1.5 - we | I 4 i
Unrestricted Potentially nationwide Unrestricted Allof Puband FL; Parls Unrestricted
of NY and PA
100% for up to 365 days; " . -
day 366+ at 80% after 100% Subject to pre- O Sfte 5?00 pat h?spltal 100% Subject to pre- 7% allsx $?00 per hf}spltall
. . . i stay deductible Subject to il stay deductible Subject to
deductible. Includes pre- certification. . . certification. . .
; . pre-certification. pre-certification.
certification.
100% for up to 30 days per | 100% up to 120 days per | 70% for up to 60 days per 100% up to 120 days | 70% for up to 60 days per
confinement calendar year calendar year per calendar year calendar year
100% 100% 70% after deductible 100% 70% after deductible
Basic benefit at 100%;
balance at 80% after 100% 70% after deductible 100% 70% after deductible
deductible
100% after $10
80% after deductible; No | 100% after $15 copayment | 70% after deductible; No Pccgﬂzf*;?rea?trpe;g;or 70% after deductible; No
coverage for wellness care. per visit coverage for wellness care lerralroq! coverage for wellness care
Specialists visits and
some treatments.
100% after $15 per visit | 70% after deductible for up | 100% after $10 per visit | 70% after deductible for up
80% after deductible forup | copayment; 30 visits per |to 30 visits per calendar year| copayment; 30 visits per| to 30 visits per calendar
to 30 visits per calendar calendar year combined in-network and out] calendar year; no PCP | year combined in-network
year. of-network referral required and out-of-network

100% for accidental injury;
80% for all others after
deductible

All physician fees are paid at
80% after deductible

100% after $50 copayment if
reported within 48 hours

100% after $50 copayment if
reported within 48 hours; if
not reported within 48 hours,
subject to deductible and
coinsurance

100% after $25

copayment if reported to

PCP and/or NJ PLUS
within 48 hours

100% after $25 copayment

if reported to PCP and/or
NJ PLUS within 48 hours; if
not reported within 48
hours, subject to deductible
and coinsurance

100% after $15 copayment 100% after $10
Mot coviarad per visit (except for travel | 70% for children under 12 copayment per visit 70% for children under 12
and/or job related) months, after deductible | (except for travel and/or| months, after deductible
job related)
Basic benefits at 100%; $15 copayment for first $10 copayment for first
balance at 80% after prenatal office visit then 70% after deductible prenatal office visit then 70% after deductible
deductible 100% covered 100% covered
Not covered 100% after $15. ti:npayment Not covered 1003%:aftae $ﬂ.] . Not covered
per visit copayment per visit
Not covered 100% after $1§ t:,npawnent Nt eavorai 100% after $10 per visit NGtasvisiad
per visit copayment




Services and supplies
covered with pre-approval;
60 visits in 61 days at 100%

Services and supplies
covered with pre-approval;
prior inpatient hospital stay
not required; nursing home
care or custodial care not

covered with pre-approval,
prior inpatient hospital stay
not required; nursing home

covered; subject to out-of-

Ser\ris andsuples
a

care or custodial care not

network insurance and

Services and supplies

covered with pre-
pproval; prior inpatient
hospital stay not

required; nursing home

care or custodial care

Services and supplies
covered with pre-approval;
prior inpatient hospital stay
not required; nursing home
care or custodial care not
covered; subject to out-of-
network insurance and

e not covered
deductible deductible
Asthma, chronic kidney | Asthma, chronic kidney
disease, chronic disease, chronic

Not applicable Vim N/A t_}bstructwe pulmonary gbstructwe pulmonary
disease, coronary artery| disease, coronary artery
disease, diabetes, heart| disease, diabetes, heart

failure failure
Must be ordered by a
Must be ordered by a doctor,| Must be ordered by a doctor,| Must be ordered by a doctor,| doctor, provided by an Must be ordered by a
RN or LPN; excludes | doctor, provided by an RN

provided by an RN or LPN;

excludes care that can be

provided by hosiptal staff or

home health care aides;

excludes assistance with
daily activies

provided by an RN or LPN;

excludes care that can be

provided by hosiptal staff or

home health care aides;

excludes assistance with
daily activies

provided by an RN or LPN;

excludes care that can be

provided by hosiptal staff or

home health care aides;

excludes assistance with
daily activies

care that can be

provided by hosiptal staff

or home health care
aides; excludes

activies

assistance with daily

or LPN; excludes care that
can be provided by hosiptal
staff or home health care
aides; excludes assistance
with daily activies

Diagnosis covered;

Diagnosis covered;

Treatment covered with

Diagnosis covered;

Treatment covered with
limitations; subject to out-of:

treatment covered with p limitations; subject to out-of- :
limitations; subject to a treatm:?;titc;uﬁs;?‘ r:d vath network insurance and treatmlei:;tit:t:i\;ir:d wih network insurance and
coinsurance and deductible. deductible deductible
$100 per calendar year;
$100 per calendar year; :
$250 per calendar year None $200 per hospital admission None $200 pe.r hf:uspnal
admission
Employee $250 per year, .
plus $250 for all other $250 per calendar year; §250 par calendaf o
None p . None $200 per hospital
$200 per hospital admission admission

dependents in aggregate.
Max - $500 per family




80% after deductible

70% after deductible

100%

70% after deductible

100% 100% 70% after deductible 100% 70% after deductible
0,
80% afier deductible | 100% after $1Scopayment | e gy deductible 100% after $10. 70% after deductible
per visit copayment per visit

The SHBP Employee Dental

Plans are offered to active State employees as a separate dental benefit. These plans fall under one of two basic

SE |types: the indemnity style Dental Expense Plan, and one of several Dental Plan Organizations (DPQOs). For more information about the SHBP

Employee Dental Plans, see

the SHBP Employee Dental Plans Member Handbook

80% after deductible; some
charges paid at 100%

100%

70% after deductible

100%

70% after deductible

For each 30-day supply received at a retail pharmacy, the copayments will be $3 for generic drugs and $10 for brand name
prescription drugs. Mail order copayments for up to a 90-day supply are $5 for generic drugs and $15 for brand name prescriptions
drugs. ( If member elects to use a brand name when a generic is available, copay will be $25 retail, or $40 mail order, unless the
member is medically unable to take the generic.)

Employee Prescription Drug Plan benefits are available through a participating retail pharmacy or through the Caremark mail order service.

For more information about the Employee Prescription Drug Plan, copayment amounts, and specific benefits, see the Employee Prescription

|Drug Plan Member Handbook

None

100% after $15 copayment;
one exam per calendar year,
no referral needed

None

100% after $10
copayment; one exam
per calendar year, no

referral needed

None

Same as any other illness

Same as any other illness

Same as any other illness

Same as any other

Same as any other illness

illness
Same as any other illness | Same as any other iliness | Same as any other illness Sana ;';;::sr;y othor Same as any other illness
Same as any other iliness 100%, no visit limit 70% after deductible 100%, no visit limit 70% after deductible
Same as any other illness 100%, no visit limit 70% after deductible 100%, no visit limit 70% after deductible
100% for 20 days per - 100% up to 25 days per
calendar year; balance at W05up o 2_5 tetys pes 50 days per calendar year at| calendar year; balance b0 cays per calenda}r el
" calendar year; balance at N . at 50% after deductible up
80% after deductible up to o 50% after deductible up to at 90% up to annual -
; 90% up to annual and/or - . g to annual lifetime
annual and/or lifetime iy ; annual lifetime maximums and/or lifetime 9
; lifetime maximums ; maximums
maximums maximums
- - = -
80% after deducll_ble. up to 90% up to annual andfor 70% after deduct!ble-_ up to 90% up to annual andfor 70% after deduch_ble_ up to
annual and/or lifetime il . annual and/or lifetime g X annual and/or lifetime
. lifetime maximums . lifetime maximums .
maximums maximums maximums




$400 per calendar year
coinsurance + $250
deductible

$400 per calendar year
(coinsurance only)

$2,000 per calendar year
(coinsurance only)

$400 per calendar year
{coinsurance only)

$2,000 per calendar year
(coinsurance only)

$400 X number of
dependents + deductibles of
$250 for employee + $250
for all other dependents in

aggregate

$1,000 per calendar year
(coinsurance only)

$5,000 per calendar year
(coinsurance only)

$1,000 per calendar
year (coinsurance only)

$5,000 per calendar year
(coinsurance only)

$1,000,000 lifetime (major
medical expense only);
$10,000 annual mental
health - $20,000 lifetime

mental health; up to $2,000

restoration feature each

ear, up to $20,000°

Unlimited; $15,000 annual
mental health; $50,000
lifetime mental health; up to
$2,000 restoration feature

each year, up to $50,000°

$1,000,000 lifetime (major
medical expense only);
$15,000 annual mental
health; $50,000 lifetime
mental health; up to $2,000
restoration feature each year

Unlimited; $15,000
annual mental health;
$50,000 lifetime mental
health; up to $2,000
restoration feature each

year, up to $50,000°

$1,000,000 lifetime (major
medical expense only);
$15,000 annual mental
health; $50,000 lifetime

mental health; up to $2,000
restoration feature each




