2024 MEDICAL

PLAN OPTIONS COMPARISON OF BENEFIT COVERAGES

Anthem Blue Cross Core

Anthem Blue Cross

Anthem Blue Cross Plus Anthem Blue Cross PPQ . Anthem Blue Cross HDHP Kaiser Kaiser HDHP
Yalue EPO Exclusive
Member Services 1-866-541-1680 1-BE66-G41-1680 1-866-641-1683 1-866-641-1680 1-BEE-G41-1680 1-B00-464-4000 1-800-454-4000
Website www.anthem.com./ca/Tins/ www.anthem.com./caslins/ wwrw.anthem.com/caslins/ www.anthem.com./ca/lins/ www.anthem.com.ca/lins/ www. kp.org/lins wiww.kp.org/lins
HSA Funding WA /A 5750 Individual; $1,500 Family WA 5750 Individual; $1,500 Family H/A $750 Individual; $1,500 Family

Annual Deductible:
Individual/Family

n Network - $300 Individual;
900 Fomily

In Network - $500 Individwal;
$1,500 Fomily

Ot of Metwork - $500
Individual;
%1,500 Family

Out of Network - 51,000
Individual; %3, 000 Family

53,000 Individual; $6,000
Family; combined infout-of-
network; no coverage paid for
any member of a family unless
53,000 deductible is met

%0 Individual; 50 Family

In Network - 51,600 Individwal;
43,200 Family; no coveroge
paid for any mamber of a
family unlass $3,200 deductible
is met

50 Individual; 50
Family

31,600 Individual;
53,200 fomily {in total)

Mo coverage
Out-of-Network

Ot of Network - 53,000
Individual; %6,000 Family; no
coverage for any member
of a family unlass %6000
deductible is mat

No coverage
Oui-of-Network

Mo coverage
Out-of-Network

Coinsurance
Percentage

n Network - 80% coversd
unitil out- of-pocket moximum
is met

In Network - 20% covered unfil
out-of-pocket magimum is met

In Metwiork - 80% coverad undil
out-of-pocket moximum is met

0% coversd

In Network - 0% covered until
out-of-pocket maximum is met

100% coverad

n Network - 90% coverad wnifil out-of-

pockst maximum is met

Out of Metwork - 60% coverad
unfil out-of-pocket maximum
is met; subject to Maximum
Allowed Amount

Out of Network - 0% covered
until out-of-pockst moximum
is mef; subject to Moximum
Allowed Amount

Ot of Network - 80% coverad
until out-of-pocket maximum
is met; subjact fo Moximum
Allowed Amount

Mo coverage
Out-of-Netwaork

Ot of Network - 70% coversd
until out-of-pockst moximum
is mef; subject to Moximum
Allowed Amount

No coverage
Oust-of-Network

Mo coverage
Owt-of-Network

Out-of-pocket
Maximum:

Individual/Family

In Netwark - $2,500 Individual;
47,500 Family; in & out-of-
network maximums are
exclusive of each other;
includes deductible and
COpOys

In Nebwork - 33,000 Individual;
49,000 Family; in & out-of-
network maximums are
exclusive of each other;
includes deductible

n Network - 55,000 Individwal;
510,000 Family; in & out- of-
nadwork moximums are
exclusive of each other;
includes deductible and Rx
Mazimum Allowsd Amount

51,000 Individual; 53,000
Fomily; includes copays

In Hetwork - 53,000 Individual;
58,000
Family; in & out-of-network
maximumes are exclusive
of each other; includes
deductible and Rx Maximum
Allowed Amount

A family must safisfy the family
out of pocket maximuem before
the out of pocket moximum will
be met for any family member

41,500 Individual;
43,000 Fomily;
copays included;
excluding durable
medical equipment,
prescripfion drugs
oand infertility services

53,200 Individual;
56,400 Family

Ot of Netwaork - 37,000
Individuol;
$21,000 Fomily; in & out-
of-network maximums are
exclusive of each other;
includes deductible and

Out of Network - 56,000
Individual; 518,000 Family; in
& out-of-network maximums
are axclusive of each other;
includes deductible

Ot of Network - $10,000
Individual; $20,000 Family; in
& out-of-network maximums
are exclusive of each other;

includes deductible and Rx
Mazximum Allowsd Amount

Mo coverage
Out-of-Network

Out of Network - 56,000
ndividual; $12,000 Family; in
& oud-of-network maximums
are exclusive of each other;
includes deductible and Rx
Maximum Allowed Amouwnt

No coverage
Out-of-Network

Mo coverage
Owt-of-Network

copays
Check with your
i?:f;rbfz?i!ii'fi i,e;s Check with your guidebook to see if
.pa ‘fes your focility hos departments that don't
Ability To Self-Refer To departments thit ire
"Ys ali Yas Yag Yes Yas don't raquire a require a referral
pecialists referral
MNo coverage No coverage Mo coverage
Ourt-of- Network Cut-of-Network Ourt-of- Network




2024 MEDICAL PLAN OPTIONS COMPARISON

OF BENEFIT COVERAGES

Anthem Blue Cross Plus

Anthem Blue Cross PPQ

Anthem Blue Cross Cere
Value

Anthem Blue Cross
EPQ Exclusive

Anthem Blue Cross HDHP

Kaiser

Kaiser HDHP

Primary Doctor
Office Visit

In Network - 525 copay

n Netwark - 80% covered after
daductible iz met

In Hetwork - 20% covered offer
deductible is mat

5§35 copay

In Network - 90% covered offer
deducfible is mat

525 copay

In Network - 90% covered offer
deductibla is mat

Out of Network - 60% coverad
ofter deductible is mef; subject
to Maximum Allowed Amount

Qut of Network - 60% covered
after deductible is met; subject
to Moximum Allowed Amount

Out of Network - 50% covered
after deductible is met; subject
to Maximum Allowsd Amount

Mo coverage
Out-of-Metwork

Ot of Network - 70% covered
after deductible is met; subject
to Maximum Allowed Amount

MNo coverage
Out-of-Metwork

Mo coveroge
Out-of-Network

Specialist Office Visit

In Nabwork - 535 copay

n Network - 80% covered after
deductible is met

In Metwork - 80% covered offer
deductible is met

435 copay

In Network - 20% covered offer
deduciible is met

535 copay

In Network - 30% covered offer
deducfible is mat

Out of Network - 60% coverad
ofter deductible is maf; subject
to Maximum Allowed Amount

Qut of Network - 60% covered
after deductible is met; subject
to Maoximum Allowed Amount

Out of Network - 50% covered
after deductible is met; subject
to Maimum Allowsd Amount

Mo coverage
Out-of-MNetwork

Ot of Network - 70% covered
after deductible iz met; subject
o Maimum Allowed Amount

Mo coverage
Out-of-Network

Mo coveroge
Out-of-Hetwark

Preventive Care

n Metwork - 100% covered

In Metwork - 100% coveraed

In Network - 100% covered

100% covered

In Network - 1007% covered

W0E coverad; for

preventive

100% coversd; for preventive

Out of Network - 60% covered
ofter deductible is mef; subject
to Maximum Allowed Amount

Ot of Network - 80T covered
after deductible is met; subject
to Moximum Allowed Amount

Out of Network - 50% covered
after deductible is met; subject
to Maximum Allowsd Amount

Mo coveroge
Out-of-Metwork

Ot of Network - 70% covered
after deductible iz met; subject
to Maximum Allowsd Amount

No coverage
Curt-of-Network

Ho coverage
Out-of-Hetwork

Mammegram

In Hetwork - Diognestic: 80%
ofter deduciible is met; 100%
covered for preventive care

In Metwork - Diognosfic: 80%
coverad after deductible
is met; 100% coverad for

preventive care

In Metwork - Diognosfic: 80%
coverad after deductible
is met; 100% coverad for

preventive care

Diagnostic: 90% coversd; 100%
covered for preventive care

In Metwork - Diagnosfic: s0%
coverad after deductible
is met; 100% coverad for

preventive core

1W00% covered for
prewventive care

o0% covered after deductible is mat;
1W00% coverad for preventive care

Ot of Network - 60% coverad
ofter deductible is maf; subject
to Maximum Allowed Amount

Out of Network - 60% covered
after deductible is met; subject
to Maoximum Allowad Amount

Out of Network - 80% covered
after deductible is met; subject
o Maximurm Allowed Amount

Mo coverage
Oui-of-Network

Ot of Network - 70% coverad
after deductible iz met; subject
o Maximum Allowsd Amownt

Mo coverage
Out-of-Network

Mo coveroge
Out-of-Hetwark

Immunizations (child)

In Hetwork - 100% covered for
prevantive care

In Matwork - 100% covered for
preventive caore

n Network - 100% covered for
preventive care

100% coverad for preventive
cara

n Network - 100% covered for
preventive care

100% coversd for
preventive care

1W00% covered for preventive care

Out of Network - 60% covered
ofter dedudtible is mef; subject
to Maximum Allowed Amount

Out of Metwork - 60T covered
after deductible is met; subject
to Moximum Allowed Amount

Out of Network - 60% covered
after deductible is met; subject
to Maoximum Allowsd Amount

Mo coverage
Out-of-Network

Out of Network - 70% covered
after deductible is met; subject
to Maoximum Allowed Amount

Mo coverage
Out-of-Network

Mo coveroge
Out-of-Hetwark




2024 MEDICAL PLAN OPTIONS COMPARISON OF BENEFIT COVERAGES

Anthem Blue Cress Plus

Anthem Blue Cress PPO

Anthem Blue Cross Core
Value

Anthem Blue Cress
EPO Exclusive

Anthem Blue Cress HDHP

Kaiser

Kaiser HDHP

In Metwork - Diognosfic
tests diognostic treatment:
$25 copay PCP, $35 copay

In Metwork - Diognosfic test/
diognostic treatment: 80%
covered ofter deductible iz

In Metwork - Diognosfic fest’
diognostic freaiment: 80%

Diognostic fest/diognostic
treatment: $25 copay PCF,
$35 copay Specialist; allergy

In Metwaork - Diognostic fest’
diagnostic treaiment: 0%
covered after deductible is met

Diagnostic and
testing:
%25 copay per visif,

In Hetwork - Diognostic test/diagnostic
treatment: 20% covered ofter deductible

Specialist; allergy injections met; allergy injections 100% covered after deductible is met - . allergy injections: $5 is met
100% covered coverad injections 100% covered copay per visit
Allergy Tests And pay p
Treatments Ot of Metwork - Diognostic Ot of Network - Diognostic Ot of Network - Diognostic Out of Network - Diognostic
test/ dingnostic treatment: test/diognostic treatment: test/diognostic treatment: Mo cove test/diognostic treatmend: 702 N N
60% coverad after deductible 60% covered after deductible &50% covered ofter deductible Out c;:vN_r::ge v covered after deductible is met; C-LﬂG c:}\:fmgem o :j c?ﬁa‘?e "
is met; subject to Maximum is met; subject to Maximum is mef; subject to Maximum ui-ot-Hefworl subject to Maximum Allowed -oi-heE ut-oi-Netwarl
Allowed Amownt Allowed Amount Allowed Amount Amount
In Network - B0% covered after n Hetwork - 80% covered after In Network - 80% covered after 90 coverad In Network - 90% covered ofter 100K coversd In Network - 0% covered after
deductible is met deductible is met deductible is met " deductible is mat " . deductible is met
Qutpatient x-ray and -
laboratory services Out of Network - 60% coverad | Out of Network - 0% covered | Ouf of Network - 60% covered Mo cone Oﬁ“ ‘LF:LLH“F'J - ?DM:WE?& N N
after deductible is met; subject | after deductible is met; subject | affer deductible is met; subject DUt etk e Mo ot Nt Ot Naterk
to Moximum Allowed Amount to Maoximum Allowed Amount fo Maximum Allowsd Amount Hi-ot-Hehwor o Maximum -oi-e ui-oi-fehvor
Allowed Amount
In Network - B0% covered after n Hetwork - 80% covered after In Network - 80% covered after 90 coverad In Network - 90% covered ofter $150 copay; per In Network - 0% covered after
deductible is met deductible is met deductible is met - deductible is mat procedure deductible is met
Outpatient Surgery Ot of Network - 60% coverad Out of Network - 80% covered C:,_I"” cg::i‘;c:;lk N ﬁnirn_:ovir_i Mo cove Ot of Network - 70% covered N N
after deductible is met; subject | ofter deduciible is met; subject | §7 “EeE R SO DUt etk affer deductible is met; subject ot Nt Ot Natroark
to Moximum Allowed Amount to Maoximum Allowed Amount 0 Maxirmurm Allowsd Amount; Hi-ot-Hehwor fo Maximum Allowsd Amouwnt -oi-e ui-oi-fethwor
benefit limited o $350 /visit
In Network - 325 copay; n Metwork - 80% covered after In Network - 80% covered after In Network - 30% covered
S By ' deductible is mef; limited to deductible is met; limited fo 60 525 copay; limited fo 60 visits after deduciible is met;
limited to 60 visits per year e - - . . - . .
combined physical, speech limited to 60 visits per year wisits per year per year combined physical, limited to 60 visits per year 425 copay; par visit In Network - 0% covered after
and ocospational thera combinad physical, speach combined physical, speech speach and occupational combined physical, spaech e deductibla is met
ir—nelwmgm our—o{—ner;':;rt and ecoupational therapy, in- and occupational therapy, in- therapy and occupational theropy, in-
network ond oui-of-network. network and out-of-netwaork network and out-of-netwaork
Qutpatient Physical, -
Speech And Ch of Network - 50% cover=d | Out of Network - 60% coversd | Out of Network - 50% covered Out of Network - 70% covered
P deductible is mef; limited | - o oductible is met; imited | after deductible is met; limited affer deducible is met;
. A . e e et; e ; = ;
O:cup:rhorl al Thnrupr to 60 visits per year combined to G0 visits per year to 60 visits per year combined limited to 60 visits per yaar
physical, ; 5 . s "
speech and cccupational combined physical, speach physical, speech and Mo coveroge combined physical, speech Mo coverage Mo coveroge
b and occcupaticnal therapy, in- occupaficnal therapy, Out-of-Network and occupational theraopy, in- Out-of-Network Out-of-Network
therapy, in- network and
P, I network and out-of-network: in-network and out-of- network and out-of -natwork;
out-of-network; subject fo - - i . - N 5
Maximum Allowed Amount subject to M{IKII'I?IJI'.I'I Allowed nedwork; subject fo M.{II(.ImUITI subject to Muxln'!urp Allowed
fimits Amourt limits Allowed Amount limits Amount limits
Covered at 50%
- . n Network only - 50% covered - 5 member rate;
F“""I“T Services after deductible is met; In “EMO* °.”“ - :\D}_cmlered. for diagnosis
(excludes in vitro 520,000 lifefime maximum for Mot coverad Mot covered slf.a'funcr?l!'tzegme ;nﬂnxlmubni'n f:é Mot covered and treatment of Mot covered
fertilization) all infertility benefits combined; afim ;dl'l | Er: h;com ned: imvolunibary infertility
medical and pharmacy when approved by a

medical and pharmacy

Plan physician




2024 MEDICAL PLAN OPTIONS COMPARISON OF BENEFIT COVERAGES

Anthem Blue Cross Plus

Anthem Blue Cress PPO

Anthem Blue Cross Core

Value

Anthem Blue Cross
EPO Exclusive

Anthem Blue Cress HDHP

Kaiser

Kaiser HDHP

In-patient Hospital
Services
(including physician,
surgeon, lab and
x-ray)

In Metwork - 5250 copay per
odmission; then B0% covered
affer deductible iz met; $200
penalfy if nonemergency
services are not preauthorized

n Metwork - 80% coverad after
deductible is met; $200 penalty
if nonemerngency services are
not preauthorized

In Network - 80% covered affer
deductible iz met

$250 copay per admission;
then 90% covered; 5200
penalty if nonemergency
sarvices are not preauthorized

In Network - 20% covered after
deductibla is met

5500 copay per
admission

In Network - 20% covered afier
deductible is met

Cut of Network - 60% coverad
after deductible is met; 5200
penalfy if nonemergency
sarvices are not preauthorized;
subject to Maximum Allowed
Amaount

Out of Network - 60% covered
ofter deductible is met; $200
penalty if nonemergency
services are not preauthorized;
subject to Maximum Allowed
Amount

Out of Network - 60% covered
after deductible is met; subject
to Maximum Allowsd Amownt

No coverage
Out-of-Network

Out of Netwaork - 70% covered
after deductible is met; subject
to Maximum Allowed Amouwnt

Mo coverage
Ourt-of-Network

Mo cowerage
Out-of-Metwork

Emergency Room (not
followed by admission)

In Metwork - $100 copay; then
80% covered ofter deductible is
met; copay waived if admitted

n Network - 8B0% covered after
deductible is met

In Network - 80% covered affer
deductible iz mat

In-Hetwork: $100 copay; then
20% covered after deductible is
meet; copay waived if admitted

In Network - 20% covered after
deductibla is mat

$100 copay; waived if
admifted

In Network - 20% covered afier
deductible is met

Ot of Network - 5100 copay
then 20% covered after
deductible is met; copay
wiaived if admitied

Out of Network - 80% coverad
after deductible is met

Out of Nehwork - 20% covered
after deductible is met;
non-emergencies subject to
Maximum Allowed Amount

Out-of-Metwork: $100 copay
for emergencies then 903
covered after deductible is

met; copay waived if odmitted

Out of Nehwork - 90% covered
ofter deductible is met

$100 copay; waived if
odmitted

Out of Nehwork - 20% covered affer
deductible is met

Urgent Care Clinic
Visit

In Metwork - $25 copay

n Network - 8B0% covered after
deductible is met

In Network - 80% covered affer
deductible iz mat

535 copay

In Network - 20% covered after
deductibla is mat

$25 copay; per visit

In Network - 20% covered after
deductible is met

Out of Network - 60% covered;
ofter deductible is met; subject
to Maximum Alowed Amount

Out of Network - 60% covered
after deductible is met; subject
to Moximum Allowed Amount

Out of Nehwork - 60% covered
after deductible is met; subject
to Maximum Allowsed Amownt

No coverage
Clut-of-Network

Ot of Network - 70% covered
after deductible is met; subject
to Maximum Allowed Amownt

525 copay; per visit;
non-Plan providers
covered when outside
the service area

Out of Nehwork - 20% covered affer
deductible is met

Ambulance Services

In Metwork - B0% coverad after
deductible is met; must be
medically necassary

n Metwork - 80% coverad after
deductible is met; must be
medically necessary

In Network - 20% covered after
deductible is met; must be
medically necessary

In Network - 0% covered;
must be medically necessary

In Network - 90% covered after
deductible is met; must be
medically nacessary

Out of Network - BO% covered
after deductible is met; no
copay if rue emergency;
must be medically necessary;
subject to Maximum Allowed
Amaount

Ot of Network - 80% covered
after deductible is met; must
be medically necessary;
subject to Moximum Allowsd
Amiount

Out of Network - 80% covered
after deducfible iz met; must
be medically necessary;
subject to Maximum Allowed
Amiount

Out of Metwork - $0% covered;

musi be medically necessary;

subject to Moximum Allowed
Amount

Out of Nehwork - 90% covered
after deductible is mef; musi be
medically necessary; subject fo

Maximum Allowed Amount

550 copay per frip

In Network - 90% covered after
deductible is met

Out of Network - 20% covered affer
deductible is met

Mental Health:
OQutpatient Coverage

In-network: S0 copay for
wisits 1-5;
$25 copay for visits & and over

n-network: 25 copay with no
deductible.

In-network: B0% coverad after
deductible is met

In-network: $0 copay for visits
1-5; 525 copay for visits &
and over

In-network: 90% coverad after
deductible is met

%25 copay individual
wisit; $12 copay group
visit; unlimited visits

In Network - 90% covered after
deductible is met

Out-of-network: 50% covered
after deductible is met; subject
to Maximum Allowed Amount

Oui-of-network: 80% covered
after deductible iz met; subject
to Moximum Allowed Amount

Out-of-network: 60% covered
after deductible is met; subject
to Maximum Allowed Amouwnt

No coverage
Out-of-Network

Out-of-network: 70% covered
after deductible is met; subject
to Maximum Allowed Amouwnt

Mo coverage
Ourt-of- Metwork

Mo cowerage
Out-of- Network




2024 MEDICAL PLAN OPTIONS COMPARISON OF BENEFIT COVERAGES

Anthem Blue Cross Plus

Anthem Blue Cress PPO

Anthem Blue Cross Core
Value

Anthem Blue Cress
EPOQ Exclusive

Anthem Blue Cress HDHP

Kaiser

Kaiser HDHP

Mental Health:
Inpatient Coverage

n-network: 80% coverad afier
deductible iz met

In-network: $25 co-pay with
no deducfible

In-network: B0% covered after
deductible is met

In-network: 90% coverad

In-network: 90% covered after
deductible is met

S500 copay per
admission

In Network - 20% covered after
deductible is met

Out-of-network: 50% coversd
after deductible is met; subject
to Maximum Allowed Amount

Cut-of-network: 0% covered
after deductible is met; subject
to Maximum Allowed Amount

Out-of-network: 60% coverad
after deductible iz met; subject
to Maximum Allowsd Amount

Mo coveroge
Oui-of-Network

Out-of-network: 70% covered
after deductible is met; subject
to Maximum Allowed Amount

Mo coverage
Out-of-Network

Mo coveroge
Out-of-Netwaork

Substance Abuse:
Outpatient Coverage

In-network: $0 copay for
visits 1-5;

In-network: $25 co-pay with
no deductible

In-network: 0% covered affer
deductible is met

In-network: 50 copay for visits
1-5; %25 copay for visits 6

In-network: 90% covered affer
deductible is met

525 copay individuwal
visit; $5 copay group

n-network: 90% covered affer
deductible is met

525 copay for visits & and owver and over visit; unlimited visits
Out-of-network: 60% covered Out-of-network: 80% covered Out-of-network: 60% coverad . Out-of-network: 70% covered -
after dedudtible is met; subject after deductible is met; subject after dedudfible is met; subject Drf—;:—ﬁ;?wg:rk after deductible is met; subject Cth.“ﬁ;?-v‘:ar:\-a{;rk C.::}_Ocivrerugerk

to Maximum Allowed Amount

to Mazimum Allowed Amount

to Maximum Allowed Amount

to Maximum Allowsd Amount

Substance Abuse:
Inpatient Coverage

n-network: 80% coverad afier
deductible is met

In-network: 80% covered after
deductible is met

In-network: B0% covered after
deductible is met

In-network: 20% coverad

In-network: 90% covered after
deductible is met

S500 copay per
admission; $100
copay for transiticnol
residential recovery
services; mental
health chemical
dependency services
accrue to out- of-
pockst maximum

n-network: 90% covered after
deductible is met

Out-of-network: 50% coversd
after dedudtible is met; subject
to Maximum Allowed Amount

Cut-of-network: 0% covered
after deductible is met; subject
to Mazimum Allowed Amount

Out-of-network: 60% coverad
after dedudfible is met; subject
to Maximum Allowed Amount

Mo coverage
Oui-of-Network

Out-of-network: 70% covered
after deductible is met; subject
to Maximum Allowsd Amount

No coverage
Ourt-of-Hetwork

Ho coverage
Out-of-Network

Chiropractic/
Acupuncture

n Metwork - $25 copay; limited
to 25 visits per colendar year

n Network - 80% coverad after
deductible iz mef; limited to 25
visits per calendar year

In Network - 20% covered affer
deductible is met; limited to 25
vigits per year; combined in-
network and out-of-netwark

525 copay; imited to 25 visits
per calendar year

In Network - 20% coverad after
deductible is met; limited to 25
wvisits per calendar year

Member discounts
available through
American Specialty
Health network.
Medicolly refereed
acupunciure coverad
at primary care cost

Member discounts available throwgh
American Specialty Health network.
Medically refereed acupuncture
coversd at primory care cost.

Out of Netwaork - 607% coverad

after deductible iz met; limited

to 25 visits per calendar year;

subject fo Maximuwm Allowead
Amount

Out of Network - 60T coverad

after deductible is met; limited

to 25 visits per colendar year;

subject fo Maximum Allowsed
Amount

Out of Network - 60% covered
after deductible is met; limited
to 26 visits per calendar year;
combinad in- network and
out-of-network; subject fo
Maxirmum
Allowed Amount

Mo coverage
Oui-of-Network

Ourt of Network - 70% coverad
after deductible is met; imited
to 26 visits per calendar year;
subject to Maximum Allowed
Amount

No coverage
Ourt-of-Metwork

Ho coverage
Out-of-Network




2024 MEDICAL PLAN OPTIONS COMPARISON OF BENEFIT COVERAGES

Anthem Blue Cross Core

Anthem Blue Cross

Anthem Blue Cross Plus Anthem Blue Cross PPO . Anthem Blue Cross HDHP Kaiser Kaiser HDHP
Value EPQ Exclusive
Prescription Drug Yendor Caramark Caremark Caremark Caremark Caremark Knizer Kaiser
“m"m;:'"[:::s Member 1-B66-623-1438 1-866-623-1438 1-866-623-1438 1-BE6-523-1438 1-866-523-1438 1-800-464-4000 1-800-464-4000
Prescription Drug Web Site WrW.COremark.com www.caremark.com WAL COrEmarkL.com wanw.caremark.com WWW.CONSMark.Com wwwLkp.org/lins werwi kp.org./lins
Medical deductible applies; Medical deductible applies; . . .
Annual Prescription Mot licabl Not licable member pays 100% of the Rx Not icabl member pays 100% of the Rx Not cable Mdfccggmﬁﬁhge uP':“E?.ImE";PHI
Deductible o apeleatls 1 applcabis cost unfil medical deductible o apglieaE cost until medical deductible ot applicatie B bl o o mEeies
is met is met Educhinle s me
Prescription Benefits Are
Covered Under Medical Mo Mo hH Mo ez Not applicable ez
Deductible
Medical oui-of-pocket Medical out-of-pocket Medical out-of-pocket maximum
maximum opplies; once maximum applies; once apolies: S
- . - . iy - . . pplies; once medical out-of-pocket
Annual Rx 52,800 Individwal; 55,700 $2,100 Individual; 54,200 miedical out-of- pockst 53,500 Individual; medical out-of-pocket Not applicable maximum is met, Bx

Out-Of- Pocket Maximum

Family (in- network only)

Family {in-network only)

miaximum is met, Bx is 100%
covered for the remainder of
the calendar year

57,000 Family

miaximium is mat, RBx is 10078
covered for the remainder of
the colendar year

is 100% coverad fortha remainder of the
calendar year

Retall Generic

In Metwork - $10 copay; 30 day
supply
Out of Network - 50% of
avernge whole price schedula
plus charges above the
schedula

n Network - $10 copay; 30 day
supply
Out of Network - 50% of
average whole price schedule
plus charges above the
schedule

In Network - 80% covered after
deductible is mat
Cut of Metwork - 60% covered
after deductible is met

510 copay; 30 day supply; Non-
participating pharmocies:
50% of average whole price
schedule plus charges above
the schedule

In Network - 30% covered after
deductibla is met
Out of Netwark - 70% covered
ofter deductible is met

515 fior up fo o 30-day
supphy; $45 for up fo
a 100-day supply; at
Kaiser Pharmacy; oz
prescribed by Plan
Phiysician

510 for up to a 30-day supphy 530 for
up fo @ 100-day supply after deductible
is met

Retall Fermulary Erand

In Metwork - B0% covered;
540 minimum copay, $60
maximum copay; 30 day

supply
Out of Network - 50% of
avernge whole price schedula
plus charges above the
schedule

In Network - B0% coverad;
540 minimum copay, $60
maximusm copay; 30 day
supply
Out of Network - 50% of
average whole price schedule
plus charges above the
schedule

In Network - 80% covered after
deductiible is met
Out of Network - 0% covered
after deductible is mat

80% coverad; 540 minimum
copay, $60 maximum
copay; 30 day supply; Non-
participating pharmacies:
50% of averoge whale price
schedule plus charges above
the schedule

In Hetwork - 90% covered after
deductible is met
Out of Network - 70% covered
ofter deductible is met

535 for up to a 30-day
supply; 5105 forup fo
a 100-day supply; af
Kaizer Pharmacy; as
prascribad by Flan
Phyysician

$30 for up to o 30-day supply; $20 for
up to @ 100-day supply after deductible
is met

Retall Nenfermulary Brand

In Netwiork - 60% covered;
£60 minimurm copay, $100
maxKimum copay; 30 day
supply
Out of Network - 50% of
avernge whole price schedula
plus charges above the
scheduls

In Network - 60% coverad;
580 minimurm copay, 3100
maximum copay; 30 day
supply
Out of Network - 50% of
average whole price schedule
plus charges above the
schedule

In Network - 80% covered after
deductible is mat
Out of Metwork - 60% covered
after deductible is met

E0% coverad; $60 minimum
copay, $100 maximum
copay; 30 day supply; Non-
participating pharmocies:
50% of average whale price
schedule plus charges above
the schedula

In Network - 30% covered after
deductibla iz met
Out of Netwaork - 70% coverad
ofter deductible is met

%35 for up fo a 30-day
supply; $105 for up fo
a 100-day supply; at
Kaiser Pharmacy; os
prescribed by Plan
Phiysician

530 for up fo o 30-day supply; $20 for
up to @ 100-day supply after deductible
is met

Mail Order
Generic

$20 copay; 90 day supply;
must use plan mail order
facility

520 copay; 90 day supply;
miust use plan mail order
fadility

a0% covered after deductible
is met

$20 copay; 20 day supply;
muest use plan mail order
facility

00% covered after deductible
is met

16 for up fo o 30-day
supphy; 530 for up fo
a 100-day supply; mail
order as prescribed by
Plan Physician

510 for up to a 30-day supply; $20 for
up to @ 100-day supply after deductible
is met

Mall Order Formulary Brand

80% covered; $80 minimum
COpaY,
5120 maximum copay; 90 day
supply; must wze plan mail
order facility

&0% coverad; $80 minimum
copay, $120 maximum copay;
o0 day supply; must use plan

miail crder facility

80% covered after deductible
is met

80% coverad; 580 minimum
copay, $120 maximum copay;
20 day supply; must use plan

mail order focility

80% covered afier deductible
is met

%35 for up fo a 30-day
supphy; $70 for up fo
@ 100-day supply; mail
order as prescribed by
Plan Physician

$30 for up to o 30-day supply; $60 for
up to o 100-day supply after deductible
is met

Mall Order Nonformulary
Brand

60% coverad; 5120 minimum
COpaY,
SZ00 maximum copay; 90 day
supply; must wse plan mail
order facility

BO% coverad; $120 minimum

copay, $200 maximum copay;

o0 day supply; must use plan
miil order focility

a0% covered after deductible
is met

60% covered; $120 minimum
copay, S200 MOXimum copay;
20 day supply; must use plan

mil order facility

80% covered afier deductible
is met

535 for up to a 30-day
supply; $70 forup foo
100-day supply; mail
arder as prescribed
by Plan Physician and
deemed medically
MeCessary

$30 for up to o 30-day supply; $60 for
up to @ 100-day supply ofter deductible
is met

Mote: If there is a discrepancy between the benefits as described in the charts and the plan administrator’s systems, the plan administrator’s system governs for determining benefit coverage.




