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Benefits

Calendar Year Deductible

Questions? Visit www.Medicoverage.com or call us at 800-930-7956

Benefit Guide for California

Your Choices

dividual NETWORK: 3750 31500 325500 $3500 35,000 37500 310000

HON-NETWORK, 3750 31500 32500 $3500 $5,000 37500 310000

. NETWORK: 31500 33,000 35,000 $7.000 310,000 315000 320000

Y HON-NETWORK; $1500 $3,000 $5,000 $7.000 $10,000 315000 $20000

Metwork Coinsurance Options 50 50 S0% S0% 50% 50% 0
ﬁ,g',ggfgp’eaf Out-of-Pocket Add Your chosen Deductible to the Amount Below!

diidus) NETWORK: 13500 13500 13500 $3500 $3500 33500 40

HON-NETWORK, 47500 37500 37500 37500 37500 37500 37500

_ NETWORK. $7.000 $7.000 $7.000 $7.000 $7.000 37,000 30

Y HON-NETWORK; $15,000 $15,000 $15,000 $15,000 $15,000 315000 315000

Haow family deductiblesand family
out-of-pocket maximums work

Once one family member reaches theirindividual dedu ctible or out-of-pocket maximum, the remaining amountof the family dedu ctitle or cutofpocket
miaxi mum needs to be met By one or maore other family members. The family deductible or outofpocket maximum can be met by the family combined.

Lifetime Maximum

Unlimited

Covered Services

Doctors' Office Visits

Your Share of Costs (after daductible)

NETWORK:
NON-METWORK:

E0% Coinsurance (or 0% Coinsurance with 10,000 plan)
70% Coinsurance (or 30% Coinsurance with $10,000 plan)

Professional and Diagnostic
services
(¥-ray, lab, anesthesia, surgeon, etc.)

NETWORK:
NON-METWORK:

E0% Coinsurance (or 0% Coinsurance with 10,000 plan)
70% Coinsurance (or 30% Coinsurance with $10,000 plan)

Inpatient Services
{overnighthospital /facility stays)

NETWORK: E0% Coinsurance PLUS $500 Facility Copayt per day up to the first 3 days (with $750, $1,500, $2,500)
B0 Coinsurance (with $3,500, $5,000, §7,500)

0% Coinsurance with §10,000)

T0% Coinsurance PLUS $500 Facility Copay® per day up to the first 3 days (with $750, $1,500, $2,500)
TO% Coinsurance (with $3,500, $5,000, §7500)

30% Coinsurance twith $10,000)

NON-METWORK:

Outpatient Services
{withoutovemight hospital facility stays)

NETWORK: E0% Coinsurance PLUS $200 Facility Copay® per admission (with $750, $1,500, $2,500)
50 Coinsurance with $3,500, $5,000, $7500)

0% Coinsurance with §10,000)

70% Coinsurance PLUS $200 Facility Copay® per admission (with $750, $1,500, $2,500)
T0% Coinsurance (with $3,500, $5,000, §7,500)

30% Coinsurance twith $10,000)

NON-METWORK:

Emergency Room Services

NETWORK:
NON-METWORK:

E0% Coinsurance (or 0% Coinsurance with 10,000 plan)
E0% Coinsurance (or 0% Coinsurance with 10,000 plan)

Preventive Care Services

Includes all nationally recommended preven tive services including well-child care, immunizations, PSA screenings, Pap tests, mammograms and more,
MNETWORK: 0% Coinsurance, not subject to daductibla
NON-NETWORK: 70% Coinsurance (or 30% Coinsurance with $10,000 plan)

Maternity Not Covered
Optional Coverage .
(atpaddiﬁonalcost]l & Dental, Life
Prescription Drug Coverage

Retall Drugs (and Mail Order NETWORK:

Drugs when available)

Tiar 1 (Generic drugs): 316 Copay

$7,500 annual Prescription Drug deductible per member applies before the following:

- Tier 2 (Forrmulary Brand name drugs) 540 Copay

- Tier 3 (Non-Forrmulary Brand name drugsk 60 Copay

- Specialty: 28% Coinsurance up toa $2,500 annual Prescription Drug outofpocket maximum (the most you'll have to pay), network only and in addition to
F7E00 annual deductible,

MON-NETWORK: Mot Covered

Optional Drug Coverage
(when available)

Mot Available

Cther Covered Benefits
include but are not limited to:

Ambulance, Chirapractic Services, Home Health Care, Mental Health, Physical/ Occupational Therapy, Urgent Care

IMPCORTAMT: This Benefit Guideisintended
tobe a brief outine of coverage and is not
intended fo be a legal confract The enfire
provision s of benefits, limitations and
exclusions are contained in the Policy. In
the event of a conflictbetween the Policy
and this Benefit Guide, the terms of the
Policy will prevail.

! Facility Copay only applies to 750, $1,500 and $2 500 deductible plans. Fadlity Copay doas not accumulate toward the deductible or ou tof-pocket
maximum. Fadility Copay is still required evenif out-of}podﬂetmaximum has been met, Balance of covered charges subject to deductible and coinsurance,
Mo additional Fadlity Copay if readmitied to the same facility within 72 hours of the initial admission.

MOTES: Discoun ted network rates apply for network covered services, Network and non-network deductibles are separate and do not accumulate toward each
othier. Metwork and non-network out-ofpocket maximums are also separate and do notaccumulate toward each other, For non-network, services, member is
responsible for the coinsurance plus chargesin excess of the allowable amount Copays/Coinsurance to network and non-network providers apply to annual
ou tof-pocket maximum exceptwhere specifically noted in the Policy.

CoraGuard Plus is offarad by Antham Blua Cross Lifa and Haalth Insurance Compary. G





