Medical

WEA Trust

Coverage HDHP {$3.500 Deductible)

rk
‘Network

HOHP ($2.000 Deductible)

Trust Prefer.l"e-d TN

Annual Deductible Embedded ' Non- Embedded

 Individual . ssw0 | §7000 ~ s2000 | sa00
Famlly $7.000 $14,000 $4,000 $8, 000
Out-ofPocketMaximum | Deductiblel | Deductible/  Deductiblel C cotnsuranoe| Deductiblel
| S i | Coinsurance/Copay ~ CoinsuranceOnly ~ /Copay Coinsurance Only
Individual B | %6650 $10,000 | 36650 | $10,000
Family T $13,300 | 20000 | $13.300 | 520000
Coinsurance : B 0% ) | 20% 1 0% ] 20%
Utetmo Marium | Unimied R T R
Phy_elcian&Services e By Rk G
anary.Care.Ph!smlaT + s?%g:ﬁ:hybﬁaﬂf’:“ .[ 20% after Deductible ”. $2SD§:S§hybgﬂer _ 20% after Deduc% )
Specilst Care Physiclan $6%S:3:n¥bﬁaﬂer 20% ater Deductble 350 Copay after | 20% after Deductible

' No Charge T 20% after Deductlble | No Charge . 20% after Deductible

Preventive Care

L

$100 Copay after Deductible

Urgent Care
Hospital Services

| 20% after Deductible

No Charge after

Inpatient | Deductible !
| o , = : YT |
Outpatient | Nooil'éejrgﬁeb;ﬁer [ 20% after Deductible l

|
' Retall & Mail Order (In-Network Only and Copays apply after the Deductible)

Retail {up to a 30-day supply)} ' $0/ $10/ $30/ $60

|
Mail Order (up to a 90-day $20/ $60/ $120

supply)

Emergency Room

$250 Copay afler Deductible

$100 Copay after Deductible

No Charge after

Deductible 20% after Deductible
NO&'L?IS&EM 20% after Deductible

$200 Copay after Deductible

© $0/$10/ $30/ $60
$20/ $60/ $120

See Certificate of Coverage for full policy details includlng limits and exclusions. To identify an in-network provider go to www ﬂmgl oM

Preauthorization — Certain services require preauthorization. You will find a list of the services that require preauthorization on our website at

weatrust.com. We will impose a penalty of 50% of the maximum allowable fee before deductible,

coinsurance, and copayments are applied, up to $500 per

covered service, for failure to preauthorize, This penalty does not apply to your maximum out-of-packet limit.

Penalty for Failure to Timely Notify Us of Any Hospital Admission for an Emergency or Childbirth — 50% of covered services up to a maximum of

$250. This penalty does not apply to your maximum out-of-pocket limit.

Benefits above show employee responsibility.

2020 — 2021

Bi- hily HDHP (53,500 Deductible)
Medical Contributions
Employee Only i $31.48 |
Employee + Family il $87.85 [

HOHP (52,000

Deductible)

$98.88
$276.54



