Group Health Benefits:

Self-insured



HMO

	Service/Plan Provision
	Benefit/Coverage
	Benefit/Coverage

	Waiting Period


	90 Days
	90 Days

	Deductible
	Individual  $200 per year

Family      $400 per year  (cumulative family total)

Last Quarter carryover applies.
	 None

	Out Of Pocket Feature
	$2,000 per person per year (coverage converts to 100% for remainder of year).
	None

Co-payments always apply

	Medical Services

Office Visit

Consultation/Specialists Visit
	80% of PPO or R/C

80% of PPO or R/C
	$10 per visit

$20 per visit

	Hospital Services - Elective

Inpatient

Outpatient
	80% of PPO or R/C

80% of PPO or R/C
	$150 per admission

$  50 per admission

	Physician Surgical Services

Inpatient Hospital

Outpatient Facility

Physician’s Office

Anesthesia 
	80% of PPO or R/C

80% of PPO or R/C

80% of PPO or R/C

80% of PPO or R/C
	$25 per surgery

$10 per surgery

$10 per visit

$50 per surgery

	Emergency Services 

(within Service Area)

Physician’s Services

Emergency Room

Ambulance

Urgent Care Facility

Hospital Admission
	80% of PPO or R/C

80% of PPO or R/C

80% of PPO or R/C

80% of PPO or R/C

80% of PPO or R/C
	$  25 per visit

$  50 per visit*

$  50 per trip

$  20 per visit

$150 per admission

*Waived if admitted

	Emergency Services

(Outside Service Area)

Physician’s Services

Emergency Room

Ambulance

Urgent Care Facility

Hospital Admission
	80% of PPO or R/C

80% of PPO or R/C

80% of PPO or R/C

80% of PPO or R/C

80% of PPO or R/C
	$  50 per visit

$  75 per visit*

$  50 per trip

$  40 per visit

$150 per admission

*Waived if admitted

	Non-Emergency Services

(Outside Service Area)

Any medical
	80% of PPO or R/C
	None


	Diagnostic Services

Routine Laboratory

Routine X-ray
	80% of PPO or R/C

80% of PPO or R/C
	$10 per visit

$10 per visit

	Dependent Coverage

Spouse

Child Under age 19

Child between age 19 and 23
	Yes

Yes

Full Time Student or living with parent and dependent upon you for 50% of support.
	Yes

Yes

Must be Full Time Student and provide proof from Registrar each semester. 

	Prescriptions


	100% coverage – Generic

  80% coverage – Brand

Medications are not subject to the deductible.
	$  7.00 Preferred Generic

$30.00 Preferred Brand w/o generic equivalent

$50.00 Non-Preferred Generic/Brand 


Group Dental Benefits:

     Self-insured


HMO
	Waiting Period
	90 Days
	90 Days

	Preventive Dental
	100% of R/C
	No charge

	Restorative Services
	80 % of R/C after Deductible
	$5 to $100 per tooth co-pay depending on service.

	Endodontics
	80% of R/C after Deductible
	$5 to $100 per tooth co-pay depending on service.

	Periodontics
	80% of R/C after Deductible

$2,500 lifetime maximum
	$25 per quadrant or 50% of charges depending on service.

	Prosthodontics
	50% of R/C after Deductible
	$5 to $150 per unit co-pay depending on service.

	Oral Surgery

Simple extraction

Oral surgical procedures
	80% of R/C after Deductible

100% of R/C
	$5 per tooth

50% of charges

	Orthodontia
	50% no age limitations

$3,000 lifetime maximum
	50% of charges from age 8 up to 19th birthday

	Calendar Year Maximum
	$2,500 per person
	$1,500 per person

	Dental Deductible

Individual

Family
	$50 per year

$150 per year cumulative family total
	None

None


PPO - Preferred Provider Organization 

R/C - Reasonable and Customary 
Other Benefits:

Vision 

Short Term Disability 

Long Term Disability (Non-Union Employees only)

Basic Life 

Supplemental Life 

