A

Health Plan

DANE COUNTY - Active
Effective Date: 01/01/2019

Plan1-0
Product Type: HMO
Plan Code: HMOO03BBS/PHAO1636

Medical Copays unless otherwise noted)

Beductible $100 single / $200 family NIA
Coinsurance 0% coinsurance after deductible N/A
85 copay ; Waived for dependents through age 18
Offica Visit Charge (Primary/Specialist) { $5 copay ; Waived for dependents through age Not Covered / Not Covered
18

Office Visit and Related Services 0% coinsurance after deduclible Not Covered
Preventive Services $0 copay Not Covered
Dreductible and Ceinsurance Limit §100 singte / $200 family N/A
Maximum Out-of-Pocket (Deductible and Coinsurance Limit plus $250 single / $500 family A

Diagnostic Services

$10 copay Not Covered
Tier 2 $20 copay Nel Covered
Tier3 840 copay Not Covered
Maximum Qut-of-Pocket Prescription Copays

0% coinsurance after deductible

Not Covered

CAT Scans/MRIIMRA

0% coinsurance after deductible

Not Covered

Urgent Care

== v . ..
Inpatient Hospital 0% coinsurance afier deductible Not Covered
Qutpatient Hospital 0% coinsurance afler deduclible Not Covered

$10 copay ; Walved for dependents through age
18 andfor 0% coinsurance afler deduclible

. -
$10 copay ; Walved for dependents through age
18 andfor 6% coinsurance after deductible

Emergency Room Services (Copay is walved if admitted)

350 copay and/or 0% colnsurance after deductible

$50 copay andfor 0% coinsurance afler deductitle

Ambulance

0% coinsurance after deductible

R

0% coinsurance after deductible

Mental Health Inpatient 0% coinsurance after deductible Not Covered
Mental Health Day Trealment Programs 0% coinsurance alter deduclible Not Covered
Mental Health Guipatient $5 copay : Walved for dependents through age 18 Not Covered
Durable Medical Equipment 0% coinsurance afler deduclible Not Covered
Physical, Speech & Occupational Therapy $5 copay per tnerapy type per day; Waived for Mot Covered

dependents through age 18

Plan Special Features

Date Prepared:  09/28/18

This renewal plan indludes preseription drug coverage Lhal is creditable

Uniess otherwise noted, all benefils are based on a Ceontract Year

This beneft summary is a highi:ght of your benefils and should not be refied upon {o fully disclose your coverage.
Pleasé revisw your Member Certficate of Coverage for an exacl description of the services and supplies thal are
covered, excluded, or limited and other terms and conditions of coverage. Your Member Certificals is available &t

www.deancare.com



