PGP your PCP and use | requires $100 CLUCIO Vears of fe precertficationis | Procedure Greater of 30-day | $25 - PCP per Plan Year SEDErELD Limited to 30 days include a 18; audiological
HMO indicate PCP on determined by HMO PCP required plan authorizations | copay per scan $25 per 6 weeks of HMO $25 copay per visit required supply or 100 units | $40 - Specialist HMO Must be tzhera_p_y o per Plan Year Single or group comprehensive services and
LOW Enrollment Form) Does NOT include physician. Select Low Antigen, including LoW for ages over 18 - _ _ Low preauthorized YG visits per Plan therapy hearing exam) hearing aids are
PCP referral & HMO prevenive benefits in | TeCicatons may have Al must be shots (No additonal Select medications, | Limied to diagnosis Except for the s b reautrorizeg. | MUSt b8 covered (as Durable
(O AN (0[N uthorization required columns 12, 13,15, | b e OPTION preauthorized charge for OPTION qmu?;mg;g restricted | ang some treatment [O]=AN[O]\} s e ust be preauthorized | orea thorized 26 visits per Plan | Limit one visit per | Medical Equipment-
[T el for all care received 22, 0r 29 recommended therapy is IROULTITI 0TS administration of CommunityCare - LTIl iagn0ses that are E?‘Clem f"l{ vl'f q Year year see column #26)
PRIl icide PCP office less than 30 days or GlobalHealth shots) GlobalHealth One copay per See exclusions in GlobalHealth  [RESSAA. RS ey No beneits for ages
100 units or dosage injectable member materials . I (_]t Yo Must be 18 & over
rco;g; JISenm atablet or contraceptive illnesses "rlﬁé:3 Sesegs other preauthorized
Choice of $300: Individual Individual: $2,800 $25 copay per office | Generic Mandate: Member pays 20% | Member pays 20% | Member pays 20% | Member pays 20% | Member pays 20% | Member pays 20% $25 copay per exam | Well-Baby and Adult | Member pays 20% | Member pays 20% | Generic Mandate. Member pays 20% of Member pays 20% of | Member pays 20% | Member pays 20% | Member pays 20% | Copay per visit fora | Not a covered
Network Provider, $900: Family ($2,500 +$300 visit; on other Member pays cost of of fee schedule after | of fee schedule after | of fee schedule after | of fee schedule after | of fee schedule after | of fee schedule after (no deductible immunizations paid | of fee schedule after | of fee schedule after | Member pays fee schedule after fee schedule afterthe | of fee schedule after | of fee schedule after | of fee schedule after | basic hearing benefit—Except for
contracted deductible) professional S o the individual the individual the individual the individual the individual the individual applies) at 100% the individual the individual ol e oo | the individual indvidual calendar | individual calendar | the individual the individual screening (does not :g"gf;;;ggg;ge
HealthChoice ?E!Ev;l:r?:iule NO YEAR-END CARRY OVER zlgrr‘]/}gg:ege: ays & isne(;i\\//li%eusalme for Preferred & Non- HealthChoice calendgr VLT calend_ar VRV calend_ar bed] Calend?r VLT calend:_ir ped) ca\end_ar year HeaIthChoice Office visit is :g‘ﬁ(i?gl:ear ggldega?glgear Preferred & Non-Preferred gzﬁﬁgglzear HealthChoice BEGELELS aeé:u?re:ﬁ;trl?;f calendflr vear calendgr veay TG & p sellvices and hearing
. ncopay: Preferred medications. vae . medications. The greater Limited to 30 days approval after 15 h . aids are covered (as
for medically ER deductible do not | calendar year The greterof 4 day Limit: Battery of 60 subject to copay: | jnciudes one of 34 day supply or 100 per year IS Eat ires o Y G Durable Medical
necessary services apply deductible applies supply or 100 units (pills Precertification Precertification $100 ER copay is tests every 24 administration postpartum home units (pils or capsules) as | Limited to diagnosis Precertification will ﬂlllll\'!l Y 30 days per year Req“"”? "::“'15 Equipment-
NOYEARLEND CARRY OVER first; member pays or capsules) as required required for waived if months charge subject to visit (must meet determined by physician. | and some treaiment required except for the | 26 visits per year - approval after One per year see column #26)
20% of fee determined by physician. outpatient surgery | hospitalized deductible and criteria) See exclusions in biologically based Except for the Precertification visits or penalty No benefits for ages
NETWORK schedule For more detais isit NETWORK NETWORK coinsurance Precerification is For more et visit member materials  [ENSAAUOJR A diagnoses that are biologically based required will apply 18 and over; prior
www.healthchoiceok.com required wwwhealthchoiceok.com treated as other gg‘g(ggs::g"ﬁé e authorization
illnesses. 26 visits per year required
illnesses
Choice of any $300: Individual Individual: $3,300 Member pays 25% of | Generic Mandate: Member pays 25%  |Member pays 25%  [Member pays 25% | Member pays 25% [ Member pays 25% | Member pays 25% Member pays 25% | Member pays 25% | Member pays 25% | Member pays 25% | Generic Mandate: Member pays 25% of Member pays 25% | Member pays 25% | Member pays 25% | Member pays 25% | Member pays 25% | Not a covered
Provider, $900: Family plus ($3,000+$300 fee schedule after Member pays cost of of fee schedule after |of fee schedule after | of fee schedule after | of fee schedule after | of fee schedule after | of fee schedule after of fee schedule after | of fee schedule after | Of fee schedule after | of fee schedule after | Member pays cost of fee schedule after of fee schedule after | of fee schedule after | Of fee schedule after | of fee schedule after | of fee schedule after | benefit—Except for
non-contracted $300 per confinement | deductible) the individual medcation up 0 & the individual the individual the individual the individel the individual the individual the individual the individual et | the indvidual medicaton up 0 a the individual ey the individual calen- | IieonadeE) reldtvdual reldtvdual e t:
MR icc schedule hospital deductible plus Member is calendar year maximum dollar amoun RN calendar year calendar year calendar year calendar year calendar year calendar year WO calendar year calendar year and $300 per con- | calendar year maximum § amountfor | cajendar year N deductible plus dar year deductible, | deductible and $300 | deductible, plus deductible, plus beLI] o%\cha :
HealthChoice s medically responsible for deductible and $300 | +ispensing fee for HealthGhoice and $300 ible, plus blus ible, plus ible, plus ible, plus HealthChoice deductible, plus deductible, plus finement hospital deductible, plus Preferred & Non-Prefeted | oy ciple plus HealthChoice ey’ plus amount that er confinement amount that exceeds | amount that exceeds s_edrvmes a e;nng
G i NO YEAR-END CARRY OVER ; Preferred & Non-Preferred G per confinement amount that exceeds G : . deductible, plus 0 medications. The greater ' HIGH fee schedule and all ospital deductible, | the fee schedule & | the fee schedule and | &ids are covered (as
HIGH necessary services amount that exceeds | per confinement medications. The greater HIGH hospital deductible amount that exceeds T e s A amount that exceeds | amount that exceeds | amount that exceeds HIGH amount that exceeds | amount that exceeds | amount that exceeds | amount that exceeds | ;44 day supplyor 100 | amount that exceeds ineligible expenses | exceeds the fee lus amount above | all ineligible all ineligible Durable Medical
[0]221 (o] YR \iember responsible the fee schedule, hospital deductible, of 34 day supply or 100 OPTION I P mount that |t fee schedule and  f,%ocs o the fee schedule and | the fee schedule and | the fee schedule and [gT=uayTo] VI the fee schedule and | the fee schedule and | the fee schedule and | the fee schedule and | ypts (ils or capsules) as | fé€ schedule and all OPTION schedule and all e fee schedule and | expenses expenses Equipment-
for amount that inpatient deductible, | plus amount that units (pills or capsules) as Ielticse:dsotﬁe 18: all ineligible gxpegsgs ;1 00ER | all ineligible all ineligible all ineligible all ingligible all ingligible g! '{A%‘ﬂg&%‘g Sxpens- | all ineligible determined by physician. | ineligible expenses 30 days per year ineligible expenses g!! 'gﬁ's'g'sme R 1 || Bl see column #26)
NON exceeds the fee ER deductible & exceeds the fee determined by physician. NON schedule and all expenses copay is waived if | Expenses expenses expenses NON expenses expenses postpartum home expenses NON 'r’e';ﬁ“;‘_’;“j"ca“o" Requires prior approval s aﬁ,“:"{?\.ﬂlﬁ"ﬂmy screening only NI ?Of ages
NETWORK scl?ed;‘le and all charges Ofr , SC’FGI;JIIE and all For ”‘;'Enﬂe'na“s ‘”i“ NRY{OIRI @ inciigivle expenses  |Precertification required | hospitalized II.in:il: Baﬂer2y4 LN NETWORK ;/eif‘\;)(must meet cri- Forrnnl.'rzg'lz:ai\;wsitok L\rgited LEOES NETWORK :,'ﬁ?;;:,;,"s"s oreenally | 39 gays per year will apply lgn?ggzgizrﬁ prior
ineligible expenses maximum benefit ineligible expenses www.healthchoiceok.com Precertification required | for outpatient surger ests every www healthchoiceok.com | and some treatment tion ab I L !
limitations “ eSO months Precertification See exclusions in Se excepton above. | o s per year | Precertiicaton 26 visits per year required
A DR required member materials See exception above | 'eAUIe
PHYSICAL, CHIROPRACTIC | DURABLE BLOOD & BLOOD | SKILLED PERIODIC TEMPORO- HOME HEALTH | MEDICAL TRANSPLANTS | HOSPICE Monthly Premium Rates & Benefit Allowance Bi-Weekly Premium Rates & Benefit Allowance
T o PRODUCTS Aol HEALTH EXAMS | MANDIBULAR | SERVICES TRANSPORTATION Plan Year 2005 (January 2005 through Decemher 2005) Plan Year 2005 (January 2005 through December 2005)
JOINT (TMD Empoee  Employee&  Employee,  Employec&One  Employec&Two  Employee, Employee Emplojee & Employes,  Emplojec&Ono  Emplojes&Two  Emplayee,
THERAPY THERAPY oo | DME) 5 a9 |DYSFUNCTION 4, a 0 Spouse Snouse & Child child or More Children ~ Spouse & Snouse Spouse & Child Child or More Children ~ Spouse &
Children Children
HealthChoice High $313.86  $764.08 $ 921.18  $470.96  $564.26  $1,014.48 HealthChoice High
Inpatient— $10 per visit - PCP 20% of cost for No charge if No charge $10 copay per $50 copay with a No charge No charge but No charge No charge HealthChoice Basic i ; $144.86 $352.65 $425.16 $217.37 $260.43 $468.22
o ’ . I " : 271.12 659.30 794.48 406.30 486.58 874.76 HealthChoice Basic 12513 304.29 366.68 187.52 22457 403.73
No charge $25 per visit - equipment medically necessar exam $1,500 lifetime subject to prior i i . : . b : .
g [ e J U e . oL CommunityCare High 458.92 91326 1,188.62 734.28 826.06  1,280.40 CommunityCare High
Standard Specialist Limit: 100 days per  [SSENY maximum Must be authorization if not | Preapproval & For terminal illness CommunityCaro Low : - 1200 : : 19 . 211.81 421.51 548.60 338.90 381.26 590.96
LGHOEU ouipaient 20% of cost for Plan Year tandar i ibed by a PCP | an y precertiication of six months or T T 34502 686.60 89362 55204 62104 962.62 CommunityCare Low 159.24 31689 41244 25479  286.63  444.28
HMO $10 per visit- PCP | PCP can referfor | repair and HMO benefit required less E:L':::::%h‘:r 5 i 316.04 628.92 818.54 505.66 568.88 881.76 CommunityCare Alternative 145.86 290.27 377.79 233.38 262.56 406.97
HIGH [Pl Al e et e by PGP HIGH Wust be medical R——— T lu"’u 367.06 73046 95070 58730  660.72  1,024.12 GlobalHealth High 169.41 33713 43878 27106 30495 47267
pecialist manipulative prescribed by a ust be medically ‘eapproval require ) 313.96 624.78 813.16 502.34 565.14 875.96 GlobalHealth Low 144.90 288.36 375.30 231.84 260.83 404.29
OPTION OPTION . : - - . : :
therapy up to Must be necessary GlobalHealth Alternative GlobalHealth Alternat
(WSRO 60 treatment days | 15 visits per year | preapproved CommunityCare 27796 553.14  719.92 44474 50034 77552 SRS 12829 25530 33228 20527 23093  357.94
GlobalHealth per course of Additional visits only | by the HMO GlobalHealth
theral ith approved
an eiment pan HealthChoice Dental $21.956  $4392  $61.44  $3948  $67.42  $89.38 HealthChoice Dental $1014  $2028  $2837  $1823  $3112  $41.26
Assurant Heritage Prepaid 11.74 20.60 28.20 19.34 26.94 35.80 Assurant Heritage Prepaid 5.42 9.51 13.02 8.93 12.44 16.53
Assurant Freedom 22.78 45.44 62.44 39.78 68.48 91.14 Assurant Freedom 10.51 20.97 28.82 18.36 31.60 42.06
e 0% of costfor el DGR $25 copay per $100 Copay witha | No charge No charge but No charge No charge CIGNA Dental Prepaid 8.99 14.87 21.75 15.87 23.87 29.75 CIGNA Dental Prepait 415 6.86 10.04 7.33 11.02 13.73
R || i equipmen medically necessary s T s exam ﬁ:é;(;?u:::etlme Wit e :g:g?itzta%g;‘%rnm breanrovl & o terminal fness Delta Preferred DPO 23.84 47.68 67.32 43.48 75.27 99.11 Delta Preferred DPO 11.00 22.00 31.06 20.06 34.74 45.74
Standard :ig - gCP it ocp ot 2036 of ‘cost tor‘repair Plan Year Standard p iy aFED | eneamEE, precg:)tiﬁcation of sbx months or Delta Choice DPO 17.44 34.88 49.26 31.82 55.08 72.52 Delta Choice DPO 8.05 16.10 22.74 14.69 25.42 33.47
HM - Specialis can refer for and replacemen HM benefit required less
0 chiropractic or Must be prescribed e
Low 60 treatment days manipulative Must be preapproved by a PCP Low Must be medically Preapproval required
(0] 1{0]\I per course of therapy up to by the HMO OPTION necessary CompBenefits $6.98 $12.04 $15.61 $10.55 $11.44 $16.50 CompBenefits $3.22 $5.56 $ 7.21 $4.87 $5.28 $ 7.62
CommurityCare - RIS TONRDIEE CommunityCare Primary Vision Care Svc. 9.00 16.50 24.50 17.00 19.00 26.50 Primary Vision Care Svc. 415 7.61 11.30 7.84 8.77 12.23
GlobalHealth TS Y GlobalHealth Spectera 7.79 13.30 17.67 12.16 14.44 19.95 Spectera 3.60 6.14 8.16 5.62 6.67 9.21
treatment plan Superior Vision Services 6.98 13.88 20.46 13.56 13.56 20.46 Superior Vision Services 3.22 6.40 9.44 6.26 6.26 9.44
Vision Service Plan (VSP) 9.14 14.62 20.40 14.92 20.40 25.88 Vision Service Plan (VSP) 4.22 6.75 9.42 6.89 9.42 11.95
Physical/Occupational [ 20% of allowed Member pays 20% of | Member pays 20% of | Member pays 20% of $25 copay per exam | Member pays 20% [ Member pays 20% | Member pays 20% | Member pays 20% | Member pays 20%
Therapy: 20% of charges after the plan | fee schedule after the | fee schedule after the | fee schedule after the (no deductible of fee schedule after | of fee schedule after | of fee schedule after | of fee schedule after | of fee schedule after
allowed charges after | year deductible. 15 individual calendar individual calendar individual calendar applies) the individual the individual the individual the individual the individual . S - L
HealthChoi the deductible. 15 visits per calendar year ible for year { year { HealthChoi calendar year calendar year calendar year calendar year calendar year Life & Disability Life & Disability
ealthChoice visits per calendar year (maximum 3 covered items Precertification ealthChoice No copay for i i i i
year (max 3 services/visit) required mammograms for For terminal illness of i A 1R
services/visits; over | Extended treatment | Purchase, rental, Limit: 100 days per women age 40 and | Preapproval required | Preapproval Subject to Precertification six months o less gﬂ:ﬁeﬁgngoﬁgﬂ(}zo o0) $ggg gﬁ;ﬁeﬁH t(;oﬁggo()zo o0) $1 gg
15 visits must be (over 15 visits) must | repair or 2 i over required; penalty preapproval if not an | required Must be preapproved . - . i ! . ! i
e or DR or must be year (in a facility) $1500 lfetime et o of penaly apples Dependent Life Low Option 216 Monthly Benefit Allowance Dependent Life Low Option 1.00 Bi-Weekly Benefit Allowance
[ Y[o]3{\@ penalty applies) ___ | penalty applies ERARRICEEAIO NETWORK S IEELES maximum non- precertified Subject to Home Dependent Life High Option 3.60 Dependent Life High Option 1.66
Z‘iﬁiﬁﬂ ?ﬁ;?g!s i?&?r of penalty applies apply surgical benefit - Health 100 vsit Disability 6.28 Employee $407.92 Disability 2.90 Employee $188.27
plan year deductbe A mET Addition Units of Supplemental Life Plus Child 571.09 Addition Units of Supplemental Life Plus Child 263.58
calendar year Age Rated <25 $1.20 :::us ghlldren Sgig? Age Rated <95 $ 55 E:us ghlldren gg(jg;
. US opouse o us Spouse .
Physical/Occupational | 25% of allowed Member pays 25% of | Member pays 25% of | Member pays 25% of Member pays 25% Member pays 25% Member pays 25% Member pays 25% Member pays 25% Member pays 25% 25-29 $1.20 S Ouss & Child 888.08 25-29 $ 55 3 Ouss & Child 409.88
Therapy: 25% of charges after the plan | fee schedule after the | fee schedule after the | fee schedule after the of fee schedule after | of fee schedule after | of fee schedule after | of fee schedule after | of fee schedule after | of fee schedule after 30-34 $1.20 P " : 30-34 $ .55 P . .
allowed charges after | year deductible. 15 | individual calendar individual individual the individual the individual the individual the individual the individual the individual 35-39 $1.80 Spouse & Children 952.71 35-39 $ .83 Spouse & Children 439.1
HeatiChoce RGO e M DT e L e P (N i ot e (N bW i £ O B W B e b AL
HIGH year (max services/visit) schedule and all amount above fee amount above fee HIGH amount above fee amount above fee amount above fee amount above fee amount above fee amount above fee 50-54 $7'00 :
OPTION services/vi Extended treatment ineligible expenses. schedule and all schedule and all OPTION schedule and all schedule and all schedule and all schedule and all schedule and all schedule and all : 50-54 $3.23
NON 15 visits must be (over 15 visits) must | Purchase, rental, ineligible expenses ineligible expenses NON ineligible expenses ineligible expenses ineligible expenses ineligible expenses ineligible expenses ineligible expenses 55-59  $11.60 55-59 $5.35
preapproved or e preapproved or repair or Precertification o Preapproval required | Preapproval required . o For terminal illness 60-64  $13.40 60-64 $6.18
NETWORK gsena\yh 1:92"6825% - penalty applies replacement must required NS NY[013{ @l Some Guidelines $1500 lietime or penalty aPp‘hes Subject to Precerification of six months or 65-69  $22.00 65-69  $10.15
Spech ey 2% beproagorved o Limit: 100 days per anpy manum on- | Limi: 100 por | eSO 00tan | requied less 7074 $37.20 7074 $1747
the plan year deductible vear (in a facility) surgical benefit Celeranyed] Preapproval required 75+  $57.80 75+  $26.68
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HEARING AIDS

Contact your PCP for | $500 per individual $2,000 per individual | Per Visit after $100 deductible per After After After After After ible per | After No deductible, No copay for After deductible $5 copay - Family Tier 1: $10 After deductible After After After After No After
all medical care $1,000 per family $4,000 per family deductible member per calendar $100 copay per day | $50 copay per visit $75 copay per visit | $35 copay per visit | visit $15 copay - PCP $5 copay per visit children through age $'1.5 copay - initial Planning per visit Tier 2: $35 50% copay - Fertiity $100 copay - per $25 copay - per $80 copay - per day $25 copay - per $5 copay 20% copayment for
(New Hires & New $15 copay - PCP year then: . to Outpatient $0 copay - $25 copay - 18. visit only (additional copays Tier 3: $60 Evaluation day, per admission | visit Max of 30 d visit (20 visit limit children up to age
Enrollees must Does not include $25 copay - ;;g Egp:y 5 ggnenc Max of $500 copay | Surgical Facility Copay waived if Prior authorization Laboratory Specialist $0 copay - Prenatal may apply to some Ma); of $500 copa 20 visit limit per caT:n%ar eaaryvsvt:):r: per calendar year) - . 18
indicate PCP on deductible Specialist availabls ¥enen’c per admission admitted required from PCP $25 copay - For adults, no copay | and Postnatal Care procedures) Does not apply to out VLY P dar yeal _ | LIFETIME MAX for Limit one visit per
[} _ HMO ! HMO 4 HMO per admission calendar year combined with non. . ear
HMO Enroliment Form) $60 copay - generic 5 Outpatient 20% copayment for i unless seen by a Prenatal Classes of pocket maximum ) arity inpatient substance abuse is | ¥
. PCP referral and available & not chosen  [AUGI QBT Radiology Allergy Serum Alternative physician, physician Alternative parity | hp ith $10,000

LUCTHENTS HMO authorization $60 copay - non CommunityCare $150 copay - CommunityCare assistant or nurse Amniocentesis CommunityCare LKV ’“e”?a eat

BB required for all care formulary. MRI, CAT Scan, practitioner (medically necessary; calendar year limit SEIEES
received outside PCP Each prescription is 30 PET Scan outpatient surgical for non-parity LIFETIME MAX for
office ggy d:‘;psp&};p'ﬂa"'ofg’” facility copay may diagnosis ;‘;%53%’})09 abuse is

copays apply) )
Contact your PCP for | None $4,500 per individual | Copays $200 Annual 20% facility $200 facility $150 copayment $20 copay - PCP $0 copay except for | $20 copay - PCP $20 copay - PCP $0 copay $40 copay - initial $40 copay - for Covered by 50% coinsurance, 20% coinsurance $40 copay - limited | 20% coinsurance $40 copay - limited | $30 copay - PCP Not covered except
all medical care $9,000 Family $20 - PCP deductible per coinsurance copayment waived upon $40 copay - all specialized scans $40 copay - $40 copay - visit only for services in supplemental benefit | office visit copay limited to 30 days to0 26 visits limited to 30 days to 26 visits $40 copay - for children up to 18
(New Hires & New $40 - Specialist person admission other providers | and images Specialist Specialist However, if received physician physicians also applies per calendar year per calendar year Specialist years of age. 20%
Enrollees must $10 copay - generic PCP referral & HMO | Must be in conjunction with | 20% copay - office p.eua L3 Coinsurance
HMO indicate PCP on $35 copay - brand HMO authorization preauthorized $200 per procedure | Must be ) No copay for well an office visit, the inpatient facility | $200 copay - oP Must be HMO Must be Must be per visit

Enrollment Form) name required for non- MRI, CAT Scan, preauthorized child visits for office visit copay setting preauthorized i G preauthorized

LUCIOETGT PeP referral and $60 copay - generic  [EVIGIEA emergency PET Scan, SPECT LXGIOETOT members under will apply Alternative [EEbmdiatioss

GlobalHearth [l agt?oriz‘:‘ition ﬂr‘?"ame &not [el\ERER TG admissions Scans GlobalHealth  JE4RA GlobalHealth S diagngsesy

required for all non- chosen
emergency medical $60 copay - non Must be g:ﬁt; rriet:z:d a
care received outside formulary preauthorized e
PCP office

Disclaimer:

Segment C - A Consumer-Oriented Program
All services, benefits, exceptions, limitations and conditions are identical between the HealthChoice High Option Plan and the HealthChoice
Basic Plan. Using Network providers will maximize your benefits.

Segment A - Basic Plan pays all of the first $500.
Just as with the HealthChoice High Option Plan, the HealthChoice Basic Plan offers an unlimited lifetime maximum on
eligible health benefits.

Segment B - Pharmacy Benefits

The HealthChoice Basic Plan offers the same pharmacy benefits as does the HealthChoice High Option. Pharmacy benefits under both
plans are separate from any other health benefits offered. Each covered member has a lifetime pharmacy benefit of $2 million which began
accruing on January 1, 2004.

This comparison chart is only intended to be a brief summary of certain provisions of the State of Oklahoma flexible benefit plans. The
contracts between the State and the individual carriers control the benefits that each carrier will offer during the Plan Year.

The HealthChoice Basic Plan pays 100% of the first $500 of any eligible, covered charges. Then the member pays the
next $500 of covered charges as a deductible. After the first $1,000 of eligible health expenses, the member and the
Plan split the next $10,000 on a 50/50 cost-sharing basis. Once a member has spent $5,500 out-of-pocket, the Basic
Plan will pay 100% of all other eligible, covered charges for that Plan Year. Family deductible is $1,000 with a maximum
annual family out-of-pocket of $11,000 (Go to segment B)

Plan pays 100% of the first $500 of eligible, covered expenses.
Member pays 100% of the next $500 of eligible, covered expenses.
Plan and Member share on a 50/50 basis, the next $10,000 of eligible, covered expenses.
vi Member’s { t-of-pocket cost per year: $5,500)
(Family maximum out-of-pocket cost per year: $11,000)

The pharmacy program has a Generic Mandate with a Preferred Medication list offering the member an opportunity to save money by
choosing a generic alternative. Copays and out-of-pocket expenses are reduced by using the Pharmacy Network and by choosing the
generic alternatives available on the Preferred List. The benefit available per copayment is 34 days or 100 units (pills or capsules)
whichever is greater. Certain medications have a maximum quantity limit. For details on specific medications, use the web site at
www.healthchoiceok.com. (Go to Segment C)
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Using Network providers will maximize your benefits. The Plan pays 100% of all eligible, covered expenses after the annual maximum out-of-pocket limits have been reached. (Pharmacy

Using Network providers will maximize your benefits.

expenses are not included in these maximums)
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