Em__ami.@ﬁ EnhancedBlues™ 1000 PPO

Coverage Period: 01/01/2016 — 12/31/2016
Coverage for: Single & Family | Plan Type: PPO

m::.::mé of Wm:mq;m msn_ no<m_.mmm <<:m* this _u_m: Oo<mﬂm m, What it Costs

._._.;m mm only a summary. If you want more detail about your coverage and costs, you can get the complete terms in the policy or plan
& aonc_dm_: at Www. éo___:m% com or 5 nm:_mm 1 mco owo :oo

_Buozmi D:mmﬁ_osm >:m£mqm; S.E. ::m _sm#m«m
What is the overall - $1,000 person/$2,000 family per ' You must pay all the costs Eu to the deductible amount before this Em: begins
- deductible? - calendar year Does not apply to to pay for covered services you use. Check your policy or plan document to see
- well-child care, in-network - when the deductible starts over (usually, but not always, January 1st). See the
 preventive care, in-network - Common Medical Event chart on the following pages for how much you pay
- independent labs, in-network | for covered services after you meet the deductible.
- prosthetic limbs and services subject

1o copayments. ﬁ

Are there other deductibles | No. There are no om._o_. a.oc don’t have to Enﬂ deductibles for muoo_mo services, s, but see the 005503
for specific services? - deductibles. | ng_om“ Event chart on the following pages for other costs for services this

' Is there an ou Tﬂlﬁonrﬁ | <mw__._Zm§o~._A m.\rocc nmqmonx The out-of- ﬁcommm;__E; is the _.:oﬁwo:o%:_a vm«h n_::,_.,,m a ooe_;mﬂmmm vm:oa ......
limit on my expenses? | $8,000 family per calendar year ' (usually one year) for your share of the cost of covered services. This limit
| Out-Of-Network: $8,000 person/ | helps you plan for health care expenses.

$16,000 family per calendar year

- doctor or hospital may use an out-of-network provider for some services. .
 Plans use the term in-network. preferred, or participating for providers in m
| their network. See the Common Medical Event chart on the following pages
' for how this plan pays different kinds of providers.

You can see the specialist you choose without wnﬂa_mm_oa from this Em:

What is not included in the | Premiums, pre-service review | .N Even &o:mr mo: _um< these G%n:unv :ﬁv don’t count toward the out-of-
out—of—pocket limit? denials, balance-billed charges, and | pocket limit.
| _ AL S B L - ]
Is there an overall annual ' No. ' See the Common Medical Event chart on the wo:oé_sm ﬁmmmm which describes
limit on what the plan _. m any limits on what the plan will pay for specific covered services, such as
| pays? el _om._omsm:m. :
Does this U_m: use a Yes. See www.wellmark.com for a _wu\oc use an in-network doctor or other health care E.cﬁQo_. this m_mz will
‘network of providers? list of in-network providers. | pay some or all of the costs of covered services. Be aware, your in-network

Do I need a referral to see a Zo. <o: ao aoﬂ :oma a Bmm?m_ to
(specialist> ~ |seea specialist.

Questions: Call 1-800-990-1106 or visit us at www.wellmark.com. If you aren’t clear about any of the bolded terms used in this

form, see the Glossary. You can view the Glossary at www.cciio.ems.gov or call 1-800-990-1106 to request a copy.
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Answers . | o Why this Matters:

important Questions __
Are there services this plan | Yes. Some of the services this plan doesn’t cover are listed on page 7. See your

| doesn’t cover?

| policy or plan document for additional information about excluded services.

* Copayments are fixed dollar amounts (for example, $15) you pay for covered health care, usually when you receive the service. .
E ¢ Coinsurance is your share of the costs of a covered service, calculated as a percent of the allowed amount for the service. For example,
if the plan’s allowed amount for an overnight hospital stay is $1,000, your coinsurance payment of 20% would be $200. This may
change if you haven’t met your deductible.

* The amount the plan pays for covered services is based on the allowed amount. If an out-of-network provider charges more than the
allowed amount, you may have to pay the difference. For example, if an out-of-network hospital charges $1,500 for an overnight stay
and the allowed amount is $1,000, you may have to pay the $500 difference. (This is called balance billing.)

= This plan may encourage you to use in-network providers by charging you lower deductibles, copayments, and coinsurance amounts.

Your Cost If You Use an

 Common

| Medical Event | Services You May Need

| ,
| In-Network (IN) |
| Provider * _

| _.uz:._mr..w_ Care T,mo:ﬂ_orna.mvﬁwv are .Qmm:.nm ..WE ;
' General and Family Practice, Internal Medicine, OB/

' Primary care visit to treat ' GYN, Pediatricians, Nurse Practitioners. and PAs. In-

| 04 anm? . |
“an injury or illness $20 copay 30% soinsurance ' network office radiation therapy/cardiac tests and
| | certain imaging services apply deductible and 20%
_ » i R A
I you visit a health | | Applies to Non-PCP providers. In-network office
care provider’s | Specialist visit ' $40 copay 1 30% coinsurance | radiation therapy/cardiac tests and certain imaging

office or clinic

| services apply deductible and 20% coinsurance.

30% coinsurance | In-network office certain imaging services apply
___| for Chiropractors | deductible and 20% coinsurance. __~
m | One preventive exam and one gynecological exam per |
' No charge 30% coinsurance | calendar year. One mammogram per calendar year.

| Well-child care is covered to age 7. 1

| Other practitioner office
visit - Chiropractors

' Preventive care/screening/
' Immunization

L T4 DS 5 5 A e LT 0 AT i A

S

OR/19/2014,01/01/2016;RWN SXN.GOLD,IA NGF: 1-50 Page 2 of 10




Your Cost If You Use an

B B

Common

Medical Event _ Services You May Need |

_
| In-Network (IN) |
M. Provider |

| For a test in a E,oim_o_ s office or o__:_n your cost is
| included in the cost-share listed above. In- network
3084 caisanes |  independent labs for mental :nm:racwﬂm:nm abuse
i | services are not subject to coinsurance. Failure to
- obtain prior approval for services listed on
| Wellmark.com will result in denial with review rights.

Failure to obtain prior mﬁ_uaoﬁmm for | imaging services

' Diagnostic test (x-ray, | 90% coinsurance
blood work) !

If you have a test

. _&mwm.::m.mnﬁ /PET m.mmrm“

20% coinsurance | 30% oom:m:nm:no

IMIRIS e o " listed on Wellmark.com will result in denial.
* } i UEmu listed on Wellmark's U_,:m List are covere
Oojmjo drugs - ” %uoﬁ%mu\ - ZoH Covered { Drugs not on the Drug List are not covered.
 Preferred brand drugs 1 $35 copay Zoﬁ Covered ] copay for 30-day supply. m
If you need drugs SRR B L e 1 3 copays for 90-day supply (Retail and mail order
0 freat your diness Non-preferred brand drugs | $70 copay ZoH Covered | maintenante).

or condition |
.mm._..nmw.rmm-_uw.ﬂqoﬂmm_:w»m:m | Specialty drugs are covered only when obtained

‘More information drugs $70 copay _ Zoﬁ Covered through the Specialty Pharmacy Program.

~about presefiption v .. . T .._!E..Ei.z 1

- drug coverage is i | | Failure to obtain prior authorization or prior approval
-available at | Preforreds  for drugs listed on Wellmark.com will result in denial
www.wellmark.com. 1970 co m. | | with review rights.

_ Specialty drugs pay | Not Covered m

Zo:;_unnmoﬁnm |
50% coinsurance |

e e L L S R e BT AN AN Y IR SR

e _mo__:vwmm? m Failure to obtain w:oq approval for services listed on
If you have m:,__uc_m:u?. surgery onsﬂmc | Wellmark.com will result in denial with review rights.

_outpatient surgery e s _

: : : ; Failure to obtain prior mﬁvﬂoem_ for services listed on
0o, 07 i
wfm_sm: / fEmno: fees mmo& coinsurance | 30% coinsurance | Wellmark.com will result in denial with review rights. |

T PR RN PTEY ¥ pecee e N SR O ST S A

20% coinsurance 30% coinsurance |
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Common

Medical Event

Emergency room services

If you need | Emergency medical
immediate medical transportation
attention = .

| Urgent care

Facility fee (c.g.. hospital |

If you have a

dsusinab
hospital stay |

Etho_m: / mcqmmos fee

Ensﬁm_,\w@:mﬁo_mm health
_ oc:umw_.w:ﬁ services

zosﬁm_xwgmioﬁm_ rnm:r
_inpatient services

If you have mental

| health, behavioral

| health, or
substance abuse
needs

' Substance use disorder
- outpatient services

Services You May Need

o .:.w..iuu_..(; .

OO_ _.wm:m.mﬂom

Your Cost If You Use an

In-Network azv
Provider

$250 copay $250 copay

S TRE (R

' 20% coinsurance

1 20% coinsurance

' $20 PCP/$40 Non-

| PCP copay 30% coinsurance |

{
|

S ——— S ——— - e —
5

woo\o coinsurance | 30% coinsurance |

| of the injury.

| Limitations & Exceptions

_Jow. n:ﬁ?as@ Bra_om_ oo:a:_osm tr amﬂna 007 %oc
' may be balance billed. Dental treatment for accidental
| injury is limited to care completed within 12 months

| s-=ce-Nofe-—<--

' In-network office cardiac tests and certain imaging

' services apply deductible and 20% coinsurance.
Benefits shown apply to office/clinic _s,mo::o:ca

' The cost you will pay for facility services will depend
on how the facility bills the services.

s asen eececedir s e it T T RIS AN i

Reduction for failure to waoomn_? is 50% and will not
exceed $500 per admission.

_UE_En to obtain prior m_uw_.o<m_ for services listed on

. cs..a.:zsm.»e,;.:f -
Om:nw $20 no,um% \

| Facility: 20%
mo@\c coinsurance

' 30% coinsurance |

T Oﬁmnm. $20 copay

N | Facility: 20% ' 30% coinsurance

' Substance use disorder
Sﬁmzni mom.ionm

| coinsurance

]
m, 20% coinsurance | 30% coinsurance

' 30% coinsurance

ém:ﬁm} com will result in denial with review rights. |

A TR TR s

| In-network office certain imaging services apply
| deductible and 20% coinsurance. i

,_ Reduction for ?_E_m 8 Eoon_.:? is 50% and will not

| exceed $500 per admission.

L}
¥

,

| In-network office certain imaging services mEu_%
w deductible and 20% coinsurance.

s e e VT

._ Reduction for failure to UESEQ is 50% and will not _
m exceed $500 per admission. _

s e

Prenatal m:g ﬁoﬂ:mﬁm_ nm&

Ifyou are pregnant UﬂEnQ and all inpatient
_ _ services

: moﬁ_\m oo Ewcnmsom woﬁu oo_nmc_.m:o@

S T AU L T L A ]

30% coinsurance

| ==———-None------

S

OR192004,01012016, RWN SXNGOLDTA NGF,1-50

DT

Page 4 of 10




Common
Medical Event

If you need help

' recovering or have
' other special _.mm::
=mm%

If your child needs
dental or eye care

O8/192014:010172016:RWN 5XN.GOL

|
vmm_é_nmm You May Need |

Home health care

Rehabilitation services

' Habilitative services

 Skilled :E.m_:m care

s | woo& no_zmcﬂm:no

Facility:
| nG_SmCﬂmson

| Office: $20 PCP/

In-Network (IN) |
Provider

Network
(OON)
_u_,oEn_E.

uoo\w no_:nE.m:om

e i s A b ke
| Office: mmo PCP/

' $40 Non-PCP

| copay

20%

' $40 Non-PCP
 copay
Facility: 20%
. coinsurance

30% coinsurance

i
i

Wmmcogoa deoq,.ﬁm::qn 8 _u_.nnn.n._.@ is moo\P

Reduction for failure to precertify is 50% and will not
exceed $500 per admission.

G ' Reduction for failure to precertify is 50% and will not
30% coinsurance | ., ... 4 $500 per admission.

20% coinsurance

D_E,m_u_m medical SEE:@E Noﬁu coinsurance

m Iom?nm service

Eye exam

Glasses

{

' Dental check-up

D:IA S NGF;1-50

30% coinsurance

' 30% coinsurance

Reduction for failure to _uamom:_@ is 50% and will not
 exceed mmoo per. mn_E_mm_o:

P —— b

Failure 1o obtain prior m_uﬁqoa.mp for services listed on
Wellmark.com will result in denial with review rights.

| 20% coinsurance

30% coinsurance |

” :omgon respite care is __:,_;na to 15 inpatient and 15

No charge

| Not covered
W

w

—

| diagnostic vision exam per calendar year.

..... T——

Vision services mEu_w to members under mmm 19 and
are provided by Avesis participating providers. One

$130 allowance
 followed by cost-
share

i

' No cost-share for vision services up to m_mo ﬁﬂ

' calendar year. Amounts in excess apply cost-share of

._
|

1
i

80% for frames/lenses or 85% for contact lenses.
' Limited to two spectacle lenses/one frame or contact
| lenses (in lieu of glasses) per calendar year.

Not covered

D S o S A

W.
it

m Not covered

|
i

5

w

ﬁ

.

o PP S T B P

ﬂdm policy does not include pediatric dental services
| as required under the Federal Patient Protection and

| Affordable care Act. This coverage is available in the
 lowa Insurance Marketplace and can be purchased asa

%m:&.m_o:n product.
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