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Medical Plans
Comparlson Chart




MEDICAL PLANS

Anthem PPO
CoreChoice $4,000 Deductible Bronze Plan

Option 1

Anthem PPO

CoreChoice $3,000 Deductible Base Plan

Option 2

Anthem PPO

CoreChoice $0 Deductible Bronze Plan

Option 3

Anthem PPO
CoreChoice $2,500 Deductible Silver Il Plan

Option 4

Anthem BlueCard

Unlimited

Deductible

Type

Individual Calendar Year

Family $4,000

Co-insurance $10,000

20%

Out of Pocket Maximum

Individual

Family $9.100
$18,200

Physician Office Visit

Preventive Care

Office Visit - Primary

Office Visit - Specialist

Lab / X-ray

Complex Imaging (CT, MRI, PET Scans)
Outpatient Mental Health

Inpatient Mental Health

Hospital Services
Inpatient Surgery
Outpatient Surgery

100% covered
$45 copay
$45 copay
$30 copay / 20% after deductible
20% after deductible
$45 copay
20% after deductible

20% after deductible
20% after deductible

Emergency Room $350 copay

Urgent Care $45 copay
Prescription Drug Coverage

Deductible None

Retail | Mail-Order

Tier] $10 copay $25 copay
ien2 $50 copay $87 copay
Tiers $75 copay $175 copay
Tier 4 Not Covered Not Covered

Deductible

Individual $5,000
Family $15,000
Co-insurance 50%

Out-of-Pocket Maximum

Individual $13,500

Family $36’OOO
Employee Only $1163.80
Employee + Spouse $2,277.00
Employee + Single Child $1,729.20

Employee + Children / Family $2,643.30

IN-NETWORK BENEFITS

Anthem BlueCard

Unlimited

Calendar Year
$3,000
$6,000

50%

$5,350
$10,700

100% covered
50% after deductible
50% after deductible
50% after deductible
50% after deductible

Not covered
Not covered

50% after deductible
50% after deductible
50% after deductible
50% after deductible

Anthem BlueCard

Unlimited

Calendar Year
$0
$0
40%

$7,350
$14,700

100% covered
40% co-insurance
40% co-insurance
40% co-insurance
40% co-insurance
40% co-insurance
40% co-insurance

40% co-insurance
40% co-insurance
40% co-insurance
40% co-insurance

None None
$10 copay $25 copay 40% co-insurance 40% co-insurance
$35 copay $87.50 copay 40% co-insurance 40% co-insurance
$70 copay $175 copay 40% co-insurance 40% co-insurance

Not Covered Not Covered Not Covered Not Covered

OUT-OF-NETWORK BENEFITS
Not Covered Not Covered

Not Covered Not Covered
N/A N/A

Not Covered
Not Covered

Not Covered
Not Covered

MONTLY RATES*
$1,016.40 $1,181.40
$1,833.20 $2,193.40
$1,601.60 $1,896.40
$2,346.30 $2,641.10

Anthem BlueCard

Unlimited

Calendar Year
$2,500
$7,500

20%

$9.100
$18,200

100% covered
$30 copay
$30 copay
$30 copay / 20% co-insurance after deductible
20% after deductible
$30 copay
20% after deductible

20% after deductible
20% after deductible
$200 copay
$30 copay

None

$10 copay $20 copay

$50 copay $100 copay
$100 copay $200 copay
Not Covered Not Covered

$5,000
$15,000
50%

$13,500
$36,000

$1,412.90
$2,544.25
$1,982.81

$3,054.65



MEDICAL PLANS

Anthem PPO
CoreChoice $1,000 Deductible Gold Plan

Option 5

Anthem PPO
CoreChoice $0 Deductible ASO Plan

Option 6

Anthem PPO
CoreChoice $6,000 Deductible HSA Plan

Option 7

Lifetime Maximum

Deductible
Type
Individual
Family
Co-insurance

Out of Pocket Maximum
Individual
Family

Physician Office Visit

Preventive Care

Office Visit - Primary

Office Visit - Specialist

Lab / X-ray

Complex Imaging (CT, MRI, PET Scans)
Outpatient Mental Health

Inpatient Mental Health

Hospital Services
Inpatient Surgery
Outpatient Surgery
Emergency Room
Urgent Care

Prescription Drug Coverage
Deductible

Retail | Mail-Order

Tier1

Tier 2

Tier 3

Tier 4

Deductible
Individual
Family
Co-insurance

Out-of-Pocket Maximum
Individual
Family

Employee Only
Employee + Spouse

Employee + Single Child

Employee + Children / Family

Anthem BlueCard

Unlimited

Calendar Year
$1,000
$2,000

20%

$9,100
$18,200

100% covered
$40 copay
$40 copay

20% co-insurance
20% co-insurance
$40 copay
20% co-insurance

20% co-insurance
20% co-insurance
$350 copay
$40 copay

None

$10 copay $25 copay

$35 copay $87 copay

$75 copay $175 copay
Not Covered Not Covered

$7,500
$15,000
50%

$15,000
$30,000

$1,584.94
$2,915.15
$2,285.53

$3,556.45

IN-NETWORK BENEFITS
Anthem BlueCard

Unlimited

Calendar Year
$0
$0
30%

No limit
No limit

$10 copay for child / $25 copay for adult
$25 copay
$25 copay
$10 copay for office / $100 copay for hospital
$50 copay for office / $100 copay for hospital
$25 copay
$250 copay

$250 copay
$100 copay
$100 copay
$25 copay

None

$10 copay $20 copay

$35 copay $70 copay

$45 copay $90 copay
Not Covered Not Covered

OUT-OF-NETWORK BENEFITS

$1,500
$3,750
30%

No limit
No limit

MONTLY RATES*
$1,771.06
$3,304.35
$3,015.05

$3,918.15

Anthem BlueCard

Unlimited

Calendar Year
$6,000
$12,000

30%

$8,300
$16,600

100% covered
30% after deductible
30% after deductible
30% after deductible
30% after deductible

Not covered
Not covered

30% after deductible
30% after deductible
30% after deductible
30% after deductible

$2,500 / $5,000
Copays After Deductible Met
$10 copay $25 copay
$35 copay $87.50 copay
$70 copay $175 copay
Not Covered Not Covered

Not Covered
Not Covered
N/A

Not Covered
Not Covered

$1,001.00
$1,865.60
$1,540.00

$2,348.50



MINIMUM VALUE PLANS

First Health PPO
Copay Gold Plan

Option 8

First Health PPO

Copay Silver Plan

Option 9

First Health PPO

Copay Bronze Plan

Option 10

Lifetime Maximum

Deductible
Type
Individual
Family

Out of Pocket Maximum***
Individual
Family

Physician Office Visit

Preventive Care

Office Visit - Primary*

Office Visit - Specialist*

Telehealth

Lab / X-ray*

Complex Imaging (CT, MRI, PET Scans)*
Outpatient Mental Health*

Inpatient Therapy *

Hospital Services
Inpatient Facility*
Inpatient Surgery*
Outpatient Office Visit*
Outpatient Surgery*
Emergency Room*
Urgent Care

Prescription Drug Coverage
Deductible

Retail | Mail-Order

Tier 1

Tier 2

Tier 3

Tier 4

Prescription Drug Coverage**

Out of Pocket Maximum ***

Employee Only
Employee + Spouse

Employee + Child(ren)

Employee + Family

First Health Network

Unlimited

Calendar Year
$0
$0

$6,000
$12,000

100% covered
$25 copay
$35 copay
$0 copay
$35 copay

$375 copay
$35 copay
$750 copay

$750 copay
$375 copay
$50 copay
$375 copay
$375 copay
$35 copay

$500

$0 copay $0 copay
20% co-insurance 20% co-insurance
20% co-insurance 20% co-insurance
Not Covered Not Covered

PLAN BENEFITS
First Health Network

Unlimited

Calendar Year
$0
$0

$7,000
$14,000

100% covered
$35 copay
$50 copay
$0 copay
$50 copay

$500 copay
$50 copay
$1,000 copay

$1,000 copay
$500 copay
$70 copay
$500 copay
$500 copay
$50 copay
$250
$0 copay $0 copay
30% co-insurance 30% co-insurance
30% co-insurance 30% co-insurance
Not Covered Not Covered

MINIMUM VALUE PLAN DETAILS

First Health Network

Unlimited

Calendar Year
$0
$0

$8,000
$16,000

100% covered
$50 copay
$75 copay
$0 copay
$75 copay

$750 copay
$75 copay
$1,500 copay

$1,500 copay
$750 copay
$100 copay
$750 copay
$750 copay
$75 copay
$500
$0 copay $0 copay
40% co-insurance 40% co-insurance
40% co-insurance 40% co-insurance
Not Covered Not Covered

Plan coverages subject to visit and procedure limits per calendar year. For full coverage details, refer to plan brochure.

Prescription drugs regardless of tier will be limited to a $500 per month benefit for any 30-day fill and $1,500 for a 90-day supply.

Coverage is subject to plan limits and allowable claim amounts. Services not covered or exceeding plan limits may still be your responsibility.

$876.77
$1,380.83
$1,305.48

$1,724.53

MONTLY RATES*
$746.00
$1142.04
$1,142.10

$1,427.87

$614.60
$908.13
$864.85

$1,123.55



MINIMUM VALUE PLANS

First Health PPO
Copay Gold Plan

Option 8

First Health PPO

Copay Silver Plan

Option 9

First Health PPO

Copay Bronze Plan

Option 10

Primary Care Visit
Specialist Visit
Labs/X-Ray

Imaging (MRI/CT/PET)
Urgent Care
Emergency Room
Emergency Transport

Outpatient Procedure

Inpatient Hospital

Inpatient Surgery

Home Health Care

Rehab/PT/OT
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Mental Health Inpatient

Prenatal Vists

Tel alth
Annual Preventive Care

Children’s Eye Exam and Dental Checkup
Services Not Covered

8 per year

8 per year (combined with mental health)

5 per year

3 per year

4 per year

2 per year

1 per year

3 per year

10 days per year (combined with mental health
inpatient)

3 procedures per year

10 visits per year

8 visits per year

8 per year (combined with specialist visits)

10 days per year (combined with inpatient
hospitalization)

8 per year (combined with primary care visits)

ANNUAL SERVICE LIMITS

6 per year

6 per year (combined with mental health)

4 per year

2 peryear

3 per year

1 per year

1 per year

2 per year

7 days per year (combined with mental health
inpatient)

2 procedures per year

6 Vvisits per year

6 Visits per year

6 per year (combined with specialist visits)

7 days per year (combined with inpatient
hospitalization)

6 per year (combined with primary care visits)

SERVICE LIMIT DETAILS

4 per year

4 per year (combined with mental health)

3 per year

1 per year

2 per year

1 per year

1 per year

1 per year

5 days per year (combined with mental health
inpatient)

2 procedures per year

6 Vvisits per year

4 visits per year

4 per year (combined with specialist visits)

5 days per year (combined with inpatient
hospitalization)

NOT COVERED

All annual service limits listed above are per covered person per year.

All MV plans have unlimited 24/7 telehealth with $0 copay.

UNLIMITED SERVICES

Annual preventive care, screenings and immunizations are covered 100%.

Covered 100%

PLAN EXCLUSIONS

Skilled nursing care, hospice services, durable medical equipment (DME) and specialty medications are not covered on any MV plan.
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