H M o Plan1-2
SCHOOL DISTRICT OF KOHLER :

Product Type: Network

Prevea360 Health Plan

Effactive Date: 07/01/2019 Plan Code: 53015/
i Pfar} PR;WGE!S-Y-OJ Pa) E&;&? nwée = ou Pay. oy ia

Deductible $2000 single / $4000 family N7A

Coinsurance 0% ceinswanca after deduclible NA

Office Visit Charge (Primary/Specialist) L R UL Zf::;?:dﬁgfe’ S Not Covered / Not Covered

Office Visit and Related Services 0% coinsurance after deductible Not Covered

Preventive Services $0 copay Not Covered

Deductible and Coinsurance Limit $2000 single / $4000 family NIA

Maximum Qut-of-Pocket (Deductible and Coinsurance Limit plus

Madlcal and Prescnpllon Copays unless othenmse noted) $4000 single / $5000 faaity i

; R TR (e T el
.1 narlc ar brand name dmgs can be found ]n any formulary far) )

g

Tier 1 Not Covared
Tier 2 $45 copay Not Covered
Tier 3 $70 copay Not Covered
Tier 4 $100 copay Nol Covered
Tier5 $200 copay Not Covered
| G R P R U R
0% coinsurance after deductible Not Covered
0% coinsurance afler deduclible Not Covered
Inpatiant Hospital 0% coinsurance after deductible Not Covered

Outpatient Hospilal 0% coinswance afier deduclible Not Covered

R

0% coinsurance aiter deductible 0% coinswrance after deductible

$300 copay and/or 0% coinswance after $300 copay and/or 0% coinsurance after
deductible deductible

0% coinsurance after deductible 0% coinsurance after deductible

B B A

hental Health Inpatient 0% coinsurance after deductible Not Covered

|Menlal Health Day Treatment Programs 0% coinsurance after deductible Not Coverad

Mental Health Qutpatient 0% cainsurance affer deductible Not Covered
|Durable Medical Equipment 0% caoinsurance afler deductible Not Covered
Physical, Speech & Occupationa! Therapy 0% coinsurance afer deductible Not Govered
Plan Speclal Features Plan administered on a Contracl Year basis

Unless otherwise noted, al benalils are based on a Contract Year
This benefil summary is a highlight of your benefits and should not be relied upon 1o fully discloss your coverage.
Please review your Member Cerlificate of Coverage for an exacl description of lhe services and supplies that are

covered. excluded, of imited and other lerms and condilions of coverage. Your Member Certificale is available al
Dats Praparad:  05/08/19 waww. preveadso.com.



Prevea360 Health Plan

Deductible

? f o Plan3 -2
SCHOOL DISTRICT OF KOHLER Product Type: PPQ

Effective Date: 07/01/2019

{Plan Providers. You Pay A E i)

$2000 single / $4000 family

Plan Code: 53014/

$4000 singla f $8000 family

Coinsurance

0% coingurance after deduclible

20% coinsurance after deduclible

Office Visit Charge (Pnmary/Specialist)

0% coinsurance after deduclible | 0% coinsurance

20% coinsurance after deductible / 20%

Medlcal and Prescription Copays unless otherwnse noted)

after deductible coinsurance after deductible
Office Visit and Related Services 0% coinswrance after deductible 20% coinsurance after deductible
Preventive Services $0 copay 20% coinsurance after deductible
Deductible and Coinsurance Limit $2000 single 7 $4000 farily $5250 single / $10500 family
Maximum Out-of-Pocket {Deductible and Coinsurance Limit plus $4000 single / $8000 family $5250 single / $10500 family

$20 copay 50% coinsurance
Tier 2 $45 copay 50% coinsurance
Tier3 $70 copay Not Covered
Tier 4 $100 copay 50% colnsurance
Tier 5 $200 copay Not Covered

inpatient Hospital

Diggnostic Services S i B s L TR
|Diagnostic Services 0% coinsurance after deductible 20% coinsurance afler deduclible

CAT Scans/MRIMRA 0% coinsurance after deductible 20% coinsurance afler deduclible
Hospital & Surgical Ceniaril) R L

0% coinsurance after deductible

20% coinsurance after deductible

Qutpatient Hospital

Emorgency Services -

Urgent Care

0% coinsurance after deductibie

20% coinsurance after deductible

0% coinsurance afler deductibie

0% coinsurance after in-network deduclible

|Emergency Room Services (Copay is waived if admitted}

$300 copay andlor 0% coinsurance after
daduciible

$300 copay and/or 0% coinswance after in-
natwork deduclible

Ambulance

Other Strvices TZEE

Mental Health Inpatient

0% coinsurance afler deductible

0% coinsurance afier in-network deductible

. e e S Ay R i ]

0% coinsurance after deductible

20% coinsurance after deductible

Mental Health Day Treatment Programs

0% coinsurance afier deductible

20% coinsurance after deduclible

Mental Health Qutpatient

0% coinsurance after deductible

20% coinsurance after deductible

Durable Medical Equiprment

0% coinsurance after deduclible

20% colnswance after deductible

|Physical. Speech & Occupational Therapy

0% coinswance after deduclible

20% coinsurance after deductible

Plan Special Features

Plan adminislered on & Conlract Year basis

Date Prepared; Q50819

Unless othenwise noted, a¥ benefils are based on a Conlract Year

This banafit y is @ highlight of yeur banefits and should not be relied upon 1o fully disciose your coverage.
Piease review your Member Cerlificale of Coverags for an exacl description of Ihe services and supplies thal are
covered, axcluded, or imiled and other terms and condilions of coverage. Your Member Cartificale is avaifable al

Wy prevealss.com.
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