) '_Pé_S'Opt_ionlll
Max%murﬁ'Ou:t-df*ﬁbcl(et

Dcétg_l;'.bffice'\fisits

Inpatient Hospitalization

. Outpatient Hospital {5urg-i'cal/_i__\:l'on-su'rgic'al)

(Primary Care Physician/Specialist) -

i 29 30 $0 $0 - $|7.]d
HMO with 2 POS Option HMO with a POS Option HMO HMO with a FO5 Option
0% 30% Mot Covered 30%
: $2.500 $3,250 Not Coverad $1.500
: $10 / $25 10/ $30 $0/ 30 50/ 10

Part Prescript'idn Drisg Coverage
. ‘(3;1«dayfsuppiy)
o . Deductible

Tier)/Generic
Tier 2:/

Préféffed Brand ;

$150 / day (1- 5
$0 / day {6 - 90)
Unlimited days

$200 / day {1 - 5)
$0 / day (6 - 90)
Unlimited days

%0 / day {i - %)

$75/ day {1 - 5)
$0 / day [6 - 90}

RouitineHearing Exams
Routire Yiston Exams

- Health5tuffi Over—the-c_o'_unter ttemns

Mutritional Benefit

- _: atal Exams

Tr_é'risport:étibn-

Unlimited days
$100 /7 100

/ $150 / $150 50/ %0 550 / $50
Yesii Yesth Yestd Yesl)
30 30

0 50 - $3950)

50 50 You pay 50 to 36 for Part D prescription drugs %0
339
$ 535 50 to 539

75

$75 50 to $89

3% 1%

You pay 100% for all drugs in the coverage gap

You pay 100% for all drugs in the coverage gap

After your yearly out-of-packet reaches $4,350, you pay 30 for your

0% to 25%

Depending on your income level, you pay aither $0 to $& or

drugs 100% for alf drugs in the coverage gap
Yes Yes Yes Yes
Yes Yes Yes Yes
Yes Yes Yes Yes
$6(4 Mot Covered $40M F1004
Nat Covered

Nat Covered

Mot Covered

Not Covered

%0/ M4 one way trips every year

10 meals

£ / 24 one way trips every year

ST ) 10 meals
Health Elqh_'Meﬁ?bEf§hlp $0/ yearly Mot Covered Not Covered $0 / year!
Comprehensive Dental Yes Yos Ves yeary
- - Yes
{1} See Summary of Benefits and/or contact plan for details. (2] Apglies: only to certain services. See Summary of Benefits and/or contact plan for details. (3) This plon uses a formulary. Limitations may app

ly. {4) Any unused portion of your allowance does not carry over to the next month. (5] Deduictible applies to brand nigme drugs only.



