O ON |

UNTFHD FIRE AUTTTHOREEY

E} select:care*

SIGNATURE

CONDENTONS ANDLIMEEA TTONS
Lifetime Maximum Plan Payment - Per Person
Pre-Existing Conditions (PEC)

Benefit Accumulator Period

Maximum Annual Out-of-Network Payment - (per plan year)

NP AT DR CE e ABNIYALE D AT O - ORI |
Self Only Coverage, 1 person enrolled - per plan year

Deductible

Qut-of-Pocket Maximum
Family Coverage, 2 or more enrolled - per plan year

Deductible - per person/family

Out-of-Pocket Maximurn - per person/family
(Medical and Phammacy Included in the Out-of-Pocket Maximum)
INPATTENT SEERN I s

Medical, Surgical and Hospice'
Skilled Nursing Facilit;y4 - Up to 60 days per plan year
[npatient Rehab Therapy: Physical, Speech, Occupal:iorml4
Up to 40 days per plan year for all therupy types combined
PROPESSHONA L SN Bl
Office Visits & Minor Office Surgeries

Primary Care Provider (PCP)]

Secondary Care Provider (SCP)!

Allergy Tests

Allergy Treatment and Serum

Major Surgery

Physician's Fees - (Medical, Surgical, Maternity. Anesthesia)
PRENENTIVE SERVICESAS OU TRINED BY THE AMCA
Primary Care Provider (PCP)
Secondary Care Provider (SCP)I

Adult and Pediatric Immunizations

Elective Immunizations - herpes zoster (shingles), rotavirus

Diagnostic Tests: Minor
Other Preventive Services
VISTON SERVICTES
Preventive Eye Exams
All Other Eye Exams

OV FPATTENT SERVIC TS
Outpatient Facility and Ambulatory Surgical
Ambulance (Air or Ground) - Emergencies Only

Emergency Room - (Pariicipating facility)

Emergency Room - (Nonparticipating facility)

Intermountain lustaCare® Tacilities, Urgent Care Facilities
Intermountain KidsCare® Fagilities, Intermountain Connect Care®
Chemotherapy, Radiation and Dialysis

Diagnostic Tests: Minot®

Diagnostic Tests: Mujor2

Home Health, Hospice, Outpatient Private Nurse

Outpatient Rehab Therapy: Physical, Speech, Occupational

Up to 20 visits per plan year for each therapy type

(In-Network)

to pay the amounis in this column.

MEMBER PAYMENT SUMNMARY
PARTICIPATING

When using participating providers, you are responsible

NONPARTICIPATING
(Out-of-Networlk)

‘When using nonparticipating providers, you are

resporuible 10 pay the amounts in this column.

None

None
plan year

PARTICIPA TING

$1,000
$3,000

$1000/$2000
$3000/$6000

PARTICIPATING

20% afier deductible
20% after deduclible
20% after deductible

PARTICTEA DING

$15
$20
See Office Visits Above
20%
20%

20% after deductible
PARTICTEA N ING
Covered 100%
Covered 100%

Covered 100%
Covered 100%
Covered 100%
Covered 100%
PARVICIPAYTING
Covered 100%
$20
PARTICIPATING
20% after deductible
20% aftcr deductible
$75 after deductible
$75 after deductible
$30
$15
20% after deductible
Covered 100%
20% after deductible
20% after deductible
$20 after deductible

NONPARTICTPA TING

$2,000
$6,000

$2000/84000
$6000/$12000

SOMNPAR THCTA TIMNG
40% after deductible
40% after deductible
40% after deductible

SNONPARICIPAVING

40% afier deductible
40% after deductible
Not Covered
Not Covered
40% after deductible
40% after deductible
SNEONPARTICITPA T NG
Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered
NONPARTICIPATING

Not Covered
40% after deductible
NONPARTICIPATING

40% after deductible
See Participating Benefit
See Participating Benefit
See Participating Benefit

40% aficr deductible

40% afier deductible

40% afier deductible

40% after deductible

40% after deductible

40% afler deductible

40% after deductible
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q Se I eCt o Ca re” PARTICIPATING NONPARTICIPATING

SIGNATURE (In-Network) (Out-of-Network)

NONPARTICTPATING

PARTICIPAVING

MISCELLANEOL S SERVICES

Durable Medical Equipment (DME) 20% after deductible 40% after deductible
Miscellaneous Medical Supplies (MM S)3 20% after deductible 40% after deductible
Autism Spectrum Disorder See Professional, Inpatient, Outpatient, or | See Professional, Inpatient, Outpatient, or
Applied behavior analysis and behavioral health services up to 830,000 or Mental Health and Chemical Dependency | Mental Health and Chemical Dependency
600 hours/plan year, whichever is greater Services Services
Maternity and Adoption4 6 See Professional, Inpatient or Outpatient 40% afier deductible
Cochlear Implams4 See Professional, Inpatient or Outpatient Not Covered
Infertility - Select Services *50% after deductible Not Covered
(Max Plan Payment $1,500/ plan year; $5,000 lifetime)
Donor Fees for Covered Organ Tremsplants4 20% after deductible Not Covered
TMIJ (Temporomandibular Joint) Services - Up to $2,000 lifetime See Professional, Inpatient or Outpaticnt Not Covered

OPTTONAL BENEETS PARTICIPALING NONPARICIPATING

Mental Health and Chemical Dependency

Office Visits 315 40% after deductible
Inpatient 20% after deductible 40% after deductible
Outpatient 20% 40% after deductible
Residential Treatment’ 20% after deductible 40% afier deductible
Chiropractic - In Utah call 800-678-9133, in Idaho use BrightPath, *$15 (up to 20 visits per plan year) Not Covered
outside Utah and [daho use MultiPlan/PHCS
Injectable Drups and Specialty Medications’ 20% after deductible 40% after deductible
Prescription Drug List (formulary) RxSelect™
Prescription Drugs - Up to 30 Day Supply of Covered Medications !
Tier 1 $10
Tier 2 $25
Tier 3 $45
Tier 4 $100
Maintenance Drugs - 90 Day Supply (Mail-Order, Retail90 o )-selected drugs )
Tier | 310
Tier 2 $50
Tier 3 $135
Generic Substitution Required Generic required or must pay copay plus cost

difference between name brand and generic

To remain compliant with state and federal regulations including the Affordable Care Act (ACA), these benefits are subject to change.

1 Refer to selecthealth.org/findadoctor to identify whether a provider is a primary or secondary care provider.

2 Refer to your Certtificatc of Coverage for more infonmation.

3 Frequency and/or quantity limitations apply to some preventive care and MMS services.

4 Preauthorization is required for the following: all inpatient services; certain injectable drugs and specialty medications; certain prescription drugs; certain DME items and
prosthetic items; certain mental health and chemical dependency services; maternity stays longer than two days for normal delivery or longer than four days for cesarean and
all deliveries outside of the service area; home health nursing; pain management/pain clinic services; outpatient private nurse; organ transplants; cochlear implants and
certain genetic tests. Benefits may be reduced or denied if you do not preauthorize certain services, Please refer to Section 11--"Healthcare Management", in your Certificate
of Coverage, for details.

5 All deductible/copay/coinsurance amounts are based on the allowed amounts and not on the providers billed charges. Nonpatticipating Providers or Facilitics have not
agreed to accept the Allowed Amount for Covered Services. When this occurs, you are responsible to pay for any charges that cxceed the amount that SelectHealth pays for
Covered Services, These fees are called Excess Charges, and they do not apply to your Qut-of-Pocket Maximum.

6 SclectHealth provides a $4000 adoption indemnity as outlined by the state of Utah. Medical deductible, copay, or coinsurance listcd under the benefit applies and may
exhaust the benefits prior to auy plan payments.

* Not applied to Medical out-of-pocket maximum.

All covered services obtained outside the United States, except for routine, urgent, or emergency conditions require preauthorization.

To contact Member Services, call 800-538-50318 weekdays, from 7:00 a.m. to 8:00 p.m., Saturdays, from 9:00 a.m. to 2:00 p.m. TTY users should call 711,

Select Care Plus benefits are administered and underwritten by SelectHealth,

MPS-PLUS 01/01/17
03/08/17 selecthealth.org



