benefit summary

Independent

QP Health.

Group : CONSTRUCTION EXCHANGE OF WNY

Group Number:

| 16694H

Benefit | Encompass D D123

Outpatient Services : .

Office Visil $20

Aduit ITmmunizations $20

Well-Child Visits 50

rﬂcrgy Testing / Treatment $20

Chemotherapy $20

EKGs and Other Diagnostic Procedures $20

Biagnoslic X-rays %20 N
ﬁammogmm $0

Laboratory Testing, Including Pap Smears $0

Rehabilitation Therapies (physical, occupational, and $20

speech)

Qutpatient Surgical Procedures $75

Medical Eye Exam $20 -
ahimpractic Services $20

Maternity Services

Physician Services

Prenatal / delivery / postpartum covered in full

Inpatient Hospital Services $500
Hospital Services

Inpatient Hospital $500
Hospice $500
Emergency Services

Meadically Necessary Ambulance Transportation $50
Emergency Room $50
After Hours Care Center $35

Outpatient Mental Health Services

Mental Health
For short-term, medically necessary crisis intervention

50% copayment for up to 20 cutpatie

ni visits per member
per calendar year

Substance Abuse Treatment (visit limits apply)

Detoxification $500
Inpatient Rehabilitation Not covered
Qutpatient Treatment $20

Additional Services

Durable Medical Equipment

Covered at 50% coinsurance, with an annual allowance of
$1,000

Prosthetics and Appliances

50% copayment

Skilled Nursing Facility

Inpatient bencefit applies. (See contract/ riders for
limitations)

Home Care Services

$20

Diabetic Supplies and Services

Durable Medical Equipment (for treating Diabetes)
Insulin and Other Orai Agents

Up toa 30 day suﬁpl_v of outp;ltie'n_; diabetic medical
supplics {test strips, Syringes, ctc.)

%Primary care copayment applies
Primary care copayment (from the base contract), or your
prescription copayment applies, whichever is less.

Primary care copayment applics
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Vision Plan

Vision Coverage

Annual Refractive Examination

Standard Plastic Lenses

Lens Options

Frames

Contact Lenses

Laser Vis

ion Correction

Frequency Limitations

Preferred Vision Plan

Annual refractive examination: $20

Single Vision: $35
Bifocal: $50
Trifocal; $90
Lenticular: $90
Progressive: §1 00

UV Coating;: $12
Tint: $12
Standard Anti-Reflective: $45
Standard Polycarbonate: $35
Standard Scratch Resistance: $12
Other Services: 20% Discount

Frames: Member pays 50% of retatl price up to $130, and
80% of the balance (if any)
Conventional contact lenses: 15% discount (ap

matertals only) (Fitting and Follow-up are not a cov
benefit)

plies to
ered

jbenedt O
US. Laser Netwark for LASIK or PRK: 15% discount on
standard fees or 5% off promotional pricing

Examinations: Once every 12 months
Contact Lenses; Unlimited

Frames; Unlimited

Lenses: Unlimited

Dental Plan

Dental Coverage

L Not covered

Prescription Plan

Prescription Drug Coverage

Contraceptive drugs and devices

$10/ $30/ $100
Tier 1 oral contraceptives @ $0 copay

Additional Benefits

Out-of-network benefits

Deductible: $500/ $1,000
Coinsurance: 25%
Out-of-pocket maximunt: $2,000/ $4,000

Dependent Eligibility

E)epcndent Eligibility Extension

Toage 19

DPependents terminate at t
their eligibility expires.

he end of the month in which

Exclusions

ms such as television set rental a
unless medically necessary
v*Military-relatcd dis
ited for employm

Non-Medicare plans: lte
appliances*Cosmetic surgery,
procedures*Long-term p ysical therap
transfers*Physical examinations reques
diabetic supplics)*Dental surgery, treatment or care
apply ifgour group has inciuded a rider. All benefits of this
designed to highlight the benefits of the

condition exciusion rules. Ple
exclusions. It is NOT a contract &
Contract, attached Riders (if any)
approval from Independent Heal

, or Cettificate of Coverage.
th. Certain medical service

nd phone charges while an inEp
*Custodial care or rest cures*

ent, licensing, insurance, ca
omber discounts are availabl

plan and does not de
ase refer to the ™Medical Managemen
nd may be subject to change

atient in a Hospital*Hearing aid
xperimental medical

mete intrafallopin tube

atient medical supplies (except
?**Note: Certain exclusions may not
plan are subéect to coordination of benefits. This summary is
tail all benetits, limitations, exclusions or pre-existing,

" section for information on pre-existin condition

> For more detailed information, consult your Lroup Health
Certain medical services re?uire your physician to get rior

s require you to get pre-certification from Independent Health.

abilities*In-Vitro fertilization,

mp*Ou%S




