PLAN FEATURE STANDARD EPO PREMIER
N-NETW!

Individual 42,500 No Benefits $1,500 45,000 $3,500 45,000
Family 45,000 Mo Benefits $3,000 $10,000 47,000 $10,000
Individual 45,500 Mo Benefits 45,500 $10,000 45,500 $10,000
Family $11,000 No Benefits $11,000 $20,000 $11,000 $20,000
Preventive Care No Charge No Benefits No Charge 50%" No Charge 506"
Primary Care Physician $25 copay Mo Benehts $25 copay 50%" 20%" S0%"
Spacialist $50 copay Mo Benefits $50 copay 50%* 20%" 506"
Lab Services, X-rays and 20%" No Benefits 20%" 50% 209% 503"
Diagnostic Imaging
Urgent Care (Facility only) $75 copay Mo Benehts $75 copay 50%" 20%" 50%"
Emergency Room (Facility only - - . .
N . . 50 0 ] 0 20%" 200"
— waived if admitted) e LR LIy Ry
Ambulance 20%* Mo Benefits 20%* 50%* 209" 205"
Hospital
Pracartification Panalty M8 Mo Benefits M/ 50% of benefit MfA 50% of benefit
20% after 50% after
$500 per $500 per
Inpatient Hospital Services confinement Mo Benefits confinement 50%" 20%" 50%"
copay and copay and
deductible deductible
Outpatient Facility Services 208" Mo Benefits 2086+ 50%* 20%* 50%*
Outpatient Surgary 20%* Mo Benefits 20%* 50%" 20%" 50%"
12;0;::: ;g:ng::rr Do eEER 2N
Mantal Health/Subst fi t
° oa W Ubstance confinement Mo Benefits confinement el 20%" 50%"
Abuse Inpatient copay and
copay and copayand deductible
deductible deductible
N | Health/ Sub
oalth/ $25 copay Mo Benefits $25 copay 505" 20%" 0o

Abuse Outpatient

* After deductible
** Coinsurance will apply for non-emergency services

COVERAGE OPTIONS BIWEEKLY PAYCHECK COST

Team Member Only $3399 $3399 $57.07
Team Member + Spouse/

Domastic Partnar® $103.46 $126.54 $149.61
Team Mamber + Children $95.95 $95.95 $119.02
Team Maember + Family $165.03 $188.10 $2nas
Team Member Only $68.15 $68.15 $91.23
'::: :t:::t::;ifn""f $73.56 $196.64 $21971
Team Mamber + Children $le4.51 $164.51 $187.59
Team Maember + Family $253.86 $76.94 $300.02
Team Member Only $22.08 $22.08 $4516
Domesticpartnart wos e s
Team Mamber + Children $7326 $7326 49633

Team Maember + Family mese $13947 $162.55



