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9/1/2021 Renewal for School District of Rhinelander

- PLAN 1 - Current-Plan Benefits

“  PLAN 1= Renewal Plan Benefits -

Network UHC Choice + UHC Choice +
Plan Type EPO EPO
Accumulation Type Embedded Embedded
Benefit Accumulator Plan Year Plan Year
In-Network ©" "} Out-of-Netwark ‘In-Network = | - Out-of-Network
Deductible $1,000/$2,000 N/A $1,000/52,000 N/A
Coinsurance 100% N/A 100% N/A
Out of Pocket
(Deductible & Coinsurance) 31,000/52,000 , N/A 71,000/52,000 N/A
Maximum Out of Pocket
(Ded, Coins & Med Copays| $4,000/58,000 N/A $4,000/$8,000 N/A
Medical Benefits N o e e R
Inpatient Hospital Deductible/100% Not Coverad Deductible/100% Not Covered
Outpatient Hospital Deductible/100% Not Covered Deductible/100% Not Covered
Office Visit | $25/Ded Waived/100% Not Covered $25/Ded Waived/100% Not Covered
Specialist Office Visit | $25/Ded Waived/100% Not Covered 525/Ded Waived/100% Not Covered
Preventive Exam 100%/Ded Waived Not Covered 100%/Ded Waived Not Covered
Manijpulation | $25/Ded Waived/100% Not Covered $25/Ded Waived/100% Not Covered
Phys/Occ/Sp/Resp Therapy Deductible/100% Nat Covered Deductible/100% Not Covered
Urgent Care Deductible/100% Not Covered Deductible/100% Not Covered
Emergency Room Care | $150/Ded Walved/100% | $150/Ded Waived/100% | $150/Ded Waived/100% | $150/Ded Waived/100%
Mental Health/Subst, Abuse: :
Office Visit | $25/Ded Waived/100% | $25/Ded Waived/100% | $25/Ded Walved/100% | $25/Ded Waived/100%
Inpatient Deductible/100% Not Covered Deductible/100% Not Covered
QOutpatient Deductible/100% PPO Deductible/100% Deductible/100% PPO Deductible/100%
High Tech Imaging Coverage Deductibie/100% Not Covered Deductible/100% Not Covered
Oral Surgery Deductible/100% PPO Deductible/100% Deductible/100% PPO Deductible/100%

Extraction, Replacement & Implant

Limited to $1,500 Per Benefit Period

Limited to $1,500 Per Benefit Period

All Other Medical Services Deductible/100% | Not Covered Deductible/100% | Not Covered
Teladoc Benefits 100%/Deductible Walved 100%/Deductible Waived
Pharmacy Benefits e O S s N

Drug Plan | Value Priced Generic $0 Value Priced Generic S0
Retail, 30 Days $10/630/$45 Retail, 30 Days $10/530/545
Retail, 31-90 Days $30/590/$135 Retail, 31-90 Days 530/$90/$135
Mail Order 90 Days $20/$60/590 Mail Order 90 Days $20/$60/$90
Specialty, Mail, 30 Days Applicable Tier Specialty, Mall, 30 Days Applicable Tier
Mandatory Generic: Yes Mandatory Generic: Yes
Rx Max Out-of-Pocket: $3,000/$6,000 Rx Max Out-of-Pocket: $3,000/$6,000
Other Benefits S T e sl e e T

Waiver of Premium Yes Yes

Employee Clinic Yes Yes

Wellness Grant No No

Mobile Mammogram Yes Yas

Annual Exam Gift Card No No

Health Club Reimbursement No No

By: School District of Rhinelander

Signature:

Signhature:

Print Name:

By: WCA Gro%h}%

Print Name: Michael Lamont

Title:

Title: Chief Operating Officer

Date:

Date:
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9/1/2021 Renewal for School District of Rhinelander

PLAN 2 - Current Plon Benefits

PLAN 2 ~ Renewal Plan Benefits -

Network UHC Choice + UHC Choice +
Plan Type EPO EPO
Accumulation Type Embedded Embedded
Benefit Accumulator Plan Year Plan Year
In-Network out-of-Network " In-Network - Out-of-Network
Deductible $4,000/$8,000 N/A $4,000/58,000 N/A
Coinsurance 100% N/A 100% N/A
Out-of-Pocket $4,000/$8,000 N/A $4,000/$8,000 N/A
(Deductible & Coinsurance) ! ! ! !
Mouaximum Out-of-Pocket
(Ded, Colns & Med Copays) $5,000/$10,000 N/A $5,000/$10,000 N/A
Medlical Benefits R I : ' _
Inpatient Hospltal Deductible/100% Not Covered Deductlble/100% Not Covered
Qutpatient Hospital Deductible/100% Not Coverad Deductible/100% Not Covered
Office Visit | $25/Ded Walved/100% Not Covered $25/Ded Waived/100% Not Covered
Specialist Office Visit | $25/Ded/Waived/100% Not Covered $25/Ded/Waived/100% Not Covered
Praventive Exam 100%/Ded Waived Not Coverad 100%/Ded Walved Not Covered
Manipulation | $25/Ded Walved/100% Not Covered $25/Ded Walved/100% Not Covered
Phys/Occ/Sp/Resp Therapy Deductible/100% Not Covered Deductible/100% Not Covered
Urgent Care Deductlble/100% Not Coverad Deductible/100% Not Covered
Emergency Room Care | $150/Ded Waived/100% | $150/Ded Waived/100% | $150/Ded Waived/100% | $150/Ded Walved/100%
Mental Health/Subst. Abuse:
Office Visit | $25/Ded Walved/100% | $25/Ded Waived/100% | $25/Ded Waived/100% | $25/Ded Waived/100%
Inpatient Deductible/100% Not Covered Deductible/100% Not Covered
Outpatient Deductible/100% PPO Deductible/100% Deductible/100% PPO Deductible/100%
High Tech Imaging Coverage Deductible/100% Not Covered Deductible/100% Not Covered
Oral Surgery Deductible/100% PPO Deductible/100% Deductible/100% PPO Deductible/100%
Extraction, Replacement & Implant Limited to $1,500 Per Benefit Period Limited to $1,500 Per Benefit Period
All Other Medical Services Deductible/100% | Not Covered Deductible/100% | Not Covered
Teladoc Benefits 100%/Deductible Walved 100%/Deductible Walved
Pharmacy Benefits e o . C N T
Drug Plan | Value Priced Generic S0 Value Priced Generic S0
Retail, 30 Days $10/$30/$45 Retail, 30 Days $10/530/545
Retall, 31-90 Days $30/590/$135 Retail, 31-90 Days $30/590/$135
Mail Order 90 Days $20/$60/590 Mail Order 90 Days $20/$60/$90
Specialty, Mail, 30 Days Applicable Tier Specialty, Mail, 30 Days Applicable Tier
Mandatory Generic: Yes Mandatory Generic: Yes :
Rx Max Out-of-Pocket: $2,000/$4,000 Rx Max Out-of-Pocket: $2,000/$4,000
Other Benefits M : ST
Waiver of Premium Yes Yes
Employee Clinic Yes Yes
Wellness Grant No No
Mobile Mammogram Yes Yes
Annual Exam Gift Card No No
Heaith Club Reimbursement No No

By: School District of Rhinglander

Sighature: ___# >

By: WCA Group Health Trust
Signature: P A

Print Name: b 7 hewm

Print Name: Michael Lamont

Title: Dore cfer of /wrr wese Services

Title: Chief Operating Officer
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