Dean Health Plan

Plan Overview

School District of Wisconsin Dells
Effective Date: 07/01/2018

"Plan Provﬂers_} You Pay

Plan 1-2
Product Type: HMO HRA
Plan Code: 47332/

Non-Plan Providers - You Pay

Medical and Prescriplion Copays unless otherwise noted)

Prescription Drugs, Insufin & Disposabie Diabetic Supplies

Deductible $1000 single / $2000 family N/A
Colnsurance 0% colnsurance after deductible N/A

Office Visit Charge (Primary/Speciallst) $0 copay / $0 copay Not Cavered { Not Covered
Offlce Vislt and Related Services 0% coinsurance after deductible Not Covered
Preventive Services $0 copay Not Covered
Deductible and colnsurance Limit $1000 single / $2000 famlly N/A
Maximum Out-of-Pocket (Deductible and Coinsurance Limit plus $2000 single / $4000 famiy NiA

Unless atherwise Indicated, generie or brand name dregs can ba fowtd In any formulary tier)

Diagnostic Services

Diagnostic Services

Tier 1 $5 copay Not Covered
Tier 2 $20 copay Not Covered
Tier 3 $40 copay Not Covered
Tler 4 Nat Covered Not Covered

0% colnsurance after deductible

Not Covered

CAT Scans/MRI/MRA
Hospital & Surgical Center

Inpatient Hospital

0% colnsurance after deductible

3% colnsurance after deductible

Not Covered

Not Covered

Qutpatient Hospital
Emergency Sorvices

Urgent Care

0% colrsurance after deductible

510 copay andfor D% colnsurance after deductibie

Not Covered

$10 copay and/or 0% colnsuranics after deductible

Emergency Room Services {Copay |s waived if admitted)

$150 copay and/or 0% coinsuranca after
deductible

$150 copay and/or D% coinsurance after
deductible

Ambulance

0% coinsurance after deductible

Qther Services ) :

0% coinsurance after deductible

Mental Health Inpatient 0% colnsurance after deductible Not Covered
Mental Health Day Treatment Programs 0% coinsurance after deductible Not Covered
Mental Health Qutpatient $0 copay Nat Covered
Durabie Medical Equipment 0% coinsurance after deductible Not Covered
Physical, Speech & Occupational Therapy $0 copay per therapy type per day Not Covered

Plan Speclal Features

PrescHption Drug Out of Pocket Maximam
Calendar Yea

in Network $2000 Single, $4000 Family
r Deductible

Date Prepared:  04/26/18

Unless otherwise noted, all benefits are basad on a Contract Year
This benefit summary Is a highlight of your benefits and should not be relied Lipon to fully disclose your coverags,

Please review your Member Certificale of Goverage for an

exact description of the services and supplles that are

coverad, excluded, or imited and sther terms and conditions of coverage. Your Member Certificate is avallabie af

wwiw.deancare.com.



Dean Health Plan

School District of Wisconsin Dells
Effective Date: 07/01/2018

Plan 2.2
Product Type: POS HRA
Plan Code: 47331/

Medical and Prescription Copays unless otherwise noted)

Prescription Drugs, Insulin & Disposable Diahetic Supplies

Unless otherwise indicated, generic or hrand name drugs can be found in any formufary fer)

Elan Overgiéw Plan Providers - You Pay ~ Nou-Plan Préi?iders - You Pay
Deductible $1000 single / $2000 family $2000 single / $4000 family
Colnsurance 0% colnsurance after deductible 20% coinsurance after deductible
Office Vislt Chargs (Primary/Speciallst) $0 copay / $0 copay 20% c:oljn:su:an::e ax;rd&ﬁﬁf 20%
Offlce Visit and Related Services 0% coinsurance after deductibie 20% colnsurance after deductible
Preventive Services $0 copay 20% colnsurance after deductible
Deductible and coinsurance Limit $1000 single / $2000 famity $4000 single / $300C family
Maximum Qut-of-Pocket (Deductible and Colnsurance Limit plus $2000 single / $4000 famviy $44300 single / $28600 family

Diaghostic Services

Diagnastle Services

Tler 1 $5 copay 50% colnsurance
Tler2 $20 copay 50% cainsurance
Tier3 $40 copay Not Cavered
Tier 4 Not Covered Not Covered

0% colhsurance afler deductible

20% eoinsurance after deductible

CAT Scans/MRI/MRA
Hospital & Surgical Gontar
Inpatient Hospital

0% colnsurance after deductible

(% colnsurance after deductible

20% coinsurance after deductibie

20% coinsurance after deductibie

Qutpatient Hospital

Emergency Sorvices

Urgent Care

0% colnsurance after deductible

$10 copay andlor D% coinsurance after deductible

20% colnsurance after deductible

$10 copay andfor 0% coinsurance after Inehetwork
deductible

Emergency Raom Servicas (Copay Is waived if admitted)

$150 copay and/or 0% colnsurance after
deductible

$150 copay and/or 0% coinsurance after in-
network deductible

Ambulance

0% coinsurance after deductible

Other Services ' e ‘

0% coinsurance after in-nefwork deductible

Mental Health Inpatlent 0% colnsurance after deductible 20% colnsurance after deductible
Menital Health Day Treatment Programs 0% coinsurance after deductibie 20% calrsurance after deductible
Mental Heaith Outpatient $0 copay 20% colnsurance after deductible
Durable Medical Equipment 0% coinsurance after deductible 20% colrsurance after deductible

Physical, Speech & Occupational Therapy

$0 copay per therapy type per day

20% colrsurance after deductible

Plan Speclal Features

Presctiption Drug Out of Pocket Maximum in Network $20C0 Single, $4000 Family
Calendar Year Deductibie

Date Prepared:  04/26/18

Unless ciherwse noied, all benefits are basad on a Contract Year

This benefit summary Is a highlight of your benefits and should not be relled upon fo fuly disciose your coverage.

Plaasa review your Member Certificate of Caverage for an axact description of the services and supplles that are

covarad, excluded, or llmitad and other terms and conditions of coverage. Your Member Certificata is avallable at

W, deancare com.



Plan 3-2

D H Ith P I School District of Wisconsin Dells Preduct Type: PPO HRA
ea n ea a n Effective Date: 07/01/2018 Plan Code: 47333/
Fi_lan 'Overview ) . ) ) ) . . Pl'_é_n Providers - Yau Pay . Non-Plan Providers - You Pay
Deductible $1000 single / $2000 famlly $2000 single / $4000 family
Colnsurance 0% coinsurance after deductible 20% coinsurance after deductible

.- 20% cainsurance after deductible / 20%
Office Vislt Charge (Primary/Specialist) 30 copay ! §0 copay celnsirarce after deductiblo M
Office Visit and Related Services 0% coinsurance after deductible 20% coinsurance after deductible
Pravantive Services $0 copay 20% coinsurance after deductible
Deductible and coinsurance Limit $1000 single / $2000 tamily $4000 single / $8000 famlily

Maximum Out-of-Pocket (Deductible and Coinsurance Limit pius

Medical and Prescription Copays unless otherwise noted) $2000 single / famiy $14300 single / $26600 famly
Prescription Drugs, insulin & Disposabile Diabetic Supplies Unless otherwise Indicatad, generic or brand name drugs can be found in any formutary tien)
Tler 1 $5 copay 50% coinsurance

Tier 2 $20 copay 50% coinsurance

Tier 3 $40 copay Not Covered

Tier 4 Not Covered Not Covered

Diagnostic Services ) ) )
Diagnostic Services 0% colnsurancs after deductible 20% colnsurance after deductible

CAT Scans/MRI/MRA 0% coinsurance after deductible 20% coinsurance after deductible

Hospital & Surgical Center

Inpatient Hospital 0% colinsurance after deductible 20% coinsurance after deductible

Outpatient Hospital 0% colnsurance after deductible 20% coinsurance after deductible

Emergency Services

Urgent Care $10 copay and/or 0% coinsurance after deductible | #10 COPay andior 0% coinsurance after n-network

deductible
Emergency Room Services {Copay is waived if admitted) $150 copay anc:’.':rd&?;;bclzlnsurance after §150 copay Lmoﬁeﬁa‘%;?m after In-
Ambulance 0% colnsurance after deductible 0% coinsurance after In-network deductible
Mental Health Inpatient D% coinsurance after deductivle 20% colnsurance after deductible
Mental Health Day Treatment Programs 0% colnsurance after deductible 20% coinsurance after deductible
Mental Health Qutpatlent $0 copay 20% coinsurance after deductible
Durable Medical Equipment 0% colnsurance after deductible 20% coinsurance after deductible
Physical, Speech & Occupational Therapy $0 copay per therapy type per day 20% coinsurance after deductible

Plan Special Features Prascription Drug Ouf of Poclglm;n$;vza:n£3mt;2mn Single, $4000 Family

Unless otherwise noted, ak banefits are basad on a Contract Year

This benefit summary Is a highlight of your benefits and should not be retled upon to fully disclose your coverage.

Pleasa review your Member Certificate of Coverage for an exact deseription of the services and suppHes that are

coverad, excluded, or irmitad and other terms and conditions of coverage. Your Member Certificale Is avallable at
Date Prepared: 04/26/18 www.deancare,com.



