
 Group Number: 2014 
    

 Tier 1  Tier 2  Tier  3  

Select Providers  PPO Providers  Non - Participating 

Providers  

Deductible  

For one Member per Calendar  Year  $250  $500  $750  

For an entire Family per Calendar  Year  $750  $1,500  $2,250  
Out-of -Pocket Maximum (All Deductible, Copayment, and Coinsurance amounts count toward the Out of Pocket 
Maximum, unless otherwise noted. The amounts you pay for covered Services that count toward the Out of Pocket 

Maximum in Tier 1 and Tier 2 cross accumulate. This means that the amounts you pay for covered Services in Tier 1 

Tests (outpatien t)  You Pay  

Preventive tests  $0 $0 

45% Coinsurance 

after Deductible  

Laboratory  

$20 per department 

v i s i t  

$30 per 

department visit  

45% Coinsurance 

after Deductible  

X-ray, imaging, and special diagnostic procedures 

$20 per department 

v i s i t  

$30 per 

department visit  

45% Coinsurance 

after Deductible  

CT, MRI, PET scans  

$100 per department 

v i s i t  

30% 

Coinsurance 

after Deductible  

45% Coinsur ance 

after Deductible  

Medications (outpatient)  You Pay  
Prescription drugs ( up to a 30 day s upply)  

 

$20 generic/$40 

preferred brand/$60 

non-preferred brand 

At MedImpact Pharmacy:  

$20 generic/$40 preferred brand/$60 

non - preferred brand  

Mail Order Prescription drugs ( up to a 90 day supply  

at Select Provider pharmacies )  

$40 generic/$80 

preferred brand/$120 

non - preferred brand  

Refer to Tier 1, Select Provider, 

benefit for all mail order.  








