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Women's Health 
Includes: Screening for gestational diabetes, HPV (Human- Papillomavirus) DNA testing, counseling for sexually 
transmitted infections, counseling and screening for human immunodeficiency virus, screening and counseling for 
interpersonal and domestic violence, breastfeeding support, supplies and counseling. 
Contraceptive methods, sterilization procedures, patient education and counseling. Limitations may apply. 

Covered 100%; deductible waived Not Covered 

Routine Digital Rectal Exam 
Recommended: For covered males age 40 and over. 

Covered 100%; deductible waived Not Covered 

Prostate-specific Antigen Test 
Recommended: For covered males age 40 and over. 

Covered 100%; deductible waived Not Covered 

Colorectal Cancer Screening 
Recommended: For all members age 50 and over. 

Covered 100%; deductible waived Not Covered 

Routine Eye Exams 
1 routine exam per 24 months. 

Covered 100%; deductible waived Not Covered 

Routine Hearing Screening Covered 100%; deductible waived Not Covered 

PHYSICIAN SERVICES IN-NETWORK OUT-OF-NETWORK 
Office Visits to Non-Specialist 
Includes services of an internist, general physician, family practitioner or pediatrician. 

$25 copay; deductible waived 50%; after deductible 

Teledoc� 
Teladoc is available for minor acute, episodic illnesses or when your primary care physician is not available. Teladoc’s 
U.S. board-certified doctors can resolve many of your medical issues, 24/7/365, via phone 1-855-Teladoc (835-2362); 
or online video consults from wherever you happen to be. Teladoc may not be available in certain states and service 
limitations may apply (e.g., limited telephonic services for pharmacy in California). 

$0 per consultation Not Applicable

Specialist Office Visits $25 copay; deductible waived 50%; after deductible 

Audiometric Hearing Exam Not Covered Not Covered 

Pre-Natal Maternity Covered 100%; deductible waived Covered according to standard claim 
practice. 

Walk-in Clinics 
Walk-in Clinic(l)5.1 (i)5.1 ID 78 >(e)1.8 (dCl)4.3 ndt(a)2.8 (r)-47 >(e)1.2 (-)-4.3 ,d (r)-4.3 (o)1.8 (e)1.8 (d)1.8 ((i)5.1 ((ta)2.7 (n)1.8 (d)1.8 (a)1.8 (n)1.8 (i)5.78 (to )3.7e)1.8 (r)-4.3 l)5.1 (k)-18 (ths)-5.9 (a)1.8 (b)1.8 ((e)1.8 (dCl)4.3  (r)-4.3 c)-5.9 (ti)6 (cl)5.1 (a)1.8 (te)2.7 (i.8 (r)-4.3 (ta)2.7 .(E)475.2 ( (e)1.4.7e)1.8 (r)-4.3  (a)1.8 (p)1.8 ((e)1.8 (dCl)4.3 n)1.8 (dCl)4.3 n)1.8 (le)2.7 (d )2.8 (n)1.8 (i)5.1 (t)-4.3 (i.8 (1.8 (rto )3.7 (s)-5.9 ap)1.8 (e)1.8 (h)30.1 (; )1.9 sti)6 (cl)5.1 ((ti)6 (cl)5.1 (n)1.8 (d )2.8 'Cli)5 (a)1.8 (o)-11.1 (te)2.7  (te)2.7 ce 
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Non-Urgent Use of Urgent Care 
Provider 

Not Covered Not Covered 

Emergency Room 
Copay waived if admitted 

$100 copay; deductible waived Same as in-network care 

Non-Emergency Care in an 
Emergency Room 

Not Covered Not Covered 

Emergency Use of Ambulance 20%; after deductible Same as in-network care 

Non-Emergency Use of Ambulance Not Covered Not Covered 

HOSPITAL CARE IN-NETWORK OUT-OF-NETWORK 
Inpatient Coverage 
Your cost sharing applies to all covered benefits incurred during your inpatient stay. 

20%; after deductible 50%; after deductible 

Inpatient Maternity Coverage 
(includes delivery and postpartum 
care) 
Your cost sharing applies to all covered benefits incurred during your inpatient stay. 

20%; after deductible 50%; after deductible 

Outpatient Hospital Expenses 
Your cost sharing applies to all covered benefits incurred during your outpatient visit. 

20%; after deductible 50%; after deductible 

Outpatient Surgery - Hospital 
Your cost sharing applies to all covered benefits incurred during your outpatient visit. 

20%; after deductible 50%; after deductible 

Outpatient Surgery - Freestanding 
Facility 
Your cost sharing applies to all covered benefits incurred during your outpatient visit. 

20%; after deductible 50%; after deductible 

MENTAL HEALTH SERVICES IN-NETWORK OUT-OF-NETWORK 
Inpatient 
Your cost sharing applies to all covered benefits incurred during your inpatient stay.  

20%; after deductible 50%; after deductible  

Outpatient 
Your cost sharing applies to all covered benefits incurred during your outpatient visit.  

$25 copay; deductible waived 50%; after deductible  

SUBSTANCE ABUSE IN-NETWORK OUT-OF-NETWORK 
Inpatient 
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Autism Behavioral Therapy  

Combined with outpatient mental health visits 

Refer to MBH Outpatient Mental 
Health 

Refer to MBH Outpatient Mental 
Health 

Autism Applied Behavior Analysis  Refer to MBH Outpatient Mental 
Health 

Refer to MBH Outpatient Mental 
Health 

Autism Physical Therapy 
Visits combined with Short Term Rehabilitation. 

20%; after deductible 50%; after deductible 

Autism Occupational Therapy 
Visits combined with Short Term Rehabilitation. 

20%; after deductible 50%; after deductible 

Autism Speech Therapy 
Visits combined with Short Term Rehabilitation. 

20%; after deductible 50%; after deductible 

Durable Medical Equipment 20%; after deductible 20%; after deductible  
Orthotics 20%; after deductible 50%; after deductible  
Diabetic Supplies  Covered same as any other medical 

expense. 
Covered same as any other medical 
expense. 

Affordable Care Act mandated 
Women's Contraceptives 

Covered 100%; deductible waived Covered same as any other expense. 

Women's Contraceptive drugs and 
devices not obtainable at a 
pharmacy 

Covered 100%; deductible waived Covered same as any other medical 
expense. 

Vision Eyewear Not Covered Not Covered 

Transplants 20%; after deductible 
Preferred coverage is provided at an 
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PHARMACY IN-NETWORK OUT-OF-NETWORK 

Generic Drugs 
Retail $15 copay 20% of submitted cost; after 

applicable copay 
Not Applicable Mail Order $30 copay 

Preferred Brand-Name Drugs 
Retail $40 copay 20% of submitted cost; after 

applicable copay 
Mail Order $80 copay Not Applicable 

Non-Preferred Brand-Name Drugs 
Retail $80 copay 20% of submitted cost; after 

applicable copay 
Mail Order 
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• All medical and hospital services not specifically covered in, or which are limited or excluded by your plan documents.
• Cosmetic surgery, including breast reduction.
• Custodial care.
• Dental care and dental X-rays.
• Donor egg retrieval
• Experimental and investigational procedures, except for coverage for medically necessary routine patient care costs
for members participating in a cancer clinical trial.
• Hearing aids
• Home births
• Immunizations for travel or work, except where medically necessary or indicated.
• Implantable drugs and certain injectable drugs including injectable infertility drugs.
• Infertility services, including artificial insemination and advanced reproductive technologies such as IVF, ZIFT, GIFT,
ICSI and other related services, unless specifically listed as covered in your plan documents.
• Long-term rehabilitation therapy.
• Non-medically necessary services or supplies.
• Outpatient prescription drugs (except for treatment of diabetes), unless covered by a prescription plan rider and over
the-counter medications (except as provided in a hospital) and supplies.
• Radial keratotomy or related procedures.
• Reversal of sterilization.
• Services for the treatment of sexual dysfunction/enhancement, including therapy, supplies or counseling or
prescription drugs.
• Special duty nursing.
• Therapy or rehabilitation other than those listed as covered.
• Weight control services including surgical procedures, medical treatments, weight control/loss programs, dietary
regimens and supplements, appetite suppressants and other medications; food or food supplements, exercise
programs, exercise or other equipment; and other services and supplies that are primarily intended to control weight or
treat obesity, including Morbid Obesity, or for the purpose of weight reduction, regardless of the existence of comorbid
conditions.
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