Pla 1D 802034 Benefits summary: Priority Health

POS PriorityHSA Coverage period: 01.01.2024 o 12.31.2024

Empowering members fo take greater control of their health care spending Reading Community Schools
This document is intended to be an easy-to-read summary to provide a general overview of your benefits. it is not a
contract or legal document. Additional limitations and exclusions may apply to covered services. This plan has a specific
network of providers, so check the Provider Directory pr:or to receiving services. Prior authorizations for certain services may
apply. A complete description of benefils is cantained in the Cerlificate of Coverage, Schedule or Agreement as appircabie

Member cost-sharsng .| Preferred benefits S ST A!ternate benefits L
Aggregate Deductible $2,000 individual/$4,000 famtly $4,000 mdwlduau$8 000 famlly

The amount you pay before

we begin fo pay.

Colnsurance .. - - | No cost for semces aﬂer deductlble is met except 20% coinsurance for services aﬁer deducizble is:

Your share of the cosfs of a' where noted
covered health care service. . o T
Coinsurance maximum Not applicable Not appncab]e
The most coinsurance cost :

share you'l pay for covered
services in a contract year.
Your coinsurance cost share
counts toward your
out-of-pocket fimit.
Out-of-pocket fimit
The most you'ﬂ pay, ina
conlracr year for covered
services before we begin o
pay 100% of the cosls - L s
Office visits " " - Preferred benefits

Covered in fullafterdeductils . 20% insurn aﬂerdectible

met exceptWherenoted G

[56:000 individua$12.000 farni

1$3.000 individual/$6,000 family . -

Primary care provider (PCP)

| Covered in full after deductible -~ - deductible """

Urgent care Covered in full after deductible 20% coinsurance after deductible

Virtual Care Serwces - {20% coinsurance afler deductible -

Covered in full after deductible

health visits e : :
Allergy testing, serum and | Covered In full after deductible 20% coinsurance after deductible
injections :

Retail health clinic’ { Covered in full after deductible = ~ -

~ [Coveredin ful after deductile -

seivices (examples
aches, sore throats; flil shoz's) o

‘Mentat and behavioral . Preferred benefits , " C Alternate benefits :
health - o : ' :
Covered in full after deductible 20% coinsurance.aﬂer deductible

Inpatient hospital

Covered in full after deductible . - - .1 20% coinsurance after deductible -

Quipatient office visits -7
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Formulary

Trad It{On

Preventive care,
immunizations

Radxoiogy

.| Preferred benefits

. Coed ifuier deduc 1

Covered in full; includes women's preventalive
health care services, well-child visits, flu shots and
routine physical exams. Get the most up-to-date
list of all the care thal's recommended in our
Preventative Health Care Guidelines when you
Iogm to your online accourt at PriorityHealth.com

_Aitemata beneﬂ{s

Tierd - " 1815 copayment; after deductible- B A D A
Tier 2 $50 copayment; after deductible

Tier 3 - |$80 copayment; after deductible . .71

Tier 4 $50 copayment; after deductible

Tier5 . = .. 1$80 copayment; after deductible = ..l
Mall Order Tier 1/2/3 = 2x, after deductible

20% coinsurance aﬂer deduchble

20% coinsurance after deductible

Emergency room

.| Preférred. henefits

Covered in fuli after deducitble

. Coeredin I after deductible

Advanced imaging - vaered in fu!l afler dedut:tible'. . 0% ccunsurance aﬁerdeduc[rbie
(CT/PETIMRI) g N
Laboratory Covered in full after deduct bIe 20% comsurance after deductlbie

ambu!ance services

services

Emergency transportation/

He . . { Preferred henef’ts L
lnpaﬂent hospita! physncian

Covered in full after deduclible

Covered in full after deductlble exceptions appty

Alternate benefits |

-| Covered In full after deductible

20% coinsurance aﬁer deductlb!e

Surgery and/or facility fee

Covered in quE after deductlble exceptlons appry

0% comsurance after deductlble excepilons apply

Bariafric surgery

Siid nurs srvices
and residential treatment

| Preferred beng

Covered ir fufl after deductlble covered once per
lifetime

Covered in full after deductlble '

year

Up fo 50 days covered per member each contract -

20% coinsurance after deductlble covered once per
lifetime

” A!temate

20% cmnsurance after deductible;
Up ta 45 days covered per member each contract

year

Outpatlent surgery

Covered in full after deduc’tib[ef i

S 20% coansurance after deducnbie Sl L TERL L

devices .

therapy

in-home and hosplce care

Physical and occupational

Covered in full aﬁer deductible

Covered in full after deductible
Maximum 60 visits per member per contract year,
combined Preferred and Altemate

20% coinsurance aﬂer deductlble

20% coinsurance after deductibie |
Maximum 60 visits per member per contract year,
combined Preferred and Allernate .

Ghiropractic care -

Coverad In full after deductible
Maximum 30 visits per member per contract year i
comblned Preferred and Alternate s

20% coinsurance after deductible
Maximum 30 visits per member per contract year .

‘ combmed Preferred and Alternate

Speech therapy

20% coinsurance after deductible

Covered in full after deductible; Maximum 60 visits
per member per contract year, combined Preferred Maximum 80 visits per member per contract year,
and Allernale combined Preferred and Alternate

Prosthetic and orthotic Coverad in full after deductible 50% colnsurance after deductible

support

{DME}

Durable medical equipment

Covered in full after deductible

50% coinsurance after deductible
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Afternate benefits '

ily planring 50% coinsurance afler deductible 50% coinsurance after deductible

Routine’ prenatal and -} Covered in full for evaluation and management; | 20% coinsurance after deductible -
Postpartum care : ..+ | see Preventative Health Care Guidelines for -+ =] w0 <7t it foe o)

| recommendations and services aﬂe_r deduclible

Maternity delivery and Covered in full after deductible 20% coinsurance aﬁerdeductible

nursery care
Tubal ligation - ...~ - - | Covered in full forphysnmans servicesand - }20% coinsurance after deductible

"+ | outpatient facility . S
| Note: Hospital :npalient charges are subject io
~ 7| deductible and coinsurance when in connegtion -

e with detlvery or other covered inpalient surgery -

Vasectomy Covered in full when performed in physician's 20% coinsurance after deductible
office or in connection with other surgery after
deductible

Oraland non-oral treatment Coverage is irmited to the followmg lnjeciabte mtra-urethral and oral tab[ets F’rescnphon must be N

for sexual dysfunct:on - certlf ed by Prtorlty Hea[th
matching drug copay S D ) -
IRS-allowed chronic Covers a Ilmtted number of medical services, supplies, and medications identified by the IRS as eligible

condition services, supplies| for pre-deductible coverage. Member cost-share still applies.
and prescription drugs
Durable medical equipment | 100% coverage -
Prasthetics and orthotics | 100% coverage

| Rehabilitative medicine - | 20 additional visits from the standard 30 visils. Does not include chiropractic visis.
Skilled Nursing Facility Skilled nursing facility services are covered up to 90 days.

P8Atestrider . .. " ]Covers the PSA (prostate specific antigen) test at 100% coverage, after deductnbie for HSA Th|s Isa
Conocer oo - hlood test used to screen for prostate cancer, : _

Additional benefits:

Cost estimator: Calculales specific costs for hundreds of procedures, based on where you're at with your
deductible, coinsurance, etc. If a selected procedure is above fair market price, the tool will provide a iist of
nearby facllities where it's offered at a lower cost,

Travel assistance: [f you become il or injured while fraveling more than 100 miles from home,
AssistAmerica® coverage is included in your plan, Receive help with medical care, coordinating
prescriptions, assistance with lost luggage, and even arrange your travel back home,
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