
SUMMARY OF BENEFITS (cont.)

BENEFITPERIOD- July 1, 2011 through June 30, 2012

LIFETIME MAxiMUM i Unlimited ~ Unlimited
Unlimited for all services, except orthotic; devices for POSITIONALPLAGIOCEPHALY,INFERTILITYand INFERTILITY
drugs. If you exceed any LIFETIMEMAXIMUM,additional services of that type are not coverea. In this base, you
may be responsible for the entire amount of the PROVIDER'Sbilled charge.

. ., .. ,. .

Deductible j i
EMPLOYEE,perBENEFITPERIOD 1 $2,500 j $5,000
Family, per BENEFITPERIOD i $5,000 ~ $10,000
The deductible corresponds to the type of coverage'you have chosen, The EMPLOYEEdeductible applies if you
selected EMPLOYEE-onlycoverage; otherwise( the family deductible applies.

/

. .. .. .. .. .
TOTAL OUT-OF-POCKET MAXIMUM / 1 1

EMPLOYEE, per BENEFITPERIOD j $2,500 ~ $6,250
Family, per BENEFITPERIOD i $5,000 ~ $12,500
The TOTALOUT-OF-POCKETMAXIMUM, which is the deductible plus the coinsurance you pay, is the total amount

you will pay for COVERED SERVICES. The EMPLOYEETOTALOUT-OF-POCKETMAXIMUM applies if you selected

EMPLOYEE-only coverage; otherwise, the family TOTAL OUT-OF-POCKETMAXIMUM applies.

Office Visit Services

PRIMARY CARE PROVIDER or SPECIALIST 100% after deductible 70% after deductible

Includes office SURGERY,x-rays, diagnostic imaging and lab tests.
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SUMMARY OF BENEFITS (cont.)

PREVENTIVECAREServices j 100% 1 70% after deductible
Includes routine physical exams and screenings, well-baby and well-child care, and immunizations, routine
eye exams, gynecological exams, cervical cancer screening, ovarian cancer screening, screening mammograms,

colorectal screening, bone mass me.asurement, prostate-specific antigen tests, and newborn hearing screening.

This benefit is only for services that indicate a diagnosis of preventive or wellness. Also see "PREVENTIVECARE"
in "COVEREDSERVICES."

Therapy Services

SHORT-TERM REHABILITATIVE THERAPIES / ! 100% after deductible 1 70% after deductible
Combined in- and OUT-OF-NETWORK BENEFIT PERIOD MAXIMUMS apply to home, office and outpatient settings.

30 visits per BENEFIT PERIOD for physical/9ccupational therapy, including chiropractic services. 30 visits per
BENEFIT PERIOD for speech therapy. Any visits in excess of these BENEFIT PERIOD MAXIMUMS are not COVERED
SERVICES. I

I OTHERTHERAPIES ! 100% after deductible 1 70% after deductible
Includes chemotherapy, dialysis" and cardiac rehabilitation provided in the office. See Outpatient Services for
OTHERTHERAPIESprovided in an outpatient setting.

INFERTILITYServices

PRIMARYCAREPROVIDERor SPECIALIST ! 100% after deductible 1 70% after deductible
Combined in- and _OlJ'T-OF-NETWORKLIFETIME MAXIMUM of $5,000 per MEMBER for INFERTILITYSERVICES, provided

in all places of service (includes INFERTILITY PRESCRIPTION DRUGS). Any services in excess of this LIFETIME
MAXIMUM are not COVERED SERVICES.

II

"
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SUMMARY OF BENEFITS (cont.)

URGENT CARE Centers 100% after deductible 100% after deductible

PREVENTIVECAREservices received in an URGENT !
CARECenter 1

For a brief list of these services, see "PREVENTIVECAREServices" under "PROVIDER'SOffice" above. This benefit
is only for services that indicate a diagnosis of preventive or wellness. Also see "PREVENTIVEcARE"in "COVE~ED
SERVICES. "

100% 70% after deductible

Emergency Room Visit 100% after deductible 100% after deductible
/

. .. .. .. .. .
. AMBULATORYSURGICALServices i 100% after deductible ! 70% after deductible

/ : :. .. .. .
PREVENTIVECAREServices j 100% :1 70% after deductible. .. .. .
For a brief list of these services, see "PREVENTIVECAREServices" under "PROVIDER'SOffice" above. This benefit
is only for services that indicate a diagnosis of preventive or wellness. Also see "PREVENTIVECARE"in "COVERED
SERVICES. "

. .. .. .. .
;iOutpatientServices i 100% after deductible I 70% after deductible
,jlncludes physician services, HOSPITALand HOSPITAL~based services, OUTPATIENTCLINIC services, outpatient
ldiagnostic services, and therapy services including SHORT-TERMREHABILITATIVETHERAPIES, and OTHERTHERAPIES

(including dialysis. See PROVIDER'S Office for visit maximums.
I

::

~

' 1;

PREVENTIVECAREServices ! 100% i 70% after deductible
" ora brief list of these services, see "PREVENTIVECAREServices" under "PROVIDER'SOffice" above.This benefit
lis only for services thaf indicafe a diagnosis of prevenfive or wellness. Also see "PREVENTIVECARE"in "COVERED

'SERVICES."
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