Dean Health Plan

SAUK PRAIRIE SCHOOQL DISTRICT
Effective Date: 07/01/2018

Plan 1-0
Product Type: HMO
Plan Code: HMO03916/PHAG1655

Medical and Prescription Copays unless otherwise noted)

Deductible $0 single / S0 family NIA
Coinsurance 0% coinsurance after deductivle NA

Office Visit Charge (Primary/Specialist) $10 copay{ $10 copay Not Covered / Not Covered
Office Visit and Relfated Services 0% coinsurance after deductible Not Covered
Preventive Services $0 copay Not Covered
Deductible and Colnsurance Limit $0 single / $0 family N/A
Maximum Cut-of-Pocket (Deductible and Colnsurance Limit plus NIA

$7150 single 1 $14300 family

Diagnostic Services

Tier 1 32 gopay Not Covered
Tier2 $2 copay Not Covered
Tier3 Not Covered Not Covared

0% coinsirance after daductible

Not Covered

CAT Scans/MRIMRA

Inpatient Hospital

$0 copay

0% colnsurance after deductible

Not Covered

Not Covered

Outpatient Hospital

Urgent Care

0% ceinsurance after deductible

$10 copay and/or 0% coinsurance after deductible

Not Covered

$10 copay andfor 0% coinsurance after deductible

Emergency Room Services (Copay is waived If admitted)

$50 copay and/or 0% coinsurance after deductible

$50 copay andfor 0% coinsurance after deductible

Ambulance

$0 copay

$0 copay

Mental Heaith Inpatient $0 copay per admission Not Covered
Mental Heaith Day Treatment Programs $0 copay Not Covered
Mental Health Outpatient 510 copay Net Covered
Durable Medical Equipment $0 copay Not Covered
Physical, Speech & Qccupalional Therapy 310 copay per therapy typs per day Not Covered

Plan Special Features

120 days per contract period (Skilled Nursing Facility)

Date Prepared: 02/28/16

This renswal plan includes prescription drug coverage thatfs creditable

Unless otherwise noted, 28 beneilts are baged on & Contract Year

This benefit summary is a hightight of yout benefits and should not be relled upan lo fully disclose your coverage.

Please review your Member Certificale of Coverage for an exact description of the senices and supphies thatare

covered, excluded, or limited and other tenms and conrdidons of coverage. Your Member Certificata s availadla at

ww.deancare.com.



Dean Health Plan

SAUK PRAIRIE SCHOOL DISTRICT
Effective Date: 07/01/2018

Plan2-0
Product Type: POS
Plan Code: POSD3272IPHA01677

Medical and Prescription Copays unless otherwise noted)

Deductible $0 single / 80 family $100 single / $200 family
Coinsurance 0% colnsurance after deductible 0% coinsurance after deductible

Office Visit Charge (Primary/Specialist) $10 copay / $10 copay 0% soinsurance a;;f;‘f::\fgp;el 0% calnsurance
Office Visit and Related Services 0% coinswrance after deductible 0% colnsurance after deductible
Preventive Services S0 copay 0% coinsurance after deduclible
Deductible and Coinsurance Limit 80 single § O tamily $100 single 7 $200 family

Maximum Out-of-Pocket {Deductible and Coinsurance Limit plus $7150 single / $14300 family $14300 singlo / $28600 faraiy

Diagnostic Services

C% coinsurance after deductible

‘Tier 1 $2 copay 50% colnsurance
Tier 2 $2 copay 50% coinsurance
Tier 3 Not Covered Not Covered

0% coinsurance after deductible

CAT Scans/MRIIMRA

Inpatient Hospltal

0% coinsurance afier deductible

0% coinsurance after deductible

0% coinsurance after deduclible

0% coingurance after deductible

Qutpatient Hospital

Urgent Care

0% coinsurance after deductible

$10 copay andfor 0% coinsurance after deductible

0% coinsurance after deductible

$10 copay andior 0% colngurance after in-network

deductible
Emergency Room Services (Copay Is waived if admitted) $50 capay andlor 0% coinsurance after deductible | 530 copay andiar 0'73 ;oir;:;:nce after in-network
Ambulance $0 copay $0 copay

$0 copay per admission 30 copay per admission
Mental Health Day Treatment Programs $0 copay $0 copay
Mental Health Qutpatient $10 copay $10 copay

Durable Medical Equipment

0% coinsurance efter deductitle

50% coinsurance after deductible; not subject to
out-of-pocket maximum

Physical, Speech & Occupational Therapy

$10 copay per therapy type per day

0% colnsurance afler deductible

Plan Special Features

120 days per contract perind {Skilled Nursing Facility)

Date Prepared: 02720/18

This renewal plan inchid drug e

age thatis

Unless otherwise noted, all benefits arg based on e Contract Year

This benefil summary Is a hughlight of your benefits and should not ba refied upon to fully disclose your coverage.
Please review your Member Certificate of Coverage for an exacl description of the services and suppies that are
covered, excluded, or lmited and other terms and condllions of coverage. Your Member Certificale is avaiiable at

www.deancare.com.




