PersoNAaL HEALTH PLaNs FRoM CoNsuUMERS LIFE— 3080 PLaNs

500/1500:. 750/2250 1000/3000 [500/4500

January 1 through December 31
19 Dependent; 26 Student; Removal upon End of Month

BeNEFITS

Benefit Period
Dependent Age Limit

Lifetime Maximum $2,500,000

Benefit Period Deductible - Single/Family $500/$1500 8750/$2250 $1000/$3000 $1500/$4500

Non Network Benefit Period Deductible - Single/Family $1000/$3000 $1500/$4500 $2000/$6000 $3000/$9000
; ~ NETWORK “*NoN=NETWORK"

Coinsurance 80% 60%

Coinsurance Out-of-Pocket Maximum {Excluding Deductible) - Single/Family $2000/86000 Unlimited

PHYSICIAN/OFFICE SERVICES
Office Visit {Hiness/Injury)
Urgent Care Office Visit

Diagnostic Services in a Physician Office
Immunizations
(tetanus toxoid, rabies vaccine and meningococcal polysaccharide vaccine)

PREVENTIVE SERVICES
Routine Physical Exam ($250 maximum per benefit period)
Well Child Care Services to age six.
Office Visit, Immunizations and Labs
Well Child Care Services ages six to nine. (Exams and Well Child Immunizations
are limited to $500 maximum per benefit period).
Office Visit
Immunizations and Labs
Routine Flu Vaccine
Routine Mammogram (One per benefit period)
Routine Pap Test
Routine PSA and Chlamydia Screening
Routine Cholesterol, Colon Cancer Screening Test, Endoscopic Procedures,
Ovarian Cancer Screening and Bone Density Testing
Routine EKG, Chest X-ray, Comprehensive Metabolic panel, Urinalysis
and complete blood count (one each per benefit period)
OUTPATIENT SERVICES
Allergy Testing and Treatment
Diagnostic Services {Other than a physician's office)
Physical Therapy, Occupational Therapy and Chiropractic Services
{30 visits combined per henefit period}
Speech Therapy (30 visits per benefit period)
Cardiac Rehabilitation (Facility Only - 20 visits benefit period)
Emergency Use of an Emergency Room?
Non-Emergency Use of an Emergency Room **
Emergency Services
INPATIENT FACILITY
Semi-private Room and Board
Skilled Nursing Facility (30 days per benefit period)
ADDITIONAL SERVICES
Ambulance Service {$2500 maximum per benefit period)
Diabetic Education
Durable Medical Equipment
Home Health Care (100 visits per benefit period)
Hospice ($10,000 lifetime maximum)
Organ and Tissue Transplant*
MENTAL - HEALTH AND SUBSTANCE. ABUSE
Inpatient Mental Health/Substance Abuse (30 days per benefit penod
limited to one admission per henefit period and three admissions per lifetime)
Qutpatient Mental Health/Substance Abuse (48 visits per benefit period}
PRESCRIPTION DRUG + ORAL CONTRACEPTIVES INCLUDED !
Prescription Drug Benefit Period Deductible® (Single/Family}
Retail - 30 Day Supply
Home Delivery - 90 Day Supply

OprioNaL RIDER '
Maternity Rider - Benefits are payable after 365 days of coverage under Maternlty Rider

-1-

$30 copay then 100%
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$150 copay, then 80% after deductible

$150 copay, then 80% after deductible

$150 copay, then 60% after deductible
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$200/$600
$15 Generic / $30 Formulary / $45 Non-Formulary
$30 Generlc/$60 Formu!ary/$90 Non- Formulary

k 80% after deductible k 60% after deduct;ble



PersonNnaL HeaLTH Prans FrRoM CoNsSUMERS LIFE— 4070 PLaNs

BeNEFITS

Benefit Period
Dependent Age Limit

1000/3000 2000/6000 3500/10500 5000/15000

January 1 through December 31
19 Dependent; 26 Student; Removal upon End of Month

Lifetime Maximum $2,500,000
Benefit Period Deductible - Single/Family ! $1000/$3000 $2000/$6000 $3500/$10500 $5000/$15000
Non Network Benefit Period Deductible - Single/Family $2000/$6000 $4000/$12000 $7000/$21000 $10000/$30000
: g : i : i NETWORK NoN=NETWORK .
Coinsurance 70% 60%
$2000/$6000 Unlimited

Coinsurance Out-of-Pocket Maximum (Excluding Deductlble) Single/Family
PHYSICIAN/OFFICE SERVICES' :
Office Visit {lliness/injury}
Urgent Care Office Visit
Diagnostic Services in a Physician Office
Immunizations
{tetanus toxoid, rabies vaccine and meningococcal polysaccharide vaccine)
PREVENTIVE SERVICES :
Routing Physical Exam ($250 maximum per beneﬂt period)
Well Child Care Services to age six.
Office Visit, Immunizations and Labs
Well Child Care Services ages six to nine. (Exams and Well Child Immunizations
are limited to $500 maximum per benefit period).
Office Visit
Immunizations and Labs
Routine Flu Vaccine
Routine Mammogram (One per benefit period)
Routine Pap Test
Routine PSA and Chlamydia Screening
Routine Cholesterol, Colon Cancer Screening Test, Endoscopic Procedures,
Ovarian Cancer Screening and Bone Density Testing
Routine EKG, Chest X-ray, Comprehensive Metabolic panel, Urinalysis
and complete blood count {one each per beneﬂt penod)
QUTPATIENT SERVICES
Allergy Testing and Treatment
Diagnaostic Services (Other than a physician's office)
Physical Therapy, Occupational Therapy and Chiropractic Services
(30 visits combined per benefit period)
Speech Therapy (30 visits per benefit period)
Cardiac Rehabilitation {Facility Only - 20 visits benefit period)
Emergency Use of an Emergency Room?
Non-Emergency Use of an Emergency Room **
Emergency Services
INPATIENT FACILITY
Semi-private Room and Board

$40 copay then 100%
$40 copay then 100%

100%

70% after deductible

70% after deductible

70%

70% after deductible
70% after deductible

70% after deductible
70% after deductible

60% after deductible

60% after deductible

60%

60% after deductible
60% after deductible

100% 70%
100% 70%
100% 70%

70% after deductible
70% after deductible

70% after deductible
70% after deductible

70% after deductible
70% after deductible
70% after deductible

60% after deductible
60% after deductible
60% after deductible
60% after deductible

60% after deductible
60% after deductible
60% after deductible

$150 copay, then 70% after deductible

$150 copay, then 70% after deductible

70% after deductible

$150 copay, then 60% after deductible
70% after deductible

60% after deductible

Skilled Nursing Facility (30 days per benefit penod)
ADDITIONAL SERVICES

Ambulance Service ($2500 maximum per beneﬁt penod)

Diabetic Education

Durable Medical Equipment

Home Health Care (100 visits per benefit period)
Hospice ($10,000 lifetime maximum}

Organ and Tissue Transplant*

SuBSTANCE ABUSE :
Inpatient and Outpatient Substance Abuse

PrescriPTION DRUG ~ ORAL CONTRACERTIVES INCLUDED
Prescription Drug Benefit Period Deductible® {Single/Family)

Retail - 30 Day Supply

Home Delivery - 90 Day Supply
OrPTIONALRIDER '
Mental Health

Inpatient Mental Health Services (30 days per benefit period; limited
to one admission per benefit period and three admissions per lifetime)
Outpatient Mental Health (48 visits per benefit period}

70% after deductible 70% after deductible

70% after deductible
70% after deductible 60% after deductible
70% after deductible 60% after deductible
70% after deductible
70% 60%
70% after deductible 0% after deductlble

Not covered

Please refer to foot note 7.
$15 Generic / $30 Formulary / $45 Non-Formulary
$30 Generic / $60 Formulary / $90 Non-Formulary

70% after deductible
70% after deductible

70% after deductible
70% after deductible



PersonNnaL HEaLTH PLANS FROM CoONSUMERS LIFE— 4070 PLANS

BENEFITS

Benefit Period

Dependent Age Limit

Lifetime Maximum

Benefit Period Deductible - Single/Family '

Non Network Benefit Period Deductible - Single/Family

Coinsurance

Coinsurance Out-of-Pocket Maximum (Excluding Deductible) - Single/Family
PHYsIcIAN/OFFICE SERVICES. A
Office Visit (lliness/Injury)

Urgent Care Office Visit

Diagnostic Services in a Physician Office
Immunizations ) i i } '
(tetanus toxoid, rabies vaccine and meningococcal polysaccharide vaccine)

PREVENTIVE-SERVICES
Routine Physical Exam ($250 maximum per henefit period)
Well Child Care Services to age six.
Office Visit, Immunizations and Labs
Well Child Care Services ages six to nine. (Exams and Well Child Immunizations
are limited to $500 maximum per benefit period).
Office Visit Immunizations and Labs
Routine Flu Vaccine
Routine Mammogram (One per benefit period)
Routine Pap Test
Routine PSA and Chlamydia Screening
Routine Cholesterol, Colon Cancer Screening Test, Endoscopic Procedures,
Ovarian Cancer Screening and Bone Density Testing
Routine EKG, Chest X-ray, Comprehensive Metabolic panel, Urinalysis
and complete blood count (one each per benefit period)
QUTPATIENT SERVICES
Allergy Testing and Treatment
Diagnostic Services (Other than a physician’s office)
Physical Therapy, Occupational Therapy and Chiropractic Services
{30 visits combined per benefit period}
Speech Therapy (30 visits per benefit period)
Cardiac Rehabilitation (Facility Only - 20 visits benefit period)
Emergency Use of an Emergency Room?
Non-Emergency Use of an Emergency Room *
Emergency Services
INPATIENT FaciLiTy
Semi-private Room and Board
Skilled Nursing Facility {30 days per benefit period}
ADDITIONAL SERVICES
Ambulance Service ($2500 maximum per benefit perlod)
Diabetic Education
Durable Medical Equipment
Home Health Care (100 visits per benefit period}
Hospice ($10,000 lifetime maximum})
Organ and Tissue Transplant*
MENTAL HEALTH AND SUBSTANCE ABUSE
Inpatient and Outpatient Substance Abuse
PRESCRIPTION DRUG £ ORAL CONTRACERTIVES INCLUDED
Prescription Drug Benefit Period Deductible® (Single/Family)
Retail - 30 Day Supply
Home Delivery - 90 Day Supply
OPTIONAL RIDER
Mental Health
Inpatient Mental Health (30 days per benefit period; limited
to one admission per benefit period and three admissions per lifetime)
Qutpatient Mental Health (48 visits per benefit period)

10000/30000

January 1 through December 31
19 Dependent; 26 Student; Removal upon End of Month

$2.500.000
$10,000/$30,000
$20,000/$60,000
NETWORK NonN=NETWORK:
70% 60%
Unllmlted

$5 000/15 000 ;
$40 copay then 100%

$40 copay then 100%
100%

70% after deducttble

0% afterdeductlble

70%

70% after deductible
70% after deductible

70% after deductlble
70% after deductible
70% after deductible

60% after deductible

60% after deductible k

60%

60% after deductible
60% after deductible

100% 70%
100% 70%
100% 70%

70% after deductible
70% after deductible

70% after deductible
70% after deductible
70% after deductible

70% after deductible
70% after deductible

60% after deductible
60% after deductible
60% afterkdeductib!e
60% after deductible
60% after deductible

60% after deductible
60% after deductible

$150 copay, then 70% after deductible

$150 copay, then 70% after deductible

$150 copay, then 60% after deductible

70% after deductsble

70% after deductable
70% after deductlble

60% after deductlble
70% after de‘ductlblek

70% after deductlb!e
70% after deductible 60% after dediuctible
70% after deductible 60% after deductible
70% after deductible
0% 60%
70% after deductible 60% after deductible

Not covered ;
$1,000/$3,000

$15 Generic / $30 Formulary / $45 Non-Formulary
$30 Generic / $60 Formulary / $30 Non-Formulary

70% after deductible
70% after deductible

70% after deductible
70% after deductible



