Prevea360 Health Plan

HMD

SCHOOL DISTRICT OF KOHLER

Effective Date: 07/01/2020

Plan1-0
Product Type: Network
Plan Gode: HMOO04841/PHA02212

Deductible

52000 single / 54000 family

NIA

Coinsurance

0% coinsurance afier deduciible

NIA

Office Visit Charge (Primary/Specialist)

0% ceinsurance after deductible / 0% ¢einsurance
after deductible

Not Covered / Not Covered

Office Visit and Related Services

0% coinsurance after deductible

Not Covared

tion Copays unless otherwise noted)

Medical and Prescrip
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Preventive Services 50 copay Not Coverag
Deductible and Ceinsurance Limit $2000 single / 34000 family N/A
Maximum Qui-of-Pocket (Deductible and Coinsurance Limit plus $4000 single / $8000 family NIA

Diagnostic Services

0% coinsurance after deductible

Tier 1 520 copay Not Covered
Tier 2 345 copay Mot Covered
Tier 3 $70 copay Not Covered
Tierd 5100 copay Mot Covered
Tier 6 $200 copay Not Covered

Not Covered

CAT Scans/MRIMRA

Inpatient Hospital

0% coinsurance after deductible

Not Covered

0% coinsurance after deductible

Not Covered

Qutpatient Hospital

Urgent Care

0% colnsurance after deductible

0% coinsurance after deductible

Not Covered

0% coinsurance after deductible

Emergency Room Services (Copay Is waived if admitted}

S300 copay andfor 0% coinsurance after
deductibie

$300 copay andfor 0% colnsurance after
deductible

Ambulance

i

0% coinsurance after deductible

Mental Health Inpatient

0% coinsurance after deductible

0% coinsurance after deductible
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Not Covered

Mental Health Day Treatment Programs

0% coinsurance after deductible

Not Covered

Mentat Health Qutpatient

(% coinsurance after deductible

Not Covered

Durable Medical Equipment

0% coinsurance after deductible

Not Covered

Physical, Speech & Occupational Therapy

0% coinsurance after deduciible

Not Covered

Plan Special Features

Plan administered on a Contrast Year basis

Date Prepared:  05/01/20

This renewal plan includes prascription drug coverage that is creditable

Uniess otherwise noled, &l benefils are based on a Contract Year

This benefit summary Is a highfight of your benefits and should not be relied upon to fully disclose your coverage,
Piease review your Member Ceriificate of Coverage for an exact description of the services and supplies that are
covered, excluded, or Ilmited and other tarms and conditions of coverage. Your Member Certificale is avallable at

www.prevaa3si.com.




Prevea360 Health Plan

SCHGOL DISTRICT OF KOHLER
Effective Date: 07/01/2020

L

Plan3+«0
Product Type: PRPO

FPO

Plan Code: PPO03449/PHAD2209

Deductible

$2000 single / $4000 family

$4000 single / $8000 family

Coinsurance

0% colinsurance after deductible

20% coinsurance after daductible

Office Visit Charge (Primary/Specialist}

0% coinsurance afier deductible / 0% colnsurance
afler deductible

20% coinsurance after deductible / 20%
coinsurance after deductible

Office Visit and Related Services

0% coinsurance after deductible

20% coinsurance after degductible

Preventive Services

30 copay

20% ceinsurance afler deductible

Deductible and Coinsurance Limit

$2000 single f $4000 farnily

NfA

Maximum Out-of-Pocket (Deductible and Coinsurance Limit plus
Medical and Prescription Copays unless otherwise noted)

54000 single / $8000 family

$5250 single / $10500 family

Tier 1 320 copay 50% coinsurance
Tier 2 $45 copay 50% coinsurance
Tier 3 $70 copay Nat Covered
Tier 4 $100 copay 509 coinsurance
Tier 5 $200 copay Not Covered

Diagnostic Services

0% coinsurance after deductible

20% coinsurance after deductible

CAT Scans/MRI/MRA

Inpatient Hospital

0% coinsurance after deductible

G% coinsurance after deductible

20% coinsurance after deductible

20% coinsurance after deductible

Quipatient Hospital

0% coinsurance after deductible

20% ceinsurance after deductible

Urgent Care

0% coinsurance after deductible

0% ceinsurance after in-nefwork deductible

Emergency Room Services (Copay is waived if admitted)

$300 copay and/or 0% coinsurance after
deductible

$300 copay andior 0% coinsurance afler in-
network deductible

Ambulance

0% coinsurance after deductible

D% cainsurance after in-network deductible
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Mental Health Inpatient

0% coinsurance after deductible

20% colnsurance after deductible

Mental Health Day Treatment Programs

0% coinsurance after deductible

20% ceinsurance after deductible

Mental Health Cutpatient

0% coinsurance after deguctible

20% coinsurance after deductible

Dyurable Medical Equipment

0% coinsurance after deductible

20% coinsurance after deductible

Physical, Speech & QOccupational Therapy

0% consurance after deductible

20% coinsurance after dedictible

Plan Special Features

Plan administered on a Contract Year basis

Date Prepared:  05/01/20

This renewal plan includes prescription drug coverage that is creditable

Unless otherwise noted, ali benefits are based on a Contract Year

This benefit summary is a highlight of your benefits and shoule not be relied upon to fully disclose your coverage.
Please review your Member Ceriificate of Coverage for an exact description of the services and supplies that are
covered, excluded, or Iimitad and other tanms and condltions of caverage, Your Member Certificate is avallable at

ww preveadsd.com,
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