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INSURANGE COMPANIFS
70%/40% uﬂ A UrirecHealt G-oup Compary

Types of Coverage PPO Non-PPO*
Out-of-Pocket Expenses Individual Out-of-Pocket Maximum Options Individual Out-of-Pocket Maximum Options
(includes deductible and coinsurance) (includes deductible and coinsurance)
Aonual Deductible Number of Individual Copays

PPO/Non-PPO Options  Deductibles Office Visit  Urgent Care 5KM0K  10K/20K  15K/30K  20K/40K 5K/10K  10K/20K  15K/30K  20K/40K
$250/$750 3 $20 $40 $1,750 $3,250 $4,750 $6,250 $6,750 $12,750 $18,750 $24,750
$500/81,500 3 $25 $50 $2,000 $3,500 $5,000 $6,500 $7,500 $13,500 $19,500 $25,500
$750/$2,250 3 $25 $50 $2,250 $3,750 $5,250 $6,750 $8,250 $14,250 $20,250 $26,250
$1,000/$3,000 3 $30 $60 $2,500 $4,000 $5,500 $7,000 $9,000  $15,000  $21,000 $27,000
$1,500/$4,500 3 $40 $80 $3,000 $4,500 $6,000 $7,500 $10,500  $16,500  $22,500 $28,500
$2,500/$7,500 3 ded./coin. ded /coin. $4,000 $5,500 $7,000 $8,500 $13,500  $19,500  $25,500 $31,500

Amounts applied toward the PPO deductible do not apply toward satisfaction of the non-
PPO deductible and vice versa. Amounts applied toward the PPO out-of-pocket mazimum
are not credited to the non-PPO out-of-pocket maximum and vice versa.

Family Out-of-Pocket Maxsmum is three times the Individual Oui-of-Pocket Maximum

Physician/Urgent Care Visits
Physician Visits - including office call chatges 100% after office visit copayment 40% of usual, customary, and reasonable (UCR)
charges after deductible
Urgent Care Visits 100% after urgent care copayment 40% of UCR charges after deductible
stic Lab and X-ray - including charges that occut on the same day related 100% up to $500 per calendar year; deductible and
to a physician visit ot urgent care vistt. coinsurance applies thereafter 40% of UGR charges fter deductble
Physician and UC visits and diag. lab/x-ray services for $2,500/87,500 ded. option are subject
to ded /coin. The $500 first-dollar coverage for diag. lab/x-ray and lab charges does not apply.
Routine Examinations - §500 Calendar Year Maximum 100% after office visit co .
payment per examination Not covered: Immunizations, mammograms, and lab costs
;“a;]“g; pﬁmﬁﬁwﬁﬂf&fnﬁamzmmm’ routine MAMMOGTANS, | . 42 500/47,500 ded., routine benefit paid at 100% w/o copa) for pap tests are covered as specified in the Certificate
Physician/Clinic Other Services
Includes durable medical equipment, home health care, hospital visits, and other 70% after deductible 40% of UCR charges after deductible
physician services. Maximums may apply to some services. See certificate for details.
Chiropractic Visits - $500 Calendar Year Maximum 100% 100% of UCR
Hospital Services
Inpatient care, including semi-private room or intensive care unit, operating room, 70% after deductible 40% of UCR charees after deductible

and ancillary services. Outpatient hospital care, including all medically necessary
services and supplies.

Emergency Room Care & Facility Charges
Includes all services performed in the emergency room, induding emergency room
physician charges and facility.

70% after PPO deductible and $100 copayment per visit
(Note: Non-PPO services are also subject to UCR)

Prescription Drug Program
Prescription drug copayments do not apply toward out-of-pocket maximums.
Up to 290 day supply is allowed with mail order option.

if there is a tier 1 equivalens avasiable for a ter 2 or non-preferred tier 3 drug
resmbursement will be made at the tier 1 equsvalens rate.

Participating Ph:
100% of eligible expenses afier $10 copayment tier 1, $25 copayment tier 2, $50 copayment tier 3
Mail Order Option:
100% of eligible expenses after $25 copayment tier 1, $62.50 copayment tier 2, $125 copayment tier 3 up to 2 90 day supply

Mental Health, Alcohol and Drug Abuse Services

Inpatient and Outpatient charges including presctiption Inpatient and Outpatient charges including presctiption
gor g:g;[:]s with 51-32&1 em11>loyees** . drugs—benefits payable at 50% after deductible to a drugs—benefits payable at 50% of UCR after deductible to a
C(())Il;llbi ned ?ifg:g;gs Suzzfeﬁl;lg’gs maximum payment of $5,000 per calendar year maximum payment of $2,500 per calendar year
Lifetime Maximum Combined benefits from all sources not to exceed $5,000,000

* If provided at a PPO facility, services received from Non-PPO anesthesiologists, radiologists, and pathologists will be eligible for the PPO deductible and coinsurance levels, subject to UCR.

**  For groups with 51-99 employees, Mental Health, Alcohol and Drug Abuse Services per calender year will be paid as follows: For PPO inpatient charges, benefits are payable at 50% after deductible up to 10
days of confinement; the benefits for PPO outpatient charges are payable at 50% after deductible up to 30 visits. For Non-PPO inpatient charges, benefits are payable at 50% after deductible up to 5 days of
confinement; the benefits for Non-PPO outpatient charges are payable at 50% after deductible up to 15 visits.

**+  Tor Indiana groups with 51-99 employees, the base plan will not include Mental Health benefits, however an optional package is available which includes Mental Health benefits covered on the same basis as
any other covered expense. Alcohol and Drug Abuse Services will be paid at the 51-99 employee level as indicated in the above paragraph.

All copaymems are not credited to the deductible, out-of-pocket or coinsurance. The emergency room facility charge copayment is waived if patient is admitted within 24 hours.

All p ustrations tnclude p 4 as indicated for covered benefits, subject to the terms and provisions of the Certificate. The outlined benefits are intended to reflect the coverages
provided #n the Master Policy. A more desafled explanation of coverage 1s provided in the Certificate.

Optional Benefits

PPO Non-PPO

Prescription Drug Program
if there is a tier 1 equivalent avaslable for a tier 2 or non-preferred
tier 3 drug, reimbursement will be made at the tler 1 equivalent rate.

The copayment for the Prescription Drug Program is not credited to the
deductible, out-of-pocket or cotnsurance.

Participating Pharmacy:
100% of eligible expenses after $10 copayment tier 1, $20 copayment tier 2, $35 copayment tier 3

Mail Order Option:
100% of eligible expenses after $25 copayment tier 1, $50 copayment tier 2, $87.50 copayment tier 3 up to a 90 day supply

Supplemental Accident Bepefit

$500
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Types of Coverage PPO Non-PPO*
Out-of-Pocket Expenses Individual Out-of-Pocket Maximum Options Individual Out-of-Pocket Maximum Options
(includes deductible and coinsurance) (includes deductible and coinsurance)
Annual Deductible  Number of Individual Copays

PPO/Non-PPO Options Deductibles Office Visit Urgent Care S5KMNOK  10K/20K  15K/30K  20K/40K S5KMOK  10K/20K  15K/30K  20K/40K
$250/8750 3 $20 $40 $1,250 $2,250 $3,250 $4,250 $5,750  $10,750  $15,750 $20,750
$500/$1,500 3 $25 $50 $1,500 $2,500 $3,500 $4,500 $6,500 $11,500  $16,500 $21,500
$750/$2,250 3 $25 $50 $1,750 $2,750 $3,750 $4,750 $7,250 $12,250  $17,250 $22,250
$1,000/$3,000 3 $30 $60 $2,000 $3,000 $4,000 $5,000 $8,000 $13,000  $18,000 $23,000
$1,500/$4,500 3 $40 $80 $2,500 $3,500 $4,500 $5,500 $9,500 $14,500  $19,500 $24,500
$2,500/$7,500 3 ded./coin. ded/coin. $3,500 $4,500 $5,500 $6,500 $12,500  $17,500 $22,500 $27,500

Amounts applied toward the PPO deductible do not apply toward satisfaction of the non-
PPO deductible and vice versa. Amounts applied toward the PPO out-of-pocket mazimum
are not credited to the non-PPO out-of-pocket maximum and vice versa.

Family Out-of-Pocket Maximum is three times the Individual Oui-of-Pocket Masimum

Physician/Urgent Care Visits
Physician Visits - including office call charges 100% after office visit copayment 50% of usual, customaty, and reasonable (UCR)
charges after deductible
Urgent Care Visits 100% after urgent care copayment 50% of UCR charges after deductible
stic Lab and X-ray - including charges that occut on the same day related 100% up to $500 per calendar year; deductible and
to a physician visit or urgent care visit. coinsurance applies thereafter 50% of UGR charges after deductible
Physician and UG visits and diag. lab/x-ray services for $2,500/$7,500 ded. option are subject
to ded./coin. The $500 firsi-dollar coverage jor diag. lab/x-ray and lab charges does not apph.
e e s, | 108 it o cmirion | o ot i s, i s
pap tests, and hearing and vision examinations. ’ ’ (For $2,500/$7,500 ded., routine benefit paid at 100% w/o copay) for pap tests are covered as specified in the Certificate
Physician/Clinic Other Services
Includes durable medical equipment, home health care, hospital visits, and other 80% after deductible 50% of UCR charges after deductible
physician services. Maximums may apply to some services. See certificate for details.
Chiropractic Visits - $500 Calendar Year Maximum 100% 100% of UCR
Hospital Services
Inpatient care, including semi-private room or intensive care unit, operating room, 80% after deductible 50% of UGR charges after deductible

and ancillary services. Outpatient hospital care, including all medically necessary
services and supplies.

Emergency Room Care & Facility Charges
Includes all services performed in the emergency room, induding emergency room
physician charges and facility.

80% after PPO deductible and $100 copayment per visit
(Note: Non-PPO services are also subject to UCR)

ll,’msg;ipti(zlu o Progrdi:)m ply toward f-pocket maxi Partidipating Ph

resctiption drug copayments do not apply toward out-of-pocket maximums.

Up 1o 2.90 day supply is allowed with mail order option. 100% of eligible expenses after $10 co;a:lﬂn(:)rm::: 1, $fjﬂ c.opayment tier 2, $50 copayment tier 3

If there is a tier 1 equivalent available for a tier 2 or non-preferred tier 3 drug ;

soimb wil be at the tier 1 equivden rate. 100% of eligible expenses after $25 copayment tier 1, $62.50 copayment tier 2, $125 copayment tier 3 up to a 90 day supply
ll:iemal H:Vaml]thi Alooh(;l a“f Drug Abuse Services Inpatient and Outpatient charges including prescription Inpatient and Outpatient charges including prescription
Fz; Ig:g;l:]sa gtoui)s-\?v?ﬂlenslll)-ggesxi ployees** drugs—benefits payable at 50% after deductible to a drugs—benefits payable at 50% of UCR after deductible to a
Combined lifotime um of §25,000, maximum payment of $5,000 per calendar year maximum payment of $2,500 per calendar year
Lifetime Maximum Combined benefits from all sources not to exceed $5,000,000

* If provided at a PPO facility, services received from Non-PPO anesthesiologists, radiologists, and pathologists will be eligible for the PPO deductible and coinsurance levels, subject to UCR.

**  For groups with 51-99 employees, Mental Health, Alcohol and Drug Abuse Services per calender year will be paid as follows: For PPO inpatient charges, benefits ate payable at 50% after deductible up to 10
days of confinement; the benefits for PPO outpatient charges are payable at 50% after deductible up to 30 visits. For Non-PPO inpatient charges, benefits are payable at 50% after deductible up to 5 days of
confinement; the benefits for Non-PPO outpatient charges are payable at 50% after deductible up to 15 visits.

**+  Tor Indiana groups with 51-99 employees, the base plan will not include Mental Health benefits, however an optional package is available which includes Mental Health benefits covered on the same basis as
any other covered expense. Alcohol and Drug Abuse Services will be paid at the 51-99 employee level as indicated in the above paragraph.

All copayments are not credited to the deductible, out-of-pocket or coinsurance. The emergency room facility charge copayment is waived if patient is admitted within 24 hours.

All p ustrations tnclude p 4 as indicated for covered benefits, subject to the terms and provisions of the Certificate. The outlined benefits are intended to reflect the coverages
provided #n the Master Policy. A more desafled explanation of coverage 1s provided in the Certificate.

Optional Benefits

PPO Non-PPO

Prescription Drug Program
if there is a tier 1 equivalent avaslable for a tier 2 or non-preferred
tier 3 drug, reimbursement will be made at the tler 1 equivalent rate.

The copayment for the Prescription Drug Program is not credited to the
deductible, out-of-pocket or cotnsurance.

Participating Pharmacy:
100% of eligible expenses after $10 copayment tier 1, $20 copayment tier 2, $35 copayment tier 3

Mail Order Option:
100% of eligible expenses after $25 copayment tier 1, $50 copayment tier 2, $87.50 copayment tier 3 up to a 90 day supply

Supplemental Accident Benefit

$500
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Types of Coverage PPO Non-PPO*
Out-of-Pocket Expenses Individual Out-of-Pocket Maximum Options Individual Out-of-Pocket Maximum Options
(includes deductible and coinsurance) (includes deductible and coinsurance)
Aonual Deductible Number of Individual Copays

PPO/Non-PPO Options  Deductibles Office Visit  Urgent Care 5KM0K  10K/20K  15K/30K  20K/40K 5KM0K  10K/20K  15K/30K  20K/40K
$250/8750 3 $20 $40 $750 $1,250 $1,750 $2,250 $4,750 $8,750 $12,750 $16,750
$500/$1,500 3 $25 $50 $1,000 $1,500 $2,000 $2,500 $5,500 $9,500 $13,500 $17,500
$750/$2,250 3 $25 $50 $1,250 $1,750 $2,250 $2,750 $6,250 $10,250  $14,250 $18,250
$1,000/$3,000 3 $30 $60 $1,500 $2,000 $2,500 $3,000 $7,000 $11,000 $15,000 $19,000
$1,500/$4,500 3 $40 $80 $2,000 $2,500 $3,000 $3,500 $8,500 $12,500  $16,500 $20,500
$2,500/$7,500 3 ded./coin. ded./coin. $3,000 $3,500 $4,000 $4,500 $11,500  $15,500  $19,500 $23,500

Amounts applied toward the PPO deductible do not apply toward satisfaction of the non-
PPO deductible and vice versa. Amounts applied toward the PPO out-of-pocket mazimum
are not credited to the non-PPO out-of-pocket maximum and vice versa.

Family Out-of-Pocket Maximum is three times the Individudl Ous-of-Pocket Masimum

Physician/Urgent Care Visits
Physician Visits - including office call charges 100% after office visit copayment 60% of “s“a]c’hc;i:;sm ﬁgﬁ’f;ﬁaﬂe R
Urgent Care Visits 100% after urgent care copayment 60% of UGR charges after deductible
Diagnostic Lab and X-ray - including charges that occur on the same day related 100% up to $500 per calendar year; deductible and
to a physician visit ot urgent care vistt. coinsurance applies thereafter ST EIEEp e il

Physician and UC visits and diag. lab/x-ray services for $2,500/$7,500 ded. option are subject

to ded/coin. The $500 first-dollar coverage for diag. lab/x-ray and lab charges does not apply.

Routine Examinations - $500 Calendar Year Maximum 100% after office visit copayment per examination. Not covered: Immunizations, o . and Iab costs

Includes physical examinations induding immunizations, routine mammograms,
pap tests, and hearing and vision examinations.

(For $2,500/$7,500 ded., routine benefit paid at 100% w/o copay) for pap tests are covered as specified in the Certificate

Physician/Clinic Other Services

Includes durable medical equipment, home health care, hospital visits, and other 90% after deductible 60% of UCR charges after deductible
physician setvices. Maximums may apply to some services. See certificate for details.

Chiropractic Visits - $500 Calendar Year Maximum 100% 100% of UCR

Hospital Services

Inpatient care, including semi-private room or intensive care unit, operating room, 90% after deductible 60% of UCR charges after deductible

and andillary services. Outpatient hospital care, including all medically necessary
services and supplies.

Emergency Room Care & Facility Charges
Includes all services performed in the emergency room, induding emergency room
physician charges and facility.

90% after PPO deductible and $100 copayment per visit
(Note: Non-PPO services are also subject to UCR)

gmsg;ipﬁﬁnmg ngrdi:)m ply toward out-of:- pocket maxi Participating Ph ;

resctiption drug copayments do not apply toward out-of-pocket maximums. 100% of eligible expenses after $10 copayment tier 1, $25 copayment tier 2, $50 copayment tier 3

Up to 290 day supply is allowed with mail order option. elgible exp $ ;Z:ln()rdet $ion-0p e $50 copaym

ﬁjgzzﬂ 1s a ter ;;ielq’b‘:vm z‘z,le“btzrﬁ;’;; Zz}" ai:; f;z:l”'@%""edﬂe" 3drug 100% of eligible expenses after $25 copayment tier 1, $62.50 copayment tier 2, $125 copayment tier 3 up to a 90 day supply
ll:iemal Hgaiﬂl]ﬂ;i Alooh(;l an:l*Drug Abuse Services Inpatient and Outpatient charges including presctiption Inpatient and Outpatient charges including presctiption
Fz; Ig;g;l:lsa groups-\?v?ﬂ]enslll)-ggegsn ployeests+ drugs—benefits payable at 50% after deductible to a drugs—benefits payable at 50% of UCR after deductible to a
Combined ifstime um of §25,000, maximum payment of $5,000 per calendar year maximum payment of $2,500 per calendar year
Lifetime Maximum Combined benefits from all sources not to exceed $5,000,000

* If provided at a PPO facility, services received from Non-PPO anesthesiologists, radiologists, and pathologists will be eligible for the PPO deductible and coinsurance levels, subject to UCR.

**  For groups with 51-99 employees, Mental Health, Alcohol and Drug Abuse Services per calender year will be paid as follows: For PPO inpatient charges, benefits are payable at 50% after deductible up to 10
days of confinement; the benefits for PPO outpatient charges are payable at 50% after deductible up to 30 visits. For Non-PPO inpatient charges, benefits are payable at 50% after deductible up to 5 days of
confinement; the benefits for Non-PPO outpatient charges are payable at 50% after deductible up to 15 visits.

**+  Tor Indiana groups with 51-99 employees, the base plan will not include Mental Health benefits, however an optional package is available which includes Mental Health benefits covered on the same basis as
any other covered expense. Alcohol and Drug Abuse Services will be paid at the 51-99 employee level as indicated in the above paragraph.

All copayments are not credited to the deductible, out-of-pocket or coinsurance. The emergency room facility charge copayment is waived if patient is admitted within 24 hours.

Al payment llustrations include payment as indicated for covered benefits, subject to the terms and provisions of the Certificate. The outlined benefits are intended to reflect the coverages
provided in the Master Policy. A more detailed explanation of coverage is provided tn the Certificate.

Optional Benefits

PPO Non-PPO

Prescription Drug Program
if there is a tier 1 equivalent avaslable for a tier 2 or non-preferred
tier 3 drug, reimbursement will be made at the tler 1 equivalent rate.
The copayment for the Prescription Drug Program is not credited to the
deductible, out-of-pocket or cotnsurance.

Participating Pharmacy:
100% of eligible expenses after $10 copayment tier 1, $20 copayment tier 2, $35 copayment tier 3

Mail Order Option:
100% of eligible expenses after $25 copayment tier 1, $50 copayment tier 2, $87.50 copayment tier 3 up to a 90 day supply

Supplemental Accident Benefit

$500

I/INIAMINE  active 04.01.06 9061

SelCov3000GridMuliState0207



