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Coinsurance

Out of Pocket Maximum
Presciption Drug Deductible

Pharmacy Maximum Out of Pocket

Prescription Drugs

Mail Order Prescription Drugs
(Three (3) month Supply)
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Inpatient Physical Therapy

100%; after deductible Deductible & Coinsurance; Deductible & Coinsurance;
60 days maximum per calendar year includes 60 days maximum per calendar year includes 60 days maximum per calendar year includes
Skilled Nursing, Rehabilitation Hospital and Sub Skilled Nursing, Rehabilitation Hospital and Sub Skilled Nursing, Rehabilitation Hospital and Sub

Acute Facilities Acute Facilities Acute Facilities
Outpatient Physical Therapy
$50 Copay $50 Copay Deductible & 70% Coinsurance
Limited to 90 visits per year. Unlimited for early  Limited to 90 visits per year. Unlimited for Limited to 90 visits per year. Unlimited for
intervention services from birth to age 3. Early Intervention Services from birth to age 3.  Early Intervention Services from birth to age 3.
Includes: Cardiac Rehab, Physical Therapy, Includes: Cardiac Rehab, Physical Therapy, Includes: Cardiac Rehab, Physical Therapy,
Speech Therapy, Occupational Therapy, Speech Therapy, Occupational Therapy, Speech Therapy, Occupational Therapy,
Pulmonary Rehab, Cognitive Therapy Pulmonary Rehab, Cognitive Therapy Pulmonary Rehab, Cognitive Therapy
Hospice Care
100% after deductible Deductible & Coinsurance Deductible & Coinsurance
Home Health Care
(includes Outpatient Private Duty A Deductible & Coinsurance Deductible & 25% Coinsurance
Nursing) o . Home health care services include private duty Home health care services include private duty
Home health care services include private duty - -
nursing Limited to 3 intermittent visits per day nursing; nursing,
L X Limited to 3 intermittent visits per day by a Limited to 3 intermittent visits per day by a
by a participating home health care agency; 1 A R - R
- . participating home health care agency; 1 visit participating home health care agency; 1 visit
visit equals a period of 4 hrs or less . .
equals a period of 4 hrs or less equals a period of 4 hrs or less
Skilled Nursing Facility .
100% after deductible Deductible & Coinsurance Deductible & Coinsurance
Limited to 60 days per year Limited to 60 days per year Limited to 60 days per year
Includes Rehabilitation Hospital and Sub-Acute Includes Rehabilitation Hospital and Sub-Acute Includes Rehabilitation Hospital and Sub-Acute
Facilities Facilities Facilities

TMJ- Surgical and Non Surgical -
Always excludes appliances &
orthodontic treatment. Subject to
medical necessity.

Office Visit - $30/$50 copay



