Plan Benefit Changes

IJJ UnitedHealthcare



UnitedHealthcare Select Plus and UnitedHealthcare Core
Platinum Plan Mapping

Prior to Jan. 1, 2020

Effective Jan. 1, 2020

Metalic Lovel . et
Select Plus / Core HDHP Plan 10/10% 10/10%
o | ewen | oo | ewor | Nowewon |

Annual Deductible? (individual/family) None $1,000/$2,000 None $1,000/$2,000
—_Of- imit3
?g‘;ﬂi}&ﬁ;’;ﬁ;’fkﬁ Limit $3,200/$6,400 $6,400/$12,800 $3,500/$7,000 $7,000/$14,000
Professional Services
Office Visits - PCP $10 50% after deductible $10 50% after deductible
Office Visits - Specialist $20 50% after deductible $25 50% after deductible
Laboratory* (standard) 10% 50% after deductible 10% 50% after deductible
Radiology* (standard) 10% 50% after deductible 10% 50% after deductible
Maternity Care® $10 50% after deductible $10 50% after deductible
Preventive Care Services No copayment No benefit No copayment No benefit
Hospitalization Services
Inpatient Hospital Benefits 10% 50% after deductible 10% 50% after deductible
Inpatient Physician Care 10% 50% after deductible 10% 50% after deductible
ﬁ‘gﬂ)ega’;‘:Lsg;%gﬁg'f'i'%g?gz) 10% 50% after deductible 10% 50% after deductible
Emergency Health Coverage
0, - 0, -
Emergency Services 10% plus $150 per Same as Network benefit 10% plus $150 per Same as Network benefit
occurrence deductible occurrence deductible
Urgent Care Services $50 50% after deductible $50 50% after deductible
Ambulance Services 10% Same as Network benefit 10% Same as Network benefit
Outpatient Services
Outpatient Surgery* 10% 50% after deductible 10% 50% after deductible
Durable Medical Equipment 10% 50% after deductible 10% 50% after deductible
E‘,Opr?g :'gg'\t/f‘sfseg’éfiz londar yoar) 10% 50% after deductible 10% 50% after deductible
l(g:rr]tggg/ss”?nri\f[fsfo $2,000 per lifetime) 10% 50% after deductible 10% 50% after deductible
Injections Received in a Physician's Office $10 50% after deductible $10 50% after deductible
Mental Health & Substance Use Disorder Services
Inpatient 10% 50% after deductible 10% 50% after deductible
Outpatient $10 50% after deductible $10 50% after deductible
Outpatient Prescription Drug Coverage
Calendar Year Deductible (individual/family) None None
Tier 1 $10 $10
Tier 2 $35 $35
Tier 3 $70 $70
Tier 4 10% up to $250 10% up to $250
Pediatric Dental & Vision Coverage®
Dental Exam (preventive/diagnostic) No copayment 20% No copayment 50% after deductible
Vision Exam (routine) No copayment 50% No copayment 50%
Glasses (frames & lenses) 10% 50% 10% 50%

1 Reimbursement for Non-Network services is based on a percentage of the published rates allowed by Medicare for the same or similar services.

2 When a member of a family unit satisfies the individual Deductible amount for the calendar year, no further deductible will be required for him or her for that calendar year. The per-occurrence deductible does not
apply to the Annual Deductible.

3 Member cost share, including office visits, annual deductible, per-occurrence deductible, coinsurance and pharmacy, apply to the Out-of-Pocket Limit.
4 The outpatient per-occurrence deductible may be waived for outpatient services received at a network independent, non-hospital-affiliated provider.

5 No copayment applies to physician office visits for prenatal care.

6 One routine vision exam and one pair of glasses per calendar year for children under age 19.



Select Plus and Core
Platinum Plan Mapping

Annual Deductible? (individual/family)

Annual Out-of-Pocket Limit®
(individual/family)

Professional Services
Office Visits - PCP

Office Visits - Specialist
Laboratory* (standard)
Radiology* (standard)
Maternity Care®
Preventive Care Services
Hospitalization Services
Inpatient Hospital Benefits
Inpatient Physician Care

Skilled Nursing Facility Care
(100 days per benefit period)

Emergency Health Coverage

Emergency Services

Urgent Care Services
Ambulance Services
Outpatient Services
Outpatient Surgery*
Durable Medical Equipment

Home Health Services

(Up to 100 visits per calendar year)

Infertility Services

(Benefits limited to $2,000 per lifetime)

Injections Received in a Physician's Office

Prior to Jan. 1, 2020

Mental Health & Substance Use Disorder Services

Inpatient

Outpatient

Outpatient Prescription Drug Coverage

Calendar Year Deductible (individual/family)

Tier 1
Tier 2
Tier 3
Tier4

Pediatric Dental & Vision Coverage®

Dental Exam (preventive/diagnostic)

Vision Exam (routine)

Glasses (frames & lenses)

$250/$500 $1,000/$2,000
$3,200/$6,400 $6,400/$12,800
$15 50% after deductible
$30 50% after deductible
20% after deductible 50% after deductible
20% after deductible 50% after deductible
$15 50% after deductible
No copayment No benefit
20% after deductible 50% after deductible
20% after deductible 50% after deductible
20% after deductible 50% after deductible
20% after deductible,
plus $150 per Same as Network benefit
occurrence deductible
$50 50% after deductible
20% after deductible Same as Network benefit
20% after deductible 50% after deductible
20% after deductible 50% after deductible
20% after deductible 50% after deductible
20% after deductible 50% after deductible
$15 50% after deductible
20% after deductible 50% after deductible
$15 50% after deductible
None
$10
$35
$70
10% up to $250
No copayment 20%
No copayment 50%
20% 50%

Effective Jan. 1, 2020

Select Plus / Core HDHP Plan 15/250/20% 15/250/20%
o e [ oo | ever | e |

$250/$500 $1,000/$2,000
$3,500/$7,000 $7,000/$14,000
$15 50% after deductible
$30 50% after deductible
20% after deductible 50% after deductible
20% after deductible 50% after deductible
$15 50% after deductible
No copayment No benefit
20% after deductible 50% after deductible
20% after deductible 50% after deductible
20% after deductible 50% after deductible
20% after deductible,
plus $150 per Same as Network benefit
occurrence deductible
$50 50% after deductible
20% after deductible Same as Network benefit
20% after deductible 50% after deductible
20% after deductible 50% after deductible
20% after deductible 50% after deductible
20% after deductible 50% after deductible
$15 50% after deductible
20% after deductible 50% after deductible
$15 50% after deductible
None
$10
$35
$70
10% up to $250
No copayment 50% after deductible
No copayment 50%
20% 50%

1 Reimbursement for Non-Network services is based on a percentage of the published rates allowed by Medicare for the same or similar services.
2 When a member of a family unit satisfies the individual Deductible amount for the calendar year, no further deductible will be required for him or her for that calendar year. The per-occurrence deductible does not

apply to the Annual Deductible.

3 Member cost share, including office visits, annual deductible, per-occurrence deductible, coinsurance and pharmacy, apply to the Out-of-Pocket Limit.
4 The outpatient per-occurrence deductible may be waived for outpatient services received at a network independent, non-hospital-affiliated provider.

5 No copayment applies to physician office visits for prenatal care.

6 One routine vision exam and one pair of glasses per calendar year for children under age 19.



Select Plus and Core
Platinum Plan Mapping

Annual Deductible? (individual/family)

Annual Out-of-Pocket Limit®
(individual/family)

Professional Services
Office Visits - PCP

Office Visits - Specialist
Laboratory* (standard)
Radiology* (standard)
Maternity Care®
Preventive Care Services
Hospitalization Services
Inpatient Hospital Benefits
Inpatient Physician Care

Skilled Nursing Facility Care
(100 days per benefit period)

Emergency Health Coverage

Emergency Services

Urgent Care Services
Ambulance Services
Outpatient Services
Outpatient Surgery*
Durable Medical Equipment

Home Health Services

(Up to 100 visits per calendar year)

Infertility Services

(Benefits limited to $2,000 per lifetime)

Injections Received in a Physician's Office

Prior to Jan. 1, 2020

Mental Health & Substance Use Disorder Services

Inpatient

Outpatient

Outpatient Prescription Drug Coverage

Calendar Year Deductible (individual/family)

Tier 1
Tier 2
Tier 3
Tier4

Pediatric Dental & Vision Coverage®

Dental Exam (preventive/diagnostic)

Vision Exam (routine)

Glasses (frames & lenses)

$250/$500 $1,000/$2,000
$3,200/$6,400 $6,400/$12,800
No copayment 50% after deductible
$75 50% after deductible
20% after deductible 50% after deductible
20% after deductible 50% after deductible
No copayment 50% after deductible
No copayment No benefit
20% after deductible 50% after deductible
20% after deductible 50% after deductible
20% after deductible 50% after deductible
20% after deductible,
plus $150 per Same as Network benefit
occurrence deductible
$50 50% after deductible
20% after deductible Same as Network benefit
20% after deductible 50% after deductible
20% after deductible 50% after deductible
20% after deductible 50% after deductible
20% after deductible 50% after deductible
No copayment 50% after deductible
20% after deductible 50% after deductible
No copayment 50% after deductible
None
$5
$35
$70
10% up to $250
No copayment 20%
No copayment 50%
20% 50%

Effective Jan. 1, 2020

Select Plus / Core HDHP Plan 250/20% 250/20%
[ e | ewex [ ewwewor | Newor | NorNewor

$250/$500 $1,000/$2,000
$3,500/$7,000 $7,000/$14,000
No copayment 50% after deductible
$75 50% after deductible
20% after deductible 50% after deductible
20% after deductible 50% after deductible
No copayment 50% after deductible
No copayment No benefit
20% after deductible 50% after deductible
20% after deductible 50% after deductible
20% after deductible 50% after deductible
20% after deductible,
plus $150 per Same as Network benefit
occurrence deductible
$50 50% after deductible
20% after deductible Same as Network benefit
20% after deductible 50% after deductible
20% after deductible 50% after deductible
20% after deductible 50% after deductible
20% after deductible 50% after deductible
No copayment 50% after deductible
20% after deductible 50% after deductible
No copayment 50% after deductible
None
$5
$35
$70
10% up to $250
No copayment 50% after deductible
No copayment 50%
20% 50%

1 Reimbursement for Non-Network services is based on a percentage of the published rates allowed by Medicare for the same or similar services.
2 When a member of a family unit satisfies the individual Deductible amount for the calendar year, no further deductible will be required for him or her for that calendar year. The per-occurrence deductible does not

apply to the Annual Deductible.

3 Member cost share, including office visits, annual deductible, per-occurrence deductible, coinsurance and pharmacy, apply to the Out-of-Pocket Limit.
4 The outpatient per-occurrence deductible may be waived for outpatient services received at a network independent, non-hospital-affiliated provider.

5 No copayment applies to physician office visits for prenatal care.

6 One routine vision exam and one pair of glasses per calendar year for children under age 19.



Select Plus and Core
Gold Plan Mapping

Metallic Level

Select Plus / Core HDHP Plan

Annual Deductible? (individual/family)

Annual Out-of-Pocket Limit®
(individual/family)

Professional Services

Office Visits - PCP
Office Visits - Specialist

Laboratory* (standard)

Radiology* (standard)

Maternity Care®
Preventive Care Services

Hospitalization Services
Inpatient Hospital Benefits

Inpatient Physician Care

Skilled Nursing Facility Care
(100 days per benefit period)

Emergency Health Coverage
Emergency Services

Urgent Care Services
Ambulance Services

Outpatient Services

Outpatient Surgery*

Durable Medical Equipment
Home Health Services

(Up to 100 visits per calendar year)

Infertility Services

(Benefits limited to $2,000 per lifetime)
Injections Received in a Physician's Office

Prior to Jan. 1, 2020

25/20% 25/30%

None

$7,000/$14,000

$25
$50

20% after $250 per-
occurrence deductible
20% after $250 per-

occurrence deductible

$25
No copayment

Mental Health & Substance Use Disorder Services

Inpatient
Outpatient

Outpatient Prescription Drug Coverage

Calendar Year Deductible (individual/family)

Tier 1
Tier 2
Tier3
Tier4

Pediatric Dental & Vision Coverage®

Dental Exam (preventive/diagnostic)

Vision Exam (routine)

Glasses (frames & lenses)

$1,000/$2,000

$12,000/$24,000

50% after deductible
50% after deductible
50% after deductible, plus

$250 per-occurrence
deductible

50% after deductible, plus
$250 per-occurrence
deductible

50% after deductible
No benefit

50% after deductible, plus

$0 $250 per-occurrence
deductible
$0 50% after deductible
$0 50% after deductible
20% after $250 per- )
A T i Same as Network benefit
$75 50% after deductible
$0 Same as Network benefit
50% after deductible, plus
9 ) b
occutroncs dedubte 8250 peroccurence
deductible
$0 50% after deductible
$0 50% after deductible
$0 50% after deductible
$25 50% after deductible
$0 50% after deductible
$25 50% after deductible
None
$15
$40
$80
25% up to $250
No copayment 20%
No copayment 50%
20% 50%

Effective Jan. 1, 2020

None

$6,500/$13,000

$25
$50

30% for independent,
non-hospital-affiliated
provider; 50% for hospital-
affiliated provider

30% for independent,
non-hospital-affiliated
provider; 50% for hospital-
affiliated provider

$25
No copayment

30%

30%
30%

30% after $250 per-
occurrence deductible

$75
30%

30% after $250 per-
occurrence deductible

$1,000/$2,000

$13,000/$26,000

50% after deductible
50% after deductible

50% after deductible

50% after deductible

50% after deductible
No benefit

50% after deductible

50% after deductible
50% after deductible

Same as Network benefit

50% after deductible
Same as Network benefit

50% after deductible, plus
$250 per-occurrence

deductible
30% 50% after deductible
30% 50% after deductible
30% 50% after deductible
$25 50% after deductible
30% 50% after deductible
$25 50% after deductible
None
$15
$40
$80
25% up to $250
No copayment 50% after deductible
No copayment 50%
30% 50%

1 Reimbursement for Non-Network services is based on a percentage of the published rates allowed by Medicare for the same or similar services.
2 When a member of a family unit satisfies the individual Deductible amount for the calendar year, no further deductible will be required for him or her for that calendar year. The per-occurrence deductible does not

apply to the Annual Deductible.

3 Member cost share, including office visits, annual deductible, per-occurrence deductible, coinsurance and pharmacy, apply to the Out-of-Pocket Limit.
4 The outpatient per-occurrence deductible may be waived for outpatient services received at a network independent, non-hospital-affiliated provider.

5 No copayment applies to physician office visits for prenatal care.

6 One routine vision exam and one pair of glasses per calendar year for children under age 19.



Select Plus and Core
Gold Plan Mapping

Metallic Level

Select Plus / Core HDHP Plan

Annual Deductible? (individual/family)

Annual Out-of-Pocket Limit®
(individual/family)
Professional Services
Office Visits - PCP

Office Visits - Specialist

Laboratory* (standard)

Radiology* (standard)

Maternity Care®
Preventive Care Services

Hospitalization Services

Inpatient Hospital Benefits

Inpatient Physician Care

Skilled Nursing Facility Care
(100 days per benefit period)

Emergency Health Coverage

Emergency Services

Urgent Care Services
Ambulance Services

Outpatient Services

Outpatient Surgery*

Durable Medical Equipment
Home Health Services

(Up to 100 visits per calendar year)

Infertility Services

(Benefits limited to $2,000 per lifetime)
Injections Received in a Physician's Office

Prior to Jan. 1, 2020

$250/$500
$6,000/$12,000

$25
$50

20% after deductible, plus
$250 per-occurrence
deductible

20% after deductible, plus
$250 per-occurrence
deductible

$25
No copayment

20% after deductible, plus
$250 per-occurrence
deductible

20% after deductible
20% after deductible

20% after deductible, plus
$250 per-occurrence
deductible

$75
20% after deductible

20% after deductible, plus
$250 per-occurrence

Mental Health & Substance Use Disorder Services

Inpatient
Outpatient

Outpatient Prescription Drug Coverage

Calendar Year Deductible (individual/family)

Tier 1
Tier 2
Tier3
Tier4

Pediatric Dental & Vision Coverage®

Dental Exam (preventive/diagnostic)

Vision Exam (routine)

Glasses (frames & lenses)

$1,000/$2,000
$12,000/$24,000

50% after deductible
50% after deductible

50% after deductible, plus
$250 per-occurrence
deductible

50% after deductible, plus
$250 per-occurrence
deductible

50% after deductible
No benefit

50% after deductible, plus
$250 per-occurrence
deductible

50% after deductible
50% after deductible

Same as Network benefit

50% after deductible
Same as Network benefit

50% after deductible, plus
$250 per-occurrence

deductible deductible
20% after deductible 50% after deductible
20% after deductible 50% after deductible
20% after deductible 50% after deductible
$25 50% after deductible
20% after deductible 50% after deductible
$25 50% after deductible
None
$15
$40
$80
25% up to $250
No copayment 20%
No copayment 50%
20% 50%

Effective Jan. 1, 2020

25/250/20% 25/500/20%

$500/$1,000
$6,500/$13,000

$25
$50

20% after deductible
forindependent, non-
hospital-affiliated provider;
40% after deductible for
hospital-affiliated provider

20% after deductible
forindependent, non-
hospital-affiliated provider;
40% after deductible for
hospital-affiliated provider

$25
No copayment

20% after deductible, plus
$250 per-occurrence
deductible

20% after deductible
20% after deductible

20% after deductible, plus
$250 per-occurrence
deductible

$75
20% after deductible

20% after deductible, plus
$250 per-occurrence
deductible

20% after deductible
20% after deductible

20% after deductible
$25

20% after deductible
$25

$1,000/$2,000
$13,000/$26,000

50% after deductible
50% after deductible

50% after deductible

50% after deductible

50% after deductible
No benefit

50% after deductible, plus
$250 per-occurrence
deductible

50% after deductible
50% after deductible

Same as Network benefit

50% after deductible
Same as Network benefit

50% after deductible, plus
$250 per-occurrence
deductible

50% after deductible
50% after deductible

50% after deductible
50% after deductible

50% after deductible
50% after deductible

$250/$500, does not apply to Tier 1

$15
$40
$80
25% up to $250
No copayment 50% after deductible
No copayment 50%
20% 50%

1 Reimbursement for Non-Network services is based on a percentage of the published rates allowed by Medicare for the same or similar services.
2 When a member of a family unit satisfies the individual Deductible amount for the calendar year, no further deductible will be required for him or her for that calendar year. The per-occurrence deductible does not

apply to the Annual Deductible.

3 Member cost share, including office visits, annual deductible, per-occurrence deductible, coinsurance and pharmacy, apply to the Out-of-Pocket Limit.
4 The outpatient per-occurrence deductible may be waived for outpatient services received at a network independent, non-hospital-affiliated provider.

5 No copayment applies to physician office visits for prenatal care.

6 One routine vision exam and one pair of glasses per calendar year for children under age 19.



Select Plus and Core
Gold Plan Mapping

Metallic Level

Select Plus / Core HDHP Plan

Annual Deductible? (individual/family)

Annual Out-of-Pocket Limit®
(individual/family)
Professional Services
Office Visits - PCP

Office Visits - Specialist

Laboratory* (standard)

Radiology* (standard)

Maternity Care®
Preventive Care Services

Hospitalization Services

Inpatient Hospital Benefits

Inpatient Physician Care

Skilled Nursing Facility Care
(100 days per benefit period)

Emergency Health Coverage

Emergency Services

Urgent Care Services
Ambulance Services

Outpatient Services

Outpatient Surgery*

Durable Medical Equipment
Home Health Services

(Up to 100 visits per calendar year)

Infertility Services

(Benefits limited to $2,000 per lifetime)
Injections Received in a Physician's Office

Prior to Jan. 1, 2020

$750/$1,500
$6,000/$12,000

$25
$50

20% after deductible, plus
$250 per-occurrence
deductible

20% after deductible, plus
$250 per-occurrence
deductible

$25
No copayment

20% after deductible, plus
$250 per-occurrence
deductible

20% after deductible
20% after deductible

20% after deductible, plus
$250 per-occurrence
deductible

$75
20% after deductible

20% after deductible, plus
$250 per-occurrence

Mental Health & Substance Use Disorder Services

Inpatient
Outpatient

Outpatient Prescription Drug Coverage

Calendar Year Deductible (individual/family)

Tier 1
Tier 2
Tier3
Tier4

Pediatric Dental & Vision Coverage®

Dental Exam (preventive/diagnostic)

Vision Exam (routine)

Glasses (frames & lenses)

$1,500/$3,000
$12,000/$24,000

50% after deductible
50% after deductible

50% after deductible, plus
$250 per-occurrence
deductible

50% after deductible, plus
$250 per-occurrence
deductible

50% after deductible
No benefit

50% after deductible, plus
$250 per-occurrence
deductible

50% after deductible
50% after deductible

Same as Network benefit

50% after deductible
Same as Network benefit

50% after deductible, plus
$250 per-occurrence

deductible deductible
20% after deductible 50% after deductible
20% after deductible 50% after deductible
20% after deductible 50% after deductible
$25 50% after deductible
20% after deductible 50% after deductible
$25 50% after deductible
None
$15
$40
$80
25% up to $250
No copayment 20%
No copayment 50%
20% 50%

Effective Jan. 1, 2020

25/750/20% 25/1000/20%

$1,000/$2,000
$6,500/$13,000

$25
$50

20% after deductible
forindependent, non-
hospital-affiliated provider;
40% after deductible for
hospital-affiliated provider

20% after deductible
forindependent, non-
hospital-affiliated provider;
40% after deductible for
hospital-affiliated provider

$25
No copayment

20% after deductible, plus
$250 per-occurrence
deductible

20% after deductible
20% after deductible

20% after deductible, plus
$250 per-occurrence
deductible

$75
20% after deductible

20% after deductible, plus
$250 per-occurrence
deductible

20% after deductible
20% after deductible

20% after deductible
$25

20% after deductible
$25

$2,000/$4,000
$13,000/$26,000

50% after deductible
50% after deductible

50% after deductible

50% after deductible

50% after deductible
No benefit

50% after deductible, plus
$250 per-occurrence
deductible

50% after deductible
50% after deductible

Same as Network benefit

50% after deductible
Same as Network benefit

50% after deductible, plus
$250 per-occurrence
deductible

50% after deductible
50% after deductible

50% after deductible
50% after deductible

50% after deductible
50% after deductible

$250/$500, does not apply to Tier 1

$15
$40
$80
25% up to $250
No copayment 50% after deductible
No copayment 50%
20% 50%

1 Reimbursement for Non-Network services is based on a percentage of the published rates allowed by Medicare for the same or similar services.
2 When a member of a family unit satisfies the individual Deductible amount for the calendar year, no further deductible will be required for him or her for that calendar year. The per-occurrence deductible does not

apply to the Annual Deductible.

3 Member cost share, including office visits, annual deductible, per-occurrence deductible, coinsurance and pharmacy, apply to the Out-of-Pocket Limit.
4 The outpatient per-occurrence deductible may be waived for outpatient services received at a network independent, non-hospital-affiliated provider.

5 No copayment applies to physician office visits for prenatal care.

6 One routine vision exam and one pair of glasses per calendar year for children under age 19.



Select Plus and Core
Gold Plan Mapping

Metallic Level

Select Plus / Core HDHP Plan

Annual Deductible? (individual/family)

Annual Out-of-Pocket Limit®
(individual/family)

Professional Services
Office Visits - PCP
Office Visits - Specialist

Laboratory* (standard)

Radiology* (standard)

Maternity Care®
Preventive Care Services

Hospitalization Services

Inpatient Hospital Benefits

Inpatient Physician Care

Skilled Nursing Facility Care
(100 days per benefit period)

Emergency Health Coverage

Emergency Services

Urgent Care Services
Ambulance Services

Outpatient Services

Outpatient Surgery*

Durable Medical Equipment
Home Health Services

(Up to 100 visits per calendar year)

Infertility Services

(Benefits limited to $2,000 per lifetime)
Injections Received in a Physician's Office

Prior to Jan. 1, 2020

$1,250/$2,500
$5,600/$11,200

No copayment
$75

30% after deductible, plus
$250 per-occurrence
deductible

30% after deductible, plus
$250 per-occurrence
deductible

No copayment
No copayment

30% after deductible, plus
$250 per-occurrence
deductible

30% after deductible
30% after deductible

30% after deductible, plus
$250 per-occurrence
deductible

$50
30% after deductible

30% after deductible, plus
$250 per-occurrence
deductible

30% after deductible
30% after deductible

30% after deductible

No copayment

Mental Health & Substance Use Disorder Services

Inpatient
Outpatient

Outpatient Prescription Drug Coverage

Calendar Year Deductible (individual/family)

Tier 1
Tier 2
Tier3
Tier4

Pediatric Dental & Vision Coverage®

Dental Exam (preventive/diagnostic)

Vision Exam (routine)

Glasses (frames & lenses)

30% after deductible
No copayment

$2,500/$5,000
$11,200/$22,400

50% after deductible
50% after deductible

50% after deductible, plus
$250 per-occurrence
deductible

50% after deductible, plus
$250 per-occurrence
deductible

50% after deductible
No benefit

50% after deductible, plus
$250 per-occurrence
deductible

50% after deductible
50% after deductible

Same as Network benefit

50% after deductible
Same as Network benefit

50% after deductible, plus
$250 per-occurrence
deductible

50% after deductible
50% after deductible

50% after deductible
50% after deductible

50% after deductible
50% after deductible

$100/$200, does not apply to Tiers 1 & 2

$50
$100
25% up to $250
No copayment 20%
No copayment 50%
30% 50%

Effective Jan. 1, 2020

1250/30% 1500/30%

$1,500/$3,000
$6,500/$13,000

No copayment
$75

30% after deductible
forindependent, non-
hospital-affiliated provider;
50% after deductible for
hospital-affiliated provider

30% after deductible
forindependent, non-
hospital-affiliated provider;
50% after deductible for
hospital-affiliated provider

No copayment
No copayment

30% after deductible, plus
$250 per-occurrence
deductible

30% after deductible
30% after deductible

30% after deductible, plus
$250 per-occurrence
deductible

$50
30% after deductible

30% after deductible, plus
$250 per-occurrence
deductible

30% after deductible
30% after deductible

30% after deductible

No copayment

30% after deductible
No copayment

$3,000/$6,000
$13,000/$26,000

50% after deductible
50% after deductible

50% after deductible

50% after deductible

50% after deductible
No benefit

50% after deductible, plus
$250 per-occurrence
deductible

50% after deductible
50% after deductible

Same as Network benefit

50% after deductible
Same as Network benefit

50% after deductible, plus
$250 per-occurrence
deductible

50% after deductible
50% after deductible

50% after deductible
50% after deductible

50% after deductible
50% after deductible

$250/$500, does not apply to Tier 1

$5
$50
$100
25% up to $250
No copayment 50% after deductible
No copayment 50%
30% 50%

1 Reimbursement for Non-Network services is based on a percentage of the published rates allowed by Medicare for the same or similar services.
2 When a member of a family unit satisfies the individual Deductible amount for the calendar year, no further deductible will be required for him or her for that calendar year. The per-occurrence deductible does not

apply to the Annual Deductible.

3 Member cost share, including office visits, annual deductible, per-occurrence deductible, coinsurance and pharmacy, apply to the Out-of-Pocket Limit.
4 The outpatient per-occurrence deductible may be waived for outpatient services received at a network independent, non-hospital-affiliated provider.

5 No copayment applies to physician office visits for prenatal care.

6 One routine vision exam and one pair of glasses per calendar year for children under age 19.



Select Plus and Core
Gold Plan Mapping

Metallic Level

Select Plus / Core HDHP Plan

Annual Deductible? (individual/family)

Annual Out-of-Pocket Limit®
(individual/family)
Professional Services
Office Visits - PCP

Office Visits - Specialist

Laboratory* (standard)

Radiology* (standard)

Maternity Care®
Preventive Care Services

Hospitalization Services

Inpatient Hospital Benefits

Inpatient Physician Care

Skilled Nursing Facility Care
(100 days per benefit period)

Emergency Health Coverage

Emergency Services

Urgent Care Services
Ambulance Services

Outpatient Services

Outpatient Surgery*

Durable Medical Equipment
Home Health Services

(Up to 100 visits per calendar year)

Infertility Services

(Benefits limited to $2,000 per lifetime)
Injections Received in a Physician's Office

Prior to Jan. 1, 2020

$1,250/$2,500
$6,000/$12,000

$25
$50

20% after deductible, plus
$250 per-occurrence
deductible

20% after deductible, plus
$250 per-occurrence
deductible

$25
No copayment

20% after deductible, plus
$250 per-occurrence
deductible

20% after deductible
20% after deductible

20% after deductible, plus
$250 per-occurrence
deductible

$75
20% after deductible

20% after deductible, plus
$250 per-occurrence

Mental Health & Substance Use Disorder Services

Inpatient
Outpatient

Outpatient Prescription Drug Coverage

Calendar Year Deductible (individual/family)

Tier 1
Tier 2
Tier3
Tier4

Pediatric Dental & Vision Coverage®

Dental Exam (preventive/diagnostic)

Vision Exam (routine)

Glasses (frames & lenses)

$2,500/$5,000
$12,000/$24,000

50% after deductible
50% after deductible

50% after deductible, plus
$250 per-occurrence
deductible

50% after deductible, plus
$250 per-occurrence
deductible

50% after deductible
No benefit

50% after deductible, plus
$250 per-occurrence
deductible

50% after deductible
50% after deductible

Same as Network benefit

50% after deductible
Same as Network benefit

50% after deductible, plus
$250 per-occurrence

deductible deductible
20% after deductible 50% after deductible
20% after deductible 50% after deductible
20% after deductible 50% after deductible
$25 50% after deductible
20% after deductible 50% after deductible
$25 50% after deductible
None
$15
$40
$80
25% up to $250
No copayment 20%
No copayment 50%
20% 50%

Effective Jan. 1, 2020

25/1250/20% 25/1000/20%

$1,000/$2,000
$6,500/$13,000

$25
$50

20% after deductible
forindependent, non-
hospital-affiliated provider;
40% after deductible for
hospital-affiliated provider

20% after deductible
forindependent, non-
hospital-affiliated provider;
40% after deductible for
hospital-affiliated provider

$25
No copayment

20% after deductible, plus
$250 per-occurrence
deductible

20% after deductible
20% after deductible

20% after deductible, plus
$250 per-occurrence
deductible

$75
20% after deductible

20% after deductible, plus
$250 per-occurrence
deductible

20% after deductible
20% after deductible

20% after deductible
$25

20% after deductible
$25

$2,000/$4,000
$13,000/$26,000

50% after deductible
50% after deductible

50% after deductible

50% after deductible

50% after deductible
No benefit

50% after deductible, plus
$250 per-occurrence
deductible

50% after deductible
50% after deductible

Same as Network benefit

50% after deductible
Same as Network benefit

50% after deductible, plus
$250 per-occurrence
deductible

50% after deductible
50% after deductible

50% after deductible
50% after deductible

50% after deductible
50% after deductible

$250/$500, does not apply to Tier 1

$15
$40
$80
25% up to $250
No copayment 50% after deductible
No copayment 50%
20% 50%

1 Reimbursement for Non-Network services is based on a percentage of the published rates allowed by Medicare for the same or similar services.
2 When a member of a family unit satisfies the individual Deductible amount for the calendar year, no further deductible will be required for him or her for that calendar year. The per-occurrence deductible does not

apply to the Annual Deductible.

3 Member cost share, including office visits, annual deductible, per-occurrence deductible, coinsurance and pharmacy, apply to the Out-of-Pocket Limit.
4 The outpatient per-occurrence deductible may be waived for outpatient services received at a network independent, non-hospital-affiliated provider.

5 No copayment applies to physician office visits for prenatal care.

6 One routine vision exam and one pair of glasses per calendar year for children under age 19.



Select Plus and Core
Silver Plan Mapping

Network'

Annual Deductible? (individual/family)

Annual Out-of-Pocket Limit®
(individual/family)
Professional Services
Office Visits - PCP

Office Visits - Specialist

Laboratory* (standard)

Radiology* (standard)

Maternity Care®
Preventive Care Services

Hospitalization Services

Inpatient Hospital Benefits

Inpatient Physician Care

Skilled Nursing Facility Care
(100 days per benefit period)

Emergency Health Coverage

Emergency Services

Urgent Care Services
Ambulance Services

Outpatient Services

Outpatient Surgery*

Durable Medical Equipment
Home Health Services

(Up to 100 visits per calendar year)

Infertility Services

(Benefits limited to $2,000 per lifetime)
Injections Received in a Physician's Office

Prior to Jan. 1, 2020

$1,500/$3,000
$7,900/$15,800

$40
$70

30% after deductible, plus
$250 per-occurrence
deductible

30% after deductible, plus
$250 per-occurrence
deductible

$40
No copayment

30% after deductible, plus
$250 per-occurrence
deductible

30% after deductible
30% after deductible

30% after deductible, plus
$300 per-occurrence
deductible

$70
30% after deductible

30% after deductible, plus
$250 per-occurrence
deductible

30% after deductible
30% after deductible

30% after deductible
$40

Mental Health & Substance Use Disorder Services

Inpatient
Outpatient

Outpatient Prescription Drug Coverage

Calendar Year Deductible (individual/family)

Tier 1
Tier 2
Tier3
Tier4

Pediatric Dental & Vision Coverage®

Dental Exam (preventive/diagnostic)

Vision Exam (routine)

Glasses (frames & lenses)

30% after deductible
$40

$3,000/$6,000
$15,800/$31,600

50% after deductible
50% after deductible

50% after deductible, plus
$250 per-occurrence
deductible

50% after deductible, plus
$250 per-occurrence
deductible

50% after deductible
No benefit

50% after deductible, plus
$250 per-occurrence
deductible

50% after deductible
50% after deductible

Same as Network benefit

50% after deductible
Same as Network benefit

50% after deductible, plus
$250 per-occurrence
deductible

50% after deductible
50% after deductible

50% after deductible
50% after deductible

50% after deductible
50% after deductible

$250/$500, does not apply to Tier 1

$20
$50
$100
25% up to $250
No copayment 20%
No copayment 50%
30% 50%

Effective Jan. 1, 2020

Metalic Level - s ]
Select Plus / Core HDHP Plan 40/1500/30% 50/1500/40%

$1,500/$3,000
$8,150/$16,300

$50
$80

40% after deductible
forindependent, non-
hospital-affiliated provider;
50% after deductible for
hospital-affiliated provider

40% after deductible
forindependent, non-
hospital-affiliated provider;
50% after deductible for
hospital-affiliated provider

$50
No copayment

40% after deductible, plus
$250 per-occurrence
deductible

40% after deductible
40% after deductible

40% after deductible, plus
$300 per-occurrence
deductible

$80
40% after deductible

40% after deductible, plus
$250 per-occurrence
deductible

40% after deductible
40% after deductible

40% after deductible
$50

40% after deductible
$50

$3,000/$6,000
$16,300/$32,600

50% after deductible
50% after deductible

50% after deductible

50% after deductible

50% after deductible
No benefit

50% after deductible, plus
$250 per-occurrence
deductible

50% after deductible
50% after deductible

Same as Network benefit

50% after deductible
Same as Network benefit

50% after deductible, plus
$250 per-occurrence
deductible

50% after deductible
50% after deductible

50% after deductible
50% after deductible

50% after deductible
50% after deductible

$300/$600, does not apply to Tier 1

$20
$50
$100
25% up to $250
No copayment 50% after deductible
No copayment 50%
40% 50%

1 Reimbursement for Non-Network services is based on a percentage of the published rates allowed by Medicare for the same or similar services.
2 When a member of a family unit satisfies the individual Deductible amount for the calendar year, no further deductible will be required for him or her for that calendar year. The per-occurrence deductible does not

apply to the Annual Deductible.

3 Member cost share, including office visits, annual deductible, per-occurrence deductible, coinsurance and pharmacy, apply to the Out-of-Pocket Limit.
4 The outpatient per-occurrence deductible may be waived for outpatient services received at a network independent, non-hospital-affiliated provider.

5 No copayment applies to physician office visits for prenatal care.

6 One routine vision exam and one pair of glasses per calendar year for children under age 19.



Select Plus and Core
Silver Plan Mapping

Network'

Annual Deductible? (individual/family)

Annual Out-of-Pocket Limit®
(individual/family)
Professional Services
Office Visits - PCP

Office Visits - Specialist

Laboratory* (standard)

Radiology* (standard)

Maternity Care®
Preventive Care Services

Hospitalization Services

Inpatient Hospital Benefits

Inpatient Physician Care

Skilled Nursing Facility Care
(100 days per benefit period)

Emergency Health Coverage

Emergency Services

Urgent Care Services
Ambulance Services

Outpatient Services

Outpatient Surgery*

Durable Medical Equipment
Home Health Services

(Up to 100 visits per calendar year)

Infertility Services

(Benefits limited to $2,000 per lifetime)
Injections Received in a Physician's Office

Prior to Jan. 1, 2020

$2,250/$4,500
$7,900/$15,800

$45
$80

40% after deductible, plus
$250 per-occurrence
deductible

40% after deductible, plus
$250 per-occurrence
deductible

$45
No copayment

40% after deductible, plus
$250 per-occurrence
deductible

40% after deductible
40% after deductible

40% after deductible, plus
$300 per-occurrence
deductible

$80
40% after deductible

40% after deductible, plus
$250 per-occurrence
deductible

40% after deductible
40% after deductible

40% after deductible
$45

Mental Health & Substance Use Disorder Services

Inpatient
Outpatient

Outpatient Prescription Drug Coverage

Calendar Year Deductible (individual/family)

Tier 1
Tier 2
Tier3
Tier4

Pediatric Dental & Vision Coverage®

Dental Exam (preventive/diagnostic)

Vision Exam (routine)

Glasses (frames & lenses)

40% after deductible
$45

$4,500/$9,000
$15,800/$31,600

50% after deductible
50% after deductible

50% after deductible, plus
$250 per-occurrence
deductible

50% after deductible, plus
$250 per-occurrence
deductible

50% after deductible
No benefit

50% after deductible, plus
$250 per-occurrence
deductible

50% after deductible
50% after deductible

Same as Network benefit

50% after deductible
Same as Network benefit

50% after deductible, plus
$250 per-occurrence
deductible

50% after deductible
50% after deductible

50% after deductible
50% after deductible

50% after deductible
50% after deductible

$250/$500, does not apply to Tier 1

$20
$50
$100
25% up to $250
No copayment 20%
No copayment 50%
40% 50%

Effective Jan. 1, 2020

Metalic Level - s ]
Select Plus / Core HDHP Plan 45/2250/40% 50/2250/40%

$2,250/$4,500
$8,150/$16,300

$50
$80

40% after deductible
forindependent, non-
hospital-affiliated provider;
50% after deductible for
hospital-affiliated provider

40% after deductible
forindependent, non-
hospital-affiliated provider;
50% after deductible for
hospital-affiliated provider

$50
No copayment

40% after deductible, plus
$250 per-occurrence
deductible

40% after deductible
40% after deductible

40% after deductible, plus
$300 per-occurrence
deductible

$80
40% after deductible

40% after deductible, plus
$250 per-occurrence
deductible

40% after deductible
40% after deductible

40% after deductible
$50

40% after deductible
$50

$4,500/$9,000
$16,300/$32,600

50% after deductible
50% after deductible

50% after deductible

50% after deductible

50% after deductible
No benefit

50% after deductible, plus
$250 per-occurrence
deductible

50% after deductible
50% after deductible

Same as Network benefit

50% after deductible
Same as Network benefit

50% after deductible, plus
$250 per-occurrence
deductible

50% after deductible
50% after deductible

50% after deductible
50% after deductible

50% after deductible
50% after deductible

$300/$600, does not apply to Tier 1

$20
$50
$100
25% up to $250
No copayment 50% after deductible
No copayment 50%
40% 50%

1 Reimbursement for Non-Network services is based on a percentage of the published rates allowed by Medicare for the same or similar services.
2 When a member of a family unit satisfies the individual Deductible amount for the calendar year, no further deductible will be required for him or her for that calendar year. The per-occurrence deductible does not

apply to the Annual Deductible.

3 Member cost share, including office visits, annual deductible, per-occurrence deductible, coinsurance and pharmacy, apply to the Out-of-Pocket Limit.
4 The outpatient per-occurrence deductible may be waived for outpatient services received at a network independent, non-hospital-affiliated provider.

5 No copayment applies to physician office visits for prenatal care.

6 One routine vision exam and one pair of glasses per calendar year for children under age 19.



Select Plus and Core
HDHP Silver Plan Mapping

Prior to Jan. 1, 2020 Effective Jan. 1, 2020

Metalic Lovel . swe
Select Plus / Core HDHP Plan HDHP w/UnitedHealthcare Motion® 2300/30% HDHP w/Motion 2300/30%
e | hewor | ewwewor | ewor | oo

Annual Deductible? (individual/family) $2,300/$2,700° $4,600/$5,400° $2,300/$2,800° $4,600/$5,600°
—T —
{?r?;ﬂfaﬁ’;f;’;ﬁ;"ket Limit $6,650/$13,300 $13,300/$26,600 $6,650/$13,300 $13,300/$26,600
Professional Services
Office Visits - PCP 30% after deductible 50% after deductible 30% after deductible 50% after deductible
Office Visits - Specialist 30% after deductible 50% after deductible 30% after deductible 50% after deductible
Laboratory (standard) 30% after deductible 50% after deductible 30% after deductible 50% after deductible
Radiology (standard) 30% after deductible 50% after deductible 30% after deductible 50% after deductible
Maternity Care 30% after deductible 50% after deductible 30% after deductible 50% after deductible
Preventive Care Services No copayment No benefit No copayment No benefit
Hospitalization Services
Inpatient Hospital Benefits 30% after deductible 50% after deductible 30% after deductible 50% after deductible
Inpatient Physician Care 30% after deductible 50% after deductible 30% after deductible 50% after deductible
ﬁ’ggegaysSé?%gﬁg'f'i'%gﬁgz) 30% after deductible 50% after deductible 30% after deductible 50% after deductible
Emergency Health Coverage
Emergency Services 30% after deductible Same as Network benefit 30% after deductible Same as Network benefit
Urgent Care Services 30% after deductible 50% after deductible 30% after deductible 50% after deductible
Ambulance Services 30% after deductible Same as Network benefit 30% after deductible Same as Network benefit
Outpatient Services
Outpatient Surgery 30% after deductible 50% after deductible 30% after deductible 50% after deductible
Durable Medical Equipment 30% after deductible 50% after deductible 30% after deductible 50% after deductible
mopn;g :'Oeg'\t/gfseg’éfiz jendar year) 30% after deductible 50% after deductible 30% after deductible 50% after deductible
'(gee:gf'ftysﬁfnrl‘ggfo $2,000 per lifetime) 30% after deductible 50% after deductible 30% after deductible 50% after deductible
Injections Received in a Physician's Office 30% after deductible 50% after deductible 30% after deductible 50% after deductible
Mental Health & Substance Use Disorder Services
Inpatient 30% after deductible 50% after deductible 30% after deductible 50% after deductible
Outpatient 30% after deductible 50% after deductible 30% after deductible 50% after deductible

Outpatient Prescription Drug Coverage

Calendar Year Deductible (individual/family)

Annual Deductible applies

Annual Deductible applies

Tier 1 $20 $20
Tier 2 $50 $50
Tier3 $100 $100
Tier 4 25% up to $250 25% up to $250

Pediatric Dental & Vision Coverage*

Dental Exam (preventive/diagnostic) No copayment 20% No copayment 50% after deductible
Vision Exam (routine) No copayment 50% after deductible No copayment 50% after deductible
Glasses (frames & lenses) 30% after deductible 50% after deductible 30% after deductible 50% after deductible

1 Reimbursement for Non-Network services is based on a percentage of the published rates allowed by Medicare for the same or similar services.
2 The Annual Deductible is combined for medical and pharmacy benefits.

3 Member cost share, including office visits, annual deductible, per-occurrence deductible, coinsurance and pharmacy, apply to the Out-of-Pocket Limit. When a member of a family unit satisfies the individual
Out-of-Pocket Limit amount for the calendar year, no further copayments will be required for him or her for that calendar year.

4 One routine vision exam and one pair of glasses per calendar year for children under age 19.

5 The entire Family Deductible must be met before benefits can be paid for each eligible member of a family. One or more eligible members of a family unit may satisfy the Family Deductible.

6 When a member of a family unit satisfies the individual Deductible amount for the calendar year, no further deductible will be required for him or her for that calendar year.



Select Plus and Core
HDHP Bronze Plan Mapping

Prior to Jan. 1, 2020 Effective Jan. 1, 2020

Select Plus / Core HDHP Plan HDHP w/UnitedHealthcare Motion® 6650/0% HDHP w/Motion 6900/0%
[ oo | ewor | Nomewor | Newok | ontowor

Annual Deductible? (individual/family) $6,650/$13,300° $13,300/$26,600° $6,900/$13,800° $13,800/$27,600¢
ﬁﬁ;ﬂiﬁff’;’;ﬁ%"'@ Limit? $6,650/$13,300 $13,300/$26,600 $6,900/$13,800 $13,800/$27,600
Professional Services

Office Visits - PCP No copay after deductible 50% after deductible No copay after deductible ~ No copay after deductible
Office Visits - Specialist No copay after deductible 50% after deductible No copay after deductible ~ No copay after deductible
Laboratory (standard) No copay after deductible 50% after deductible No copay after deductible ~ No copay after deductible
Radiology (standard) No copay after deductible 50% after deductible No copay after deductible ~ No copay after deductible
Maternity Care No copay after deductible 50% after deductible No copay after deductible ~ No copay after deductible
Preventive Care Services No copayment No benefit No copayment No benefit
Hospitalization Services

Inpatient Hospital Benefits No copay after deductible 50% after deductible No copay after deductible ~ No copay after deductible
Inpatient Physician Care No copay after deductible 50% after deductible No copay after deductible ~ No copay after deductible
e No copay after deductible 50% after deductible No copay after deductible ~ No copay after deductible

(100 days per benefit period)

Emergency Health Coverage

Emergency Services No copay after deductible ~ Same as Network benefit ~ No copay after deductible ~ No copay after deductible
Urgent Care Services No copay after deductible 50% after deductible No copay after deductible ~ No copay after deductible
Ambulance Services No copay after deductible ~ Same as Network benefit ~ No copay after deductible ~ No copay after deductible

Outpatient Services

Outpatient Surgery No copay after deductible 50% after deductible No copay after deductible ~ No copay after deductible
Durable Medical Equipment No copay after deductible 50% after deductible No copay after deductible ~ No copay after deductible
Home Health Services ) o ) ’ ’
(Up to 100 visits per calendar year) No copay after deductible 50% after deductible No copay after deductible  No copay after deductible
Infertility Services ) 5 ) . .
(Benefits limited to $2,000 per lifetime) No copay after deductible 50% after deductible No copay after deductible ~ No copay after deductible
Injections Received in a Physician's Office No copay after deductible 50% after deductible No copay after deductible ~ No copay after deductible
Mental Health & Substance Use Disorder Services

Inpatient No copay after deductible 50% after deductible No copay after deductible ~ No copay after deductible
Outpatient No copay after deductible 50% after deductible No copay after deductible ~ No copay after deductible

Outpatient Prescription Drug Coverage

Calendar Year Deductible (individual/family)

Annual Deductible applies

Annual Deductible applies

Tier 1 No copayment No copayment
Tier2 No copayment No copayment
Tier 3 No copayment No copayment
Tier 4 No copayment No copayment

Pediatric Dental & Vision Coverage*

Dental Exam (preventive/diagnostic) No copayment 20% No copayment No copay after deductible
Vision Exam (routine) No copayment 50% after deductible No copayment No copay after deductible
Glasses (frames & lenses) No copay after deductible 50% after deductible No copay after deductible ~ No copay after deductible

1 Reimbursement for Non-Network services is based on a percentage of the published rates allowed by Medicare for the same or similar services.
2 The Annual Deductible is combined for medical and pharmacy benefits.

3 Member cost share, including office visits, annual deductible, per-occurrence deductible, coinsurance and pharmacy, apply to the Out-of-Pocket Limit. When a member of a family unit satisfies the individual
Out-of-Pocket Limit amount for the calendar year, no further copayments will be required for him or her for that calendar year.

4 One routine vision exam and one pair of glasses per calendar year for children under age 19.
5 The entire Family Deductible must be met before benefits can be paid for each eligible member of a family. One or more eligible members of a family unit may satisfy the Family Deductible.
6 When a member of a family unit satisfies the individual Deductible amount for the calendar year, no further deductible will be required for him or her for that calendar year.
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Non-Differential PPO
Plan Mapping

No Changes

Select Plus / Core HDHP Plan 2250/30%

Annual Deductible? (individual/family) $2,250/$4,500
—

{?Q;‘j%&fgg;ﬁ;"ket Limit $7,350/$14,700
Professional Services

Office Visits - PCP 30% after deductible
Office Visits - Specialist 30% after deductible
Laboratory (standard) 30% after deductible
Radiology (standard) 30% after deductible
Maternity Care 30% after deductible

Preventive Care Services

Hospitalization Services

No copayment

Inpatient Hospital Benefits 30% after deductible
Inpatient Physician Care 30% after deductible
P
Emergency Health Coverage
Emergency Services 30% after deductible
Urgent Care Services 30% after deductible
Ambulance Services 30% after deductible
Outpatient Services
Outpatient Surgery 30% after deductible
Durable Medical Equipment 30% after deductible
z_L'JOpnt]g ?ggl\t/?sfse;rav;izlendar year) el decleilole
l(ggr?tlalflgtyssliz;gg fo $2,000 per lifetime) 30% after dedustible
Injections Received in a Physician's Office 30% after deductible
Mental Health & Substance Use Disorder Services
Inpatient 30% after deductible
Outpatient 30% after deductible
Outpatient Prescription Drug Coverage

$200/$400

Calendar Year Deductible (individual/family)

does not apply to Tier 1

Tier 1 $20
Tier 2 $50
Tier 3 $100
Tier 4 25% up to $250

Pediatric Dental & Vision Coverage*
Dental Exam (preventive/diagnostic)
Vision Exam (routine)

Glasses (frames & lenses)

No copayment
No copayment

30%

1 Out-of-area plan available outside of our contracted network service areas. Subject to underwriting guidelines.

2 When a member of a family unit satisfies the individual Deductible amount for the calendar year, no further deductible will be required for him or her for that calendar year.
3 Member cost share, including office visits, annual deductible, coinsurance and pharmacy, apply to the Out-of-Pocket Limit.

4 One routine vision exam and one pair of glasses per calendar year for children under age 19.
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Select Plus and Core State Platinum Plan Mapping -
All Plans Mapped to Core

Prior to Jan. 1, 2020 Effective Jan. 1, 2020

Metalic Lovel . et
Select Plus / Core HDHP Plan 15/10% 15/10%
o | ewen | oo | Newor | Noewon |

Annual Deductible? (individual/family) None $1,000/$2,000 None $1,000/$2,000
—T —

{?Q;ﬂfaﬁ’;f;’;ﬁ\%c"et Limit $3,350/$6,700 $8,000/$16,000 $4,500/$9,000 $9,000/$18,000

Professional Services

Office Visits - PCP $15 50% after deductible $15 50% after deductible

Office Visits - Specialist $30 50% after deductible $30 50% after deductible

Laboratory (standard) $15 50% after deductible $15 50% after deductible

Radiology (standard) $30 50% after deductible $30 50% after deductible

Maternity Care® $15 50% after deductible $15 50% after deductible

Preventive Care Services No copayment No benefit No copayment No benefit

Hospitalization Services

Inpatient Hospital Benefits 10% 50% after deductible 10% 50% after deductible

Inpatient Physician Care 10% 50% after deductible 10% 50% after deductible

ﬁggega'j:;Sg;%ggg'f'i'%gﬁgz) 10% 50% after deductible 10% 50% after deductible

Emergency Health Coverage

Emergency Services $150 Same as Network benefit $150 Same as Network benefit

Urgent Care Services $15 50% after deductible $15 50% after deductible

Ambulance Services $150 Same as Network benefit $150 Same as Network benefit

Outpatient Services

Outpatient Surgery 10% 50% after deductible 10% 50% after deductible

Durable Medical Equipment 10% 50% after deductible 10% 50% after deductible

EJODTS ?ggtgsggvéiizuendar vear) 10% 50% after deductible 10% 50% after deductible

'(g::gf'ftysﬁfnrl‘ggfo 0 e T 10% 50% after deductible 10% 50% after deductible

Injections Received in a Physician's Office $15 50% after deductible $15 50% after deductible

Mental Health & Substance Use Disorder Services

Inpatient 10% 50% after deductible 10% 50% after deductible

Outpatient $15 50% after deductible $15 50% after deductible

Outpatient Prescription Drug Coverage

Calendar Year Deductible (individual/family) None None

Tier 1 $5 $5

Tier 2 $15 $15

Tier3 $25 $25

Tier 4 10% up to $250 10% up to $250

Pediatric Dental & Vision Coverage®

Dental Exam (preventive/diagnostic) No copayment 20% No copayment 50% after deductible

Vision Exam (routine) No copayment 50% No copayment 50%

Glasses (frames & lenses) No copayment 50% No copayment 50%

1 Reimbursement for Non-Network services is based on a percentage of the published rates allowed by Medicare for the same or similar services.

2 When a member of a family unit satisfies the individual Deductible amount for the calendar year, no further deductible will be required for him or her for that calendar year.
3 The Annual Deductible is combined for medical and pharmacy benefits.

4 Member cost share, including office visits, annual deductible, coinsurance and pharmacy, apply to the Out-of-Pocket Limit.

5 No copayment applies to physician office visits for prenatal care.

6 One routine vision exam and one pair of glasses per calendar year for children under age 19.
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Select Plus and Core State Gold Plan Mapping -
All Plans Mapped to Core

Metallic Level

Select Plus / Core HDHP Plan

Annual Deductible? (individual/family)

Annual Out-of-Pocket Limit*
(individual/family)

Professional Services
Office Visits - PCP

Office Visits - Specialist
Laboratory (standard)
Radiology (standard)
Maternity Care®
Preventive Care Services
Hospitalization Services
Inpatient Hospital Benefits

Inpatient Physician Care

Skilled Nursing Facility Care
(100 days per benefit period)

Emergency Health Coverage
Emergency Services

Urgent Care Services
Ambulance Services
Outpatient Services
Outpatient Surgery

Durable Medical Equipment
Home Health Services

(Up to 100 visits per calendar year)

Infertility Services

(Benefits limited to $2,000 per lifetime)
Injections Received in a Physician's Office

Prior to Jan. 1, 2020

30/20% 25/250/20%

Mental Health & Substance Use Disorder Services

Inpatient

Outpatient

Outpatient Prescription Drug Coverage

Calendar Year Deductible (individual/family)

Tier 1
Tier 2
Tier3
Tier 4

Pediatric Dental & Vision Coverage®

Dental Exam (preventive/diagnostic)

Vision Exam (routine)

Glasses (frames & lenses)

None $1,000/$2,000
$7,200/$14,400 $13,500/$27,000
$30 50% after deductible
$55 50% after deductible
$35 50% after deductible
$55 50% after deductible
$30 50% after deductible
No copayment No benefit
20% 50% after deductible
20% 50% after deductible
20% 50% after deductible
$325 Same as Network benefit
$30 50% after deductible
$250 Same as Network benefit
20% 50% after deductible
20% 50% after deductible
20% 50% after deductible
20% 50% after deductible
$30 50% after deductible
20% 50% after deductible
$30 50% after deductible
None
$15
$55
$75
20% up to $250
No copayment 20%
No copayment 50%
No copayment 50%

Effective Jan. 1, 2020

$250/$500 $1,000/$2,000
$7,800/$15,600 $15,600/$31,200
$25 50% after deductible
$50 50% after deductible
$25 50% after deductible
$65 50% after deductible
$25 50% after deductible
No copayment No benefit
20% after deductible 50% after deductible
20% after deductible 50% after deductible
20% after deductible 50% after deductible
$250 after deductible Same as Network benefit
$25 50% after deductible
$250 after deductible Same as Network benefit
20% 50% after deductible
20% 50% after deductible
20% 50% after deductible
20% 50% after deductible
$25 50% after deductible
20% after deductible 50% after deductible
$25 50% after deductible
None
$15
$50
$80
20% up to $250
No copayment 50% after deductible
No copayment 50%
No copayment 50%

1 Reimbursement for Non-Network services is based on a percentage of the published rates allowed by Medicare for the same or similar services.

2 When a member of a family unit satisfies the individual Deductible amount for the calendar year, no further deductible will be required for him or her for that calendar year.

3 The Annual Deductible is combined for medical and pharmacy benefits.
4 Member cost share, including office visits, annual deductible, coinsurance and pharmacy, apply to the Out-of-Pocket Limit.
5 No copayment applies to physician office visits for prenatal care.

6 One routine vision exam and one pair of glasses per calendar year for children under age 19.



Select Plus and Core State Silver Plan Mapping -
All Plans Mapped to Core

Annual Deductible? (individual/family)

Annual Out-of-Pocket Limit*
(individual/family)

Professional Services
Office Visits - PCP

Office Visits - Specialist
Laboratory (standard)
Radiology (standard)
Maternity Care®
Preventive Care Services
Hospitalization Services
Inpatient Hospital Benefits

Inpatient Physician Care

Skilled Nursing Facility Care
(100 days per benefit period)

Emergency Health Coverage
Emergency Services

Urgent Care Services
Ambulance Services
Outpatient Services
Outpatient Surgery

Durable Medical Equipment
Home Health Services

(Up to 100 visits per calendar year)

Infertility Services

(Benefits limited to $2,000 per lifetime)
Injections Received in a Physician's Office

Mental Health & Substance Use Disorder Services

Inpatient

Outpatient

Outpatient Prescription Drug Coverage

Calendar Year Deductible (individual/family)

Tier 1
Tier 2
Tier3
Tier 4

Pediatric Dental & Vision Coverage®

Dental Exam (preventive/diagnostic)

Vision Exam (routine)

Glasses (frames & lenses)

Prior to Jan.

$2,000/$4,000 $4,000/$8,000
$7,550/$15,100 $14,000/$28,000
$45 50% after deductible
$80 50% after deductible
$40 50% after deductible
$75 50% after deductible
$45 50% after deductible
No copayment No benefit
20% after deductible 50% after deductible
20% after deductible 50% after deductible
20% after deductible 50% after deductible
$350 Same as Network benefit
$45 50% after deductible
$250 after deductible Same as Network benefit
20% 50% after deductible
20% 50% after deductible
20% 50% after deductible
20% 50% after deductible
$45 50% after deductible
20% after deductible 50% after deductible
$45 50% after deductible
$200/$400
$15
$55
$85
20% up to $250
No copayment 20%
No copayment 50%
No copayment 50%

1, 2020

Effective Jan. 1, 2020

Select Plus / Core HDHP Plan 45/2000/20% 50/2250/20%
e [ e [ veweor | eor | oo

$2,250/$4,500 $4,500/$9,000
$7,800/$15,600 $15,600/$31,200
$50 50% after deductible
$85 50% after deductible
$40 50% after deductible
$85 50% after deductible
$50 50% after deductible
No copayment No benefit
20% after deductible 50% after deductible
20% after deductible 50% after deductible
20% after deductible 50% after deductible
$400 after deductible Same as Network benefit
$50 50% after deductible
$250 after deductible Same as Network benefit
20% 50% after deductible
20% 50% after deductible
20% 50% after deductible
20% 50% after deductible
$50 50% after deductible
20% after deductible 50% after deductible
$50 50% after deductible
$300/$600
$17
$65
$90
20% up to $250
No copayment 50% after deductible
No copayment 50%
No copayment 50%

1 Reimbursement for Non-Network services is based on a percentage of the published rates allowed by Medicare for the same or similar services.

2 When a member of a family unit satisfies the individual Deductible amount for the calendar year, no further deductible will be required for him or her for that calendar year.

3 The Annual Deductible is combined for medical and pharmacy benefits.
4 Member cost share, including office visits, annual deductible, coinsurance and pharmacy, apply to the Out-of-Pocket Limit.

5 No copayment applies to physician office visits for prenatal care.

6 One routine vision exam and one pair of glasses per calendar year for children under age 19.



Select Plus and Core State Bronze Plan Mapping -
All Plans Mapped to Core

Prior to Jan. 1, 2020 Effective Jan. 1, 2020

Select Plus / Core HDHP Plan 75/6300/100% 65/6300/40%
I I S IO S I S I

Annual Deductible? (individual/family) $6,300/$12,600 $12,600/$25,200 $6,300/$12,600 $12,600/$25,200

Annual Out-of-Pocket Limit*

(individual/family) $7,550/$15,100 $14,000/$28,000 $7,800/$15,600 $15,600/$31,200

Professional Services

Office Visits - PCP $75 forfirst 3 vists, then 50% after deductible $65 for first 3 visits, then 50% after deductible
deductible applies deductible applies

Office Visits - Specialist $105 fOI’fII’.S’[ 3 V'S't§’ Licn 50% after deductible $95 for f'r?t 3 V'S'ts.’ tneri 50% after deductible
deductible applies deductible applies

Laboratory (standard) $40 50% after deductible $40 50% after deductible

Radiology (standard) 100% after deductible 50% after deductible 40% after deductible 50% after deductible

Maternity Care® $75 50% after deductible $65 50% after deductible

Preventive Care Services No copayment No benefit No copayment No benefit

Hospitalization Services

Inpatient Hospital Benefits 100% after deductible 50% after deductible 40% after deductible 50% after deductible

Inpatient Physician Care 100% after deductible 50% after deductible 40% after deductible 50% after deductible

SN [l e 1009% after deductible 50% after deductible 40% after deductible 50% after deductible

(100 days per benefit period)

Emergency Health Coverage

Emergency Services 100% after deductible Same as Network benefit 40% after deductible Same as Network benefit

Urgent Care Services Sroforfirst 3 vistts, then 50% after deductible pooltafilist Sisrissinen 50% after deductible

Ambulance Services 100% after deductible Same as Network benefit 40% after deductible Same as Network benefit
Outpatient Services

Outpatient Surgery 100% after deductible 50% after deductible 40% after deductible 50% after deductible
Durable Medical Equipment 100% after deductible 50% after deductible 40% after deductible 50% after deductible
EJODTS ?ggtgsggvéiizuendar vear) 100% after deductible 50% after deductible 40% after deductible 50% after deductible
'(g::gf'ftysﬁfnrl‘ggfo $2,000 per lifetime) 100% after deductible 50% after deductible 40% after deductible 50% after deductible
Injections Received in a Physician's Office $75 50% after deductible $65 50% after deductible
Mental Health & Substance Use Disorder Services

Inpatient 100% after deductible 50% after deductible 40% after deductible 50% after deductible
Outpatient No copayment 50% after deductible No copayment 50% after deductible

deductible applies

deductible applies

Outpatient Prescription Drug Coverage

Calendar Year Deductible (individual/family) $500/$1,000 $500/$1,000

Tier 1 100% up to $500 $18

Tier 2 100% up to $500 40% up to $500

Tier 3 100% up to $500 40% up to $500

Tier 4 100% up to $500 40% up to $500

Pediatric Dental & Vision Coverage®

Dental Exam (preventive/diagnostic) No copayment 20% No copayment 50% after deductible
Vision Exam (routine) No copayment 50% No copayment 50%
Glasses (frames & lenses) No copayment 50% 40% 50%

1 Reimbursement for Non-Network services is based on a percentage of the published rates allowed by Medicare for the same or similar services.

2 When a member of a family unit satisfies the individual Deductible amount for the calendar year, no further deductible will be required for him or her for that calendar year.
3 The Annual Deductible is combined for medical and pharmacy benefits.

4 Member cost share, including office visits, annual deductible, coinsurance and pharmacy, apply to the Out-of-Pocket Limit.

5 No copayment applies to physician office visits for prenatal care.

6 One routine vision exam and one pair of glasses per calendar year for children under age 19.

18



Select Plus and Core State Bronze Plan Mapping -
All Plans Mapped to Core

Prior to Jan. 1, 2020 Effective Jan. 1, 2020

Select Plus / Core HDHP Plan HDHP 6000/40% 65/6300/40%
I I S I S I S I S

Annual Deductible? (individual/family) $6,000/$12,000° $9,600/$19,200° $6,300/$12,600 $12,600/$25,200
—T —

?Q;ﬂ%l?aﬁff;’;ﬁ\%c"et Limit $6,650/$13,300 $13,100/$26,200 $7,800/$15,600 $15,600/$31,200

Professional Services

Office Visits - PCP 409% after deductible 50% after deductible $65 for first 3 visits, then 50% after deductible
deductible applies

Office Visits - Specialist 40% after deductible 50% after deductible $95 for f'r?t 3 V'S'ts.’ tneri 50% after deductible
deductible applies

Laboratory (standard) 40% after deductible 50% after deductible $40 50% after deductible

Radiology (standard) 40% after deductible 50% after deductible 40% after deductible 50% after deductible

Maternity Care® 40% after deductible 50% after deductible $65 50% after deductible

Preventive Care Services No copayment No benefit No copayment No benefit

Hospitalization Services

Inpatient Hospital Benefits 40% after deductible 50% after deductible 40% after deductible 50% after deductible

Inpatient Physician Care 40% after deductible 50% after deductible 40% after deductible 50% after deductible

(81‘8'(')6(?;;‘:;Sg;%gﬁg'f'i'%gﬁég) 40% after deductible 50% after deductible 40% after deductible 50% after deductible

Emergency Health Coverage

Emergency Services 40% after deductible Same as Network benefit 40% after deductible Same as Network benefit

Urgent Care Services 40% after deductible 50% after deductible $65 for f"?* S V'S'ts.’ 1en 50% after deductible
deductible applies

Ambulance Services 40% after deductible Same as Network benefit 40% after deductible Same as Network benefit

Outpatient Services

Outpatient Surgery 40% after deductible 50% after deductible 40% after deductible 50% after deductible

Durable Medical Equipment 40% after deductible 50% after deductible 40% after deductible 50% after deductible

EJODTS ?ggtgsggvéiizuendar vear) 40% after deductible 50% after deductible 40% after deductible 50% after deductible

'(g::gf'ftysﬁfnrl‘ggfo $2,000 per lifetime) 40% after deductible 50% after deductible 40% after deductible 50% after deductible

Injections Received in a Physician's Office 40% after deductible 50% after deductible $65 50% after deductible

Mental Health & Substance Use Disorder Services

Inpatient 40% after deductible 50% after deductible 40% after deductible 50% after deductible

Outpatient 40% after deductible 50% after deductible No copayment 50% after deductible

Outpatient Prescription Drug Coverage

Calendar Year Deductible (individual/family) Annual Deductible applies $500/$1,000

Tier 1 40% up to $500 $18

Tier 2 40% up to $500 40% up to $500

Tier 3 40% up to $500 40% up to $500

Tier 4 40% up to $500 40% up to $500

Pediatric Dental & Vision Coverage®

Dental Exam (preventive/diagnostic) No copayment 20% No copayment 50% after deductible
Vision Exam (routine) No copayment 50% after deductible No copayment 50%
Glasses (frames & lenses) No copayment 50% after deductible 40% 50%

1 Reimbursement for Non-Network services is based on a percentage of the published rates allowed by Medicare for the same or similar services.

2 When a member of a family unit satisfies the individual Deductible amount for the calendar year, no further deductible will be required for him or her for that calendar year.
3 The Annual Deductible is combined for medical and pharmacy benefits.

4 Member cost share, including office visits, annual deductible, coinsurance and pharmacy, apply to the Out-of-Pocket Limit.

5 No copayment applies to physician office visits for prenatal care.

6 One routine vision exam and one pair of glasses per calendar year for children under age 19.
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UnitedHealthcare SignatureValue® Advantage, Alliance,
UnitedHealthcare SignatureValue® Harmony Focus and
Harmony Platinum Plan Mapping

Prior to Jan. 1, 2020 Effective Jan. 1, 2020 Prior to Jan. 1, 2020 Effective Jan. 1, 2020

Annual Deductible' (individual/family) None None None None
Annual Out-of-Pocket Limit?

(individual/family) $2,500/$5,000 $3,000/$6,000 $3,000/$6,000 $3,500/$7,000
Professional Services

Office Visits - PCP $20 $20 $20 $20
Office Visits - Specialist $40 $40 $40 $40
Laboratory (standard) $15 $15 $25 $25
Radiology (standard) $15 $15 $25 $25
Maternity Care No charge No charge No charge No charge
Preventive Care Services No charge No charge No charge No charge
Hospitalization Services

Inpatient Hospital Benefits T isd%?//s d;g’r stay T isd%?//s d;g’r stay 20% 20%
Inpatient Physician Care No charge No charge No charge No charge
Skilled Nursing Facility Care $300/day, $300/day, 20% 20%
(100 days per benefit period) max 4 days per stay max 4 days per stay

Emergency Health Coverage

Emergency Services $400 $400 20% 20%
it physician servics area 820 820 820 820
- outside physician service area $50 $50 $50 $50
Ambulance Services $100 $100 $100 $100
Outpatient Services

Outpatient Surgery $250 $250 20% 20%
Durable Medical Equipment $50 $50 $50 $50
:ﬂjoprr:g ng l\t/?sfse ;Jveliisalendar year) $20 $20 $20 $20
Infertility Services Not covered Not covered Not covered Not covered
Injectable Drugs $150 $150 $150 $150
Mental Health & Substance Use Disorder Services

Inpatient max i%%?//sd;gr stay max i%%?//sd;gr stay AV AV
Outpatient $20 $20 $20 $20
Outpatient Prescription Drug Coverage

Calendar Year Deductible (individual/family) None None None None
Tier 1 $15 $15 $15 $15
Tier 2 $35 $35 $35 $35
Tier 3 $70 $70 $70 $70
Tier 4 25% up to $250 25% up to $250 25% up to $250 25% up to $250
Pediatric Dental & Vision Coverage®

Dental Exam (preventive/diagnostic) No charge No charge No charge No charge
Vision Exam (routine) No charge No charge No charge No charge
Glasses (frames & lenses) 10% 10% 20% 20%
Optional Group Coverage - Infertility Services 50% 50% 50% 50%

1 When a member of a family unit satisfies the individual Deductible amount for the calendar year, no further deductible will be required for him or her for that calendar year.
2 Member cost share, including office visits, annual deductible, coinsurance and pharmacy, apply to the Out-of-Pocket Limit.
3 One routine vision exam and one pair of glasses per calendar year for children under age 19.
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Advantage, Alliance, Focus and
UnitedHealthcare SignatureValue® Harmony
Platinum Plan Mapping

Prior to Jan. 1, 2020 Effective Jan. 1, 2020

Annual Deductible' (individual/family) None None
Annual Out-of-Pocket Limit?

(individual/family) $3,500/$7,000 $4,000/$8,000
Professional Services

Office Visits - PCP No charge No charge
Office Visits - Specialist $80 $80
Laboratory (standard) $25 $25
Radiology (standard) $25 $25
Maternity Care No charge No charge
Preventive Care Services No charge No charge
Hospitalization Services

Inpatient Hospital Benefits 20% 20%
Inpatient Physician Care No charge No charge
Emergency Health Coverage

Emergency Services 20% 20%
Urg'en'tly Neegj@d Servi_ces No charge No charge
- within physician service area

- outside physician service area $50 $50
Ambulance Services $100 $100
Outpatient Services

Outpatient Surgery 20% 20%
Durable Medical Equipment $50 $50
IHfemE Health Services No charge No charge
(Up to 100 visits per calendar year)

Infertility Services Not covered Not covered
Injectable Drugs $150 $150
Mental Health & Substance Use Disorder Services

Inpatient 20% 20%
Outpatient No charge No charge
Outpatient Prescription Drug Coverage

Calendar Year Deductible (individual/family) None None
Tier 1 $5 $5
Tier 2 $35 $35
Tier 3 $70 $70
Tier 4 25% up to $250 25% up to $250
Pediatric Dental & Vision Coverage®

Dental Exam (preventive/diagnostic) No charge No charge
Vision Exam (routine) No charge No charge
Glasses (frames & lenses) 20% 20%
Optional Group Coverage - Infertility Services 50% 50%

1 When a member of a family unit satisfies the individual Deductible amount for the calendar year, no further deductible will be required for him or her for that calendar year.
2 Member cost share, including office visits, annual deductible, coinsurance and pharmacy, apply to the Out-of-Pocket Limit.
3 One routine vision exam and one pair of glasses per calendar year for children under age 19.
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Advantage, Alliance, Focus and
UnitedHealthcare SignatureValue® Harmony
Gold Plan Mapping

Prior to Jan. 1, 2020 Effective Jan. 1, 2020 Prior to Jan. 1, 2020 Effective Jan. 1, 2020

Metallic Level
m 30-60/1000d 30-60/1000d 30-60/20%/250ded 30-60/20%/500ded

Annual Deductible' (individual/family) None None $250/$500 $500/$1,000
ﬁﬁgﬁﬂiﬁfggﬁ;‘*ﬁ Limit $6,000/$12,000 $6,000/$12,000 $6,000/$12,000 $6,500/$13,000
Professional Services

Office Visits - PCP $30 $30 $30 $30

Office Visits - Specialist $60 $60 $60 $60
Laboratory (standard) $30 $30 $30 $30
Radiology (standard) $30 $30 $30 $30
Maternity Care No charge No charge No charge No charge
Preventive Care Services No charge No charge No charge No charge
Hospitalization Services

Inpatient Hospital Benefits LU0 gi‘fsgix s | T gi‘ﬁ’sge;x 4days 509 after deductible 20% after deductible
Inpatient Physician Care No charge No charge 20% 20%
ﬁ%‘%eﬁa?:LS;T%ZEZ?%S?QZ) $300/ dsg’r e el $300/ dsg’r e el 20% after deductible 20% after deductible
Emergency Health Coverage

Emergency Services $500 $500 $500 after deductible $500 after deductible
it physician servics area 830 830 830 830

- outside physician service area $75 $75 $75 $75
Ambulance Services $100 $100 $100 $100
Outpatient Services

Outpatient Surgery $500 $500 20% after deductible 20% after deductible
Durable Medical Equipment $50 $50 $50 $50

(HUoprrgg T()egtgﬁs:avel(;isalendar year) $30 $30 $30 $30
Infertility Services Not covered Not covered Not covered Not covered
Injectable Drugs $150 $150 $150 $150

Mental Health & Substance Use Disorder Services

Inpatient $600/dgé/,rt;nt:;< s dizye $600/dgé/,rt;nt:;< s dizye 20% after deductible 20% after deductible
Outpatient $30 $30 $30 $30
Outpatient Prescription Drug Coverage

Celomdiay veprBraeleticle nshyid gy il (does nﬂ?&;ﬁi?ﬁ Tier 1) (does nﬂ?&;ﬁi?ﬁ Tier 1) (does n$o2t5a%/§)5/(t)£ Tier 1) (does n$o2t5a%/§35/(t)£ Tier 1)
Tier 1 $15 $15 $15 $15

Tier 2 $40 $40 $40 $40

Tier 3 $80 $80 $80 $80

Tier 4 25% up to $250 25% up to $250 25% up to $250 25% up to $250
Pediatric Dental & Vision Coverage®

Dental Exam (preventive/diagnostic) No charge No charge No charge No charge
Vision Exam (routine) No charge No charge No charge No charge
Glasses (frames & lenses) 10% 10% 20% 20%
Optional Group Coverage - Infertility Services 50% 50% 50% 50%

1 When a member of a family unit satisfies the individual Deductible amount for the calendar year, no further deductible will be required for him or her for that calendar year.
2 Member cost share, including office visits, annual deductible, coinsurance and pharmacy, apply to the Out-of-Pocket Limit.
3 One routine vision exam and one pair of glasses per calendar year for children under age 19.
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Advantage, Alliance, Focus and
UnitedHealthcare SignatureValue® Harmony
Gold Plan Mapping

Prior to Jan. 1, 2020 Effective Jan. 1, 2020 Prior to Jan. 1, 2020 Effective Jan. 1, 2020

Metallic Level
m 30-60/30%/1000ded 30-60/30%/1250ded 0-80/30%/1250ded 0-80/30%/1500ded

Annual Deductible! (individual/family) $1,000/$2,000 $1,250/$2,500 $1,250/%$2,500 $1,500/$3,000
Annual Out-of-Pocket Limit?

(individual/family) $6,000/$12,000 $6,500/$13,000 $7,000/$14,000 $7,500/$15,000
Professional Services

Office Visits - PCP $30 $30 No charge No charge
Office Visits - Specialist $60 $60 $80 $80
Laboratory (standard) $30 $30 $30 $30
Radiology (standard) $30 $30 $30 $30
Maternity Care No charge No charge No charge No charge
Preventive Care Services No charge No charge No charge No charge
Hospitalization Services

Inpatient Hospital Benefits 30% after deductible 30% after deductible 30% after deductible 30% after deductible
Inpatient Physician Care 30% 30% 30% 30%

Sl g lreelly e 30% after deductible 30% after deductible 30% after deductible 30% after deductible
(100 days per benefit period)

Emergency Health Coverage

Emergency Services 30% after deductible 30% after deductible 30% after deductible 30% after deductible
e 320 320

- outside physician service area $75 $75 $75 $75
Ambulance Services $100 $100 $100 $100
Outpatient Services

Outpatient Surgery 30% after deductible 30% after deductible 30% after deductible 30% after deductible
Durable Medical Equipment $50 $50 $50 $50

(HUopngg ngtgﬁsévé?isalendar year) $30 $30 NoeEIgE NoeEIgE
Infertility Services Not covered Not covered Not covered Not covered
Injectable Drugs $150 $150 $150 $150

Mental Health & Substance Use Disorder Services

Inpatient 30% after deductible 30% after deductible 30% after deductible 30% after deductible
Outpatient $30 $30 No charge No charge
Outpatient Prescription Drug Coverage

Cellongay veer Eraeloilele (bt el (does n$02t5a%/§§(t)c?Tier 1) (does n$02t5a%/§§(t)c?Tier 1) (does n$02t5a%/§§(t)c?Tier 1) (does n$02t5a%/g;|§(t)c?Tier 1)
Tier 1 $15 $15 $5 $5

Tier 2 $40 $40 $50 $50

Tier 3 $80 $80 $100 $100

Tier 4 25% up to $250 25% up to $250 25% up to $250 25% up to $250
Pediatric Dental & Vision Coverage®

Dental Exam (preventive/diagnostic) No charge No charge No charge No charge
Vision Exam (routine) No charge No charge No charge No charge
Glasses (frames & lenses) 30% 30% 30% 30%
Optional Group Coverage - Infertility Services 50% 50% 50% 50%

1 When a member of a family unit satisfies the individual Deductible amount for the calendar year, no further deductible will be required for him or her for that calendar year.
2 Member cost share, including office visits, annual deductible, coinsurance and pharmacy, apply to the Out-of-Pocket Limit.
3 One routine vision exam and one pair of glasses per calendar year for children under age 19.
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Advantage, Alliance, Focus and
UnitedHealthcare SignatureValue® Harmony

Silver Plan Mapping

Prior to Jan. 1, 2020

Effective Jan. 1, 2020

Prior to Jan. 1, 2020

Effective Jan. 1, 2020

30%/2200ded 30%/2250ded
- ) - )
“ = 75/40 /0/2250ded = 80/40 /0/2250ded (A"iance only) (A"iance & Harmony only)

Annual Deductible' (individual/family) $2,250/$4,500 $2,250/$4,500 $2,200/$4400 $2,250/$4,500
ﬁgg&‘ﬁ&ﬁ;ﬁ;‘*ﬁ Limit $7,900/$15,800 $8,150/$16,300 $7,900/$15,800 $8,150/$16,300
Professional Services

Office Visits - PCP $50 $55 30% after deductible 30% after deductible
Office Visits - Specialist $75 $80 30% after deductible 30% after deductible
Laboratory (standard) $40 $45 30% after deductible 30% after deductible
Radiology (standard) $40 $45 30% after deductible 30% after deductible
Maternity Care No charge No charge 30% after deductible 30% after deductible
Preventive Care Services No charge No charge No charge No charge
Hospitalization Services

Inpatient Hospital Benefits 40% after deductible 40% after deductible 30% after deductible 30% after deductible
Inpatient Physician Care 40% 40% 30% after deductible 30% after deductible
(S.g'(')ega';‘:ﬁéﬂ%gﬁg}'ﬁgﬁ% 40% after deductible 40% after deductible 30% after deductible 30% after deductible
Emergency Health Coverage

Emergency Services 40% after deductible 40% after deductible 30% after deductible 30% after deductible
R e o $50 $55 30% after deductible 30% after deductible
- within physician service area

- outside physician service area $100 $100 30% after deductible 30% after deductible
Ambulance Services $100 $100 30% after deductible 30% after deductible
Outpatient Services

Outpatient Surgery 40% after deductible 40% after deductible 30% after deductible 30% after deductible
Durable Medical Equipment $50 $50 30% after deductible 30% after deductible
(Tjop”;(f ng'&gﬁsggizlendaryeao $50 $55 30% after deductible 30% after deductible
Infertility Services Not covered Not covered Not covered Not covered
Injectable Drugs $150 $150 30% after deductible 30% after deductible
Mental Health & Substance Use Disorder Services

Inpatient 40% after deductible 40% after deductible 30% after deductible 30% after deductible
Outpatient $50 $55 30% after deductible 30% after deductible
Outpatient Prescription Drug Coverage

Cellongay veer Eraeloilele (bt el (does n$02t5a([))/§l>5/(t)oo Tier 1) (does r?o%oa?)/ris ?OOTier 1) (does n$02t5a([))/§l>5/(t)oo Tier 1) (does r?o%oa?)/ris ?ooTier 1)
Tier 1 $20 $20 $20 $20

Tier 2 $50 $50 $50 $50

Tier 3 $100 $100 $100 $100

Tier 4 25% up to $250 25% up to $250 25% up to $250 25% up to $250
Pediatric Dental & Vision Coverage®

Dental Exam (preventive/diagnostic) No charge No charge No charge No charge
Vision Exam (routine) No charge No charge No charge No charge
Glasses (frames & lenses) 40% 40% 30% 30%
Optional Group Coverage - Infertility Services 50% 50% 50% after deductible 50% after deductible

1 When a member of a family unit satisfies the individual Deductible amount for the calendar year, no further deductible will be required for him or her for that calendar year.

2 Member cost share, including office visits, annual deductible, coinsurance and pharmacy, apply to the Out-of-Pocket Limit.

3 One routine vision exam and one pair of glasses per calendar year for children under age 19.
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Advantage, Alliance, Focus and
UnitedHealthcare SignatureValue® Harmony HDHP
Bronze Plan Mapping

Prior to Jan. 1, 2020 Effective Jan. 1, 2020 Prior to Jan. 1, 2020 Effective Jan. 1, 2020

Bronze Bronze
(Alliance Only) (Harmony Only)

Metallic Level

HDHP w/UnitedHealthcare HDHP w/Motion
10/ 10/
“ SRS A’/GSOOded SRS A’/GgoOded Mtsrien- 0%/6500ded 0%/69°0ded

Annual Deductible! (individual/family) $6,500/$13,000 $6,900/$13,800 $6,500/$13,000 $6,900/$13,800

Annual Out-of-Pocket Limit?
(individual/family)
Professional Services

Office Visits - PCP

Office Visits - Specialist
Laboratory (standard)
Radiology (standard)
Maternity Care

Preventive Care Services
Hospitalization Services
Inpatient Hospital Benefits
Inpatient Physician Care

Skilled Nursing Facility Care
(100 days per benefit period)

Emergency Health Coverage

Emergency Services

Urgently Needed Services
- within physician service area

- outside physician service area
Ambulance Services

Outpatient Services

Outpatient Surgery

Outpatient Surgery Physician Care

Durable Medical Equipment

Home Health Services
(Up to 100 visits per calendar year)

Infertility Services

Injectable Drugs

$6,500/$13,000

No charge after deductible
No charge after deductible
No charge after deductible
No charge after deductible
No charge after deductible

No charge

No charge after deductible

No charge after deductible

No charge after deductible

No charge after deductible
No charge after deductible

No charge after deductible

No charge after deductible

No charge after deductible

No charge after deductible

No charge after deductible

No charge after deductible
Not covered

No charge after deductible

Mental Health & Substance Use Disorder Services

Inpatient

Outpatient

Outpatient Prescription Drug Coverage

Calendar Year Deductible (individual/family)

Tier 1

Tier 2

Tier3

Tier 4

Pediatric Dental & Vision Coverage®
Dental Exam (preventive/diagnostic)
Vision Exam (routine)

Glasses (frames & lenses)

Optional Group Coverage -

Infertility Services

No charge after deductible

No charge after deductible

Annual Deductible applies
No charge
No charge
No charge

No charge

No charge
No charge
No charge after deductible

No charge after deductible

$6,900/$13,800

No charge after deductible
No charge after deductible
No charge after deductible
No charge after deductible
No charge after deductible

No charge

No charge after deductible

No charge after deductible

No charge after deductible

No charge after deductible
No charge after deductible

No charge after deductible

No charge after deductible

No charge after deductible
No charge after deductible

No charge after deductible
No charge after deductible

Not covered

No charge after deductible

No charge after deductible

No charge after deductible

Annual Deductible applies
No charge
No charge
No charge

No charge

No charge
No charge
No charge after deductible

No charge after deductible

$6,500/$13,000

No charge after deductible
No charge after deductible
No charge after deductible
No charge after deductible
No charge after deductible

No charge

No charge after deductible

No charge after deductible

No charge after deductible

No charge after deductible
No charge after deductible

No charge after deductible

No charge after deductible

No charge after deductible
No charge after deductible

No charge after deductible
No charge after deductible

Not covered

No charge after deductible

No charge after deductible

No charge after deductible

Annual Deductible applies
No charge
No charge
No charge

No charge

No charge
No charge
No charge after deductible

No charge after deductible

$6,900/$13,800

No charge after deductible
No charge after deductible
No charge after deductible
No charge after deductible
No charge after deductible

No charge

No charge after deductible

No charge after deductible

No charge after deductible

No charge after deductible
No charge after deductible

No charge after deductible

No charge after deductible

No charge after deductible
No charge after deductible
No charge after deductible
No charge after deductible

Not covered

No charge after deductible

No charge after deductible

No charge after deductible

Annual Deductible applies
No charge
No charge
No charge

No charge

No charge
No charge
No charge after deductible

No charge after deductible

1 The Annual Deductible is combined for medical and pharmacy benefits. When a member of a family unit satisfies the individual Deductible amount for the calendar year, no further deductible will be required for

him or her for that calendar year.

2 Annual deductible applies to the Out-of-Pocket Limit.

3 One routine vision exam and one pair of glasses per calendar year for children under age 19.
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Advantage, Alliance and Focus Platinum State Plan Mapping -
All Plans Mapped to Alliance

Prior to Jan. 1, 2020 Effective Jan. 1, 2020

“ Platinum 90 HMO 0/15 Platinum 90 HMO 0/15

Annual Deductible' (individual/family) None None
éﬁ;ﬂ&fgm\%"m Limit $3,350/$6,700 $4,500/$9,000
Professional Services

Office Visits - PCP $15 $15
Office Visits - Specialist $30 $30
Laboratory (standard) $15 $15
Radiology (standard) $30 $30
Maternity Care No charge No charge
Preventive Care Services No charge No charge
Hospitalization Services

Inpatient Hospital Benefits 10% 10%
Inpatient Physician Care 10% 10%
e
Emergency Health Coverage

Emergency Services $150 $150
Urggnﬁly Neeggd Servipes $15 $15

- within physician service area

- outside physician service area $15 $15
Ambulance Services $150 $150
Outpatient Services

QOutpatient Surgery 10% 10%
Durable Medical Equipment 10% 10%
Z‘Jopnt]g '1_‘068 l\t/?sfse L)Vé(r:izlendar year) 10% 10%
Infertility Services Not covered Not covered
Injectable Drugs 10% 10%
Mental Health & Substance Use Disorder Services

Inpatient 10% 10%
Outpatient $15 $15
Outpatient Prescription Drug Coverage

Calendar Year Deductible (individual/family) None None
Tier 1 $5 $5
Tier 2 $15 $15
Tier 3 $25 $25
Tier 4 10% up to $250 10% up to $250
Pediatric Dental & Vision Coverage*

Dental Exam (preventive/diagnostic) No charge No charge
Vision Exam (routine) No charge No charge
Glasses (frames & lenses) No charge No charge
Optional Group Coverage - Infertility Services 50% 50%

' When a member of a family unit satisfies the individual Deductible amount for the calendar year, no further deductible will be required for him or her for that calendar year.
2 The Annual Deductible is combined for medical and pharmacy benefits.

3 Member cost share, including office visits, annual deductible, coinsurance and pharmacy, apply to the Out-of-Pocket Limit.

4 One routine vision exam and one pair of glasses per calendar year for children under age 19.
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Advantage, Alliance and Focus Gold State Plan Mapping -
All Plans Mapped to Alliance

Prior to Jan. 1, 2020 Effective Jan. 1, 2020

Annual Deductible' (individual/family) None $250/$500
?Qgﬁgi‘f}g;ﬁ;"ket Sl $7,200/$14,400 $7,800/$15,600
Professional Services

Office Visits - PCP $30 $25

Office Visits - Specialist $55 $50
Laboratory (standard) $35 $25
Radiology (standard) $55 $65
Maternity Care No charge No charge
Preventive Care Services No charge No charge
Hospitalization Services

Inpatient Hospital Benefits 20% 20% after deductible
Inpatient Physician Care 20% 20% after deductible
a’ggega’;‘:fg?%gﬁgif'i%gﬁged) 20% 20% after deductible
Emergency Health Coverage

Emergency Services $325 $250 after deductible
Urggnﬁly Neeggd Servipes $30 $25

- within physician service area

- outside physician service area $30 $25
Ambulance Services $250 $250 after deductible
Outpatient Services

Outpatient Surgery 20% 20%
Durable Medical Equipment 20% 20%

EJoprTg 1'_10681 l\t/?sfse [)V(;(r:izlendar year) 20% $30
Infertility Services Not covered Not covered
Injectable Drugs 20% 20%

Mental Health & Substance Use Disorder Services

Inpatient 20% 20% after deductible
Outpatient $30 $25
Outpatient Prescription Drug Coverage

Calendar Year Deductible (individual/family) None None

Tier 1 $15 $15

Tier 2 $55 $50

Tier 3 $75 $80

Tier 4 20% up to $250 20% up to $250
Pediatric Dental & Vision Coverage*

Dental Exam (preventive/diagnostic) No charge No charge
Vision Exam (routine) No charge No charge
Glasses (frames & lenses) No charge No charge
Optional Group Coverage - Infertility Services 50% 50%

1 When a member of a family unit satisfies the individual Deductible amount for the calendar year, no further deductible will be required for him or her for that calendar year.
2 The Annual Deductible is combined for medical and pharmacy benefits.

3 Member cost share, including office visits, annual deductible, coinsurance and pharmacy, apply to the Out-of-Pocket Limit.

4 One routine vision exam and one pair of glasses per calendar year for children under age 19.
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Advantage, Alliance and Focus Silver State Plan Mapping -

All Plans Mapped to Alliance

e T
“ Silver 70 HMO 2000/45 Silver 70 HMO 2250/50

Annual Deductible' (individual/family)

Annual Out-of-Pocket Limit®
(individual/family)

Professional Services
Office Visits - PCP

Office Visits - Specialist
Laboratory (standard)
Radiology (standard)
Maternity Care

Preventive Care Services
Hospitalization Services
Inpatient Hospital Benefits

Inpatient Physician Care

Skilled Nursing Facility Care
(100 days per benefit period)

Emergency Health Coverage
Emergency Services

Urgently Needed Services
- within physician service area

- outside physician service area
Ambulance Services

Outpatient Services

Outpatient Surgery

Durable Medical Equipment

Home Health Services
(Up to 100 visits per calendar year)

Infertility Services

Injectable Drugs

Mental Health & Substance Use Disorder Services
Inpatient

Qutpatient

Outpatient Prescription Drug Coverage
Calendar Year Deductible (individual/family)
Tier 1

Tier2

Tier 3

Tier 4

Pediatric Dental & Vision Coverage*

Dental Exam (preventive/diagnostic)

Vision Exam (routine)

Glasses (frames & lenses)

Optional Group Coverage - Infertility Services

Prior to Jan. 1, 2020

$2,000/$4,000
$7,550/$15,100

$45
$80
$40
$75
No charge

No charge

20% after deductible
20% after deductible

20% after deductible

$350
$45

$45
$250 after deductible

20%

20%

20%
Not covered

20%

20% after deductible
$45

$200/$400
$15
$55
$85
20% up to $250

No charge
No charge
No charge

50%

Effective Jan. 1, 2020

$2,250/$4,500
$7,800/$15,600

$50
$85
$40
$85
No charge

No charge

20% after deductible
20% after deductible

20% after deductible

$400 after deductible
$50

$50
$250 after deductible

20%

20%

20%
Not covered

20%

20% after deductible
$50

$300/$600
$17
$65
$90
20% up to $250

No charge
No charge
No charge

50%

1 When a member of a family unit satisfies the individual Deductible amount for the calendar year, no further deductible will be required for him or her for that calendar year.

2 The Annual Deductible is combined for medical and pharmacy benefits.
3 Member cost share, including office visits, annual deductible, coinsurance and pharmacy, apply to the Out-of-Pocket Limit.

4 One routine vision exam and one pair of glasses per calendar year for children under age 19.
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Advantage, Alliance and Focus Bronze State Plan Mapping -
All Plans Mapped to Alliance

Metallic Level Bronze

0,
Bronze 60 HMO HDHP 6000/40% Bronze 60 HMO HDHP 6900/0%
(Alliance only)

Annual Deductible' (individual/family)

Annual Out-of-Pocket Limit?
(individual/family)

Professional Services
Office Visits - PCP

Office Visits - Specialist
Laboratory (standard)
Radiology (standard)
Maternity Care

Preventive Care Services
Hospitalization Services
Inpatient Hospital Benefits

Inpatient Physician Care

Skilled Nursing Facility Care
(100 days per benefit period)

Emergency Health Coverage
Emergency Services

Urgently Needed Services
- within physician service area

- outside physician service area
Ambulance Services

Outpatient Services

QOutpatient Surgery

Durable Medical Equipment

Home Health Services
(Up to 100 visits per calendar year)

Infertility Services

Injectable Drugs

Mental Health & Substance Use Disorder Services
Inpatient

Qutpatient

Outpatient Prescription Drug Coverage
Calendar Year Deductible (individual/family)
Tier 1

Tier2

Tier 3

Tier 4

Pediatric Dental & Vision Coverage*

Dental Exam (preventive/diagnostic)

Vision Exam (routine)

Glasses (frames & lenses)

Optional Group Coverage - Infertility Services

Prior to Jan. 1, 2020

$6,000/$12,0002
$6,650/$13,300

40% after deductible
40% after deductible
40% after deductible
40% after deductible
40% after deductible

No charge

40% after deductible
40% after deductible

40% after deductible

40% after deductible
40% after deductible

40% after deductible
40% after deductible

40% after deductible
40% after deductible

40% after deductible

Not covered

40% after deductible

40% after deductible
40% after deductible

Annual Deductible applies
40% up to $500
40% up to $500
40% up to $500
40% up to $500

No charge
No charge
No charge

50% after deductible

Effective Jan. 1, 2020

$6,900/$13,8002
$6,900/$13,800

No charge after deductible
No charge after deductible
No charge after deductible
No charge after deductible
No charge after deductible

No charge

No charge after deductible

No charge after deductible

No charge after deductible

No charge after deductible
No charge after deductible

No charge after deductible

No charge after deductible

No charge after deductible

No charge after deductible
No charge after deductible

Not covered

No charge after deductible

No charge after deductible

No charge after deductible

Annual Deductible applies
No charge
No charge
No charge

No charge

No charge
No charge
No charge

50% after deductible

1 When a member of a family unit satisfies the individual Deductible amount for the calendar year, no further deductible will be required for him or her for that calendar year.

2 The Annual Deductible is combined for medical and pharmacy benefits.
3 Member cost share, including office visits, annual deductible, coinsurance and pharmacy, apply to the Out-of-Pocket Limit.

4 One routine vision exam and one pair of glasses per calendar year for children under age 19.
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UnitedHealthcare Navigate® Platinum Plan Mapping -
All Plans Mapped to Core

Annual Deductible? (individual/family)

Annual Out-of-Pocket Limit®
(individual/family)

Professional Services
Office Visits - PCP

Office Visits - Specialist
Laboratory* (standard)
Radiology* (standard)
Maternity Care®
Preventive Care Services
Hospitalization Services
Inpatient Hospital Benefits
Inpatient Physician Care

Skilled Nursing Facility Care
(100 days per benefit period)

Emergency Health Coverage
Emergency Services

Urgent Care Services
Ambulance Services
Outpatient Services
Outpatient Surgery*

Durable Medical Equipment

Home Health Services
(Up to 100 visits per calendar year)

Infertility Services
(Benefits limited to $2,000 per lifetime)

Injections Received in a Physician's Office
Mental Health & Substance Use Disorder Services
Inpatient

Outpatient

Outpatient Prescription Drug Coverage
Calendar Year Deductible (individual/family)
Tier 1

Tier 2

Tier 3

Tier 4

Pediatric Dental & Vision Coverage®

Dental Exam (preventive/diagnostic)

Vision Exam (routine)

Glasses (frames & lenses)

Prior to Jan. 1, 2020

None

$3,200/$6,400

$10
$20
10%
10%
$10

No copayment

10%
10%

10%

10% plus $150 per-occurrence

deductible
$50
10%

10%
10%
10%
10%
$10

10%
$10

None
$10
$35
$70
10% up to $250

No copayment
No copayment

10%

None

$3,500/$7,000

$10
$25
10%
10%
$10

No copayment

10%
10%

10%

Effective Jan. 1, 2020

Metalic Lovel . et
Navigate Plan 10/10% 10/10%
e | wewer [ vewer | orewen |

10% plus $150 per-occurrence

deductible
$50
10%

10%
10%
10%
10%
$10

10%
$10

No copayment
No copayment

10%

None
$10
$35
$70

10% up to $250

$1,000/$2,000
$7,000/$14,000

50% after deductible

50% after deductible

50% after deductible

50% after deductible

50% after deductible
No benefit

50% after deductible
50% after deductible

50% after deductible

Same as Network benefit

50% after deductible

Same as Network benefit

50% after deductible
50% after deductible

50% after deductible
50% after deductible

50% after deductible

50% after deductible
50% after deductible

50% after deductible
50%
50%

1 No benefits for Non-Network services, except for emergency health and urgent care services. Members must obtain an electronic referral from their primary care physician before seeing another

network physician.

2 When a member of a family unit satisfies the individual Deductible amount for the calendar year, no further deductible will be required for him or her for that calendar year. The per-occurrence deductible does not

apply to the Annual Deductible.

3 Member cost share, including office visits, annual deductible, per-occurrence deductible, coinsurance and pharmacy, apply to the Out-of-Pocket Limit.

4 The outpatient per-occurrence deductible may be waived for outpatient services received at a network independent, non-hospital-affiliated provider.

5 No copayment applies to physician office visits for prenatal care.

6 One routine vision exam and one pair of glasses per calendar year for children under age 19.

30



Navigate Platinum Plan Mapping -
All Plans Mapped to Core

Annual Deductible? (individual/family)

Annual Out-of-Pocket Limit®
(individual/family)
Professional Services

Office Visits - PCP

Office Visits - Specialist
Laboratory* (standard)
Radiology* (standard)
Maternity Care®
Preventive Care Services
Hospitalization Services
Inpatient Hospital Benefits
Inpatient Physician Care

Skilled Nursing Facility Care
(100 days per benefit period)

Emergency Health Coverage
Emergency Services

Urgent Care Services
Ambulance Services
Outpatient Services
Outpatient Surgery*

Durable Medical Equipment
Home Health Services

(Up to 100 visits per calendar year)

Infertility Services

(Benefits limited to $2,000 per lifetime)
Injections Received in a Physician's Office

Mental Health & Substance Use Disorder Services

Inpatient

Outpatient

Outpatient Prescription Drug Coverage

Calendar Year Deductible (individual/family)

Tier 1
Tier 2
Tier 3
Tier 4

Pediatric Dental & Vision Coverage®

Dental Exam (preventive/diagnostic)

Vision Exam (routine)

Glasses (frames & lenses)

Prior to Jan. 1, 2020

$250/$500
$3,200/$6,400

$15
$30
20% after deductible
20% after deductible
$15

No copayment

20% after deductible
20% after deductible

20% after deductible

Effective Jan. 1, 2020

Navigate Plan 15/250/20% 15/250/20%
I I S I S BN P S

$250/$500 $1,000/$2,000

$3,500/$7,000 $7,000/$14,000
$15 50% after deductible
$30 50% after deductible
20% after deductible 50% after deductible
20% after deductible 50% after deductible
$15 50% after deductible

No copayment No benefit

20% after deductible 50% after deductible
20% after deductible 50% after deductible
20% after deductible 50% after deductible

20% after deductible, plus $150 per-
occurrence deductible

$50
20% after deductible

20% after deductible, plus $150 per-
occurrence deductible

$50 50% after deductible
20% after deductible

Same as Network benefit

Same as Network benefit

20% after deductible
20% after deductible

20% after deductible

20% after deductible

$15

20% after deductible
$15

None
$10
$35
$70
10% up to $250

No copayment
No copayment

20%

20% after deductible 50% after deductible
20% after deductible 50% after deductible
20% after deductible 50% after deductible
20% after deductible 50% after deductible
$15 50% after deductible
20% after deductible 50% after deductible
$15 50% after deductible
None
$10
$35
$70
10% up to $250
No copayment 50% after deductible
No copayment 50%
20% 50%

1 No benefits for Non-Network services, except for emergency health and urgent care services. Members must obtain an electronic referral from their primary care physician before seeing another

network physician.

2 When a member of a family unit satisfies the individual Deductible amount for the calendar year, no further deductible will be required for him or her for that calendar year. The per-occurrence deductible does not

apply to the Annual Deductible.

3 Member cost share, including office visits, annual deductible, per-occurrence deductible, coinsurance and pharmacy, apply to the Out-of-Pocket Limit.

4 The outpatient per-occurrence deductible may be waived for outpatient services received at a network independent, non-hospital-affiliated provider.

5 No copayment applies to physician office visits for prenatal care.

6 One routine vision exam and one pair of glasses per calendar year for children under age 19.
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Navigate Gold Plan Mapping -

All Plans Mapped to Core

Metallic Level

Prior to Jan. 1, 2020

Effective Jan. 1, 2020

Navigate Plan 25/250/20% 25/500/20%

Annual Deductible? (individual/family)
Annual Out-of-Pocket Limit®
(individual/family)

Professional Services

Office Visits - PCP

Office Visits - Specialist

Laboratory* (standard)

Radiology* (standard)

Maternity Care®
Preventive Care Services

Hospitalization Services
Inpatient Hospital Benefits

Inpatient Physician Care

Skilled Nursing Facility Care
(100 days per benefit period)

Emergency Health Coverage
Emergency Services

Urgent Care Services
Ambulance Services

Outpatient Services
Outpatient Surgery*

Durable Medical Equipment

Home Health Services

(Up to 100 visits per calendar year)
Infertility Services

(Benefits limited to $2,000 per lifetime)

Injections Received in a Physician's Office

Mental Health & Substance Use Disorder Services
Inpatient

Outpatient

Outpatient Prescription Drug Coverage
Calendar Year Deductible (individual/family)

Tier 1

Tier 2

Tier 3

Tier 4

Pediatric Dental & Vision Coverage®
Dental Exam (preventive/diagnostic)
Vision Exam (routine)

Glasses (frames & lenses)

$250/$500
$6,000/$12,000

$25
$50

20% after deductible, plus $250
per-occurrence deductible

20% after deductible, plus $250
per-occurrence deductible

$25
No copayment

20% after deductible, plus $250
per-occurrence deductible

20% after deductible

20% after deductible

20% after deductible, plus $250
per-occurrence deductible

$75
20% after deductible

20% after deductible, plus $250
per-occurrence deductible

20% after deductible
20% after deductible

20% after deductible
$25

20% after deductible
$25

None

$15
$40
$80
25% up to $250

No copayment
No copayment

20%

$500/$1,000 $1,000/$2,000
$6,500/$13,000 $13,000/$26,000
$25 50% after deductible
$50 50% after deductible

20% after deductible for
independent, non-hospital-affiliated

provider; 40% after deductible for SlFbaliisrdzelusilols
hospital-affiliated provider
20% after deductible for
independent, non-hospital-affiliated ’
provider; 40% after deductible for sliFpalisreleelsill
hospital-affiliated provider
$25 50% after deductible
No copayment No benefit
20% after deductible, plus $250 50% after deductible, plus $250
per-occurrence deductible per-occurrence deductible
20% after deductible 50% after deductible
20% after deductible 50% after deductible

20% after deductible, plus $250

. Same as Network benefit
per-occurrence deductible

$75 50% after deductible
20% after deductible Same as Network benefit
20% after deductible, plus $250 50% after deductible, plus $250
per-occurrence deductible per-occurrence deductible
20% after deductible 50% after deductible
20% after deductible 50% after deductible
20% after deductible 50% after deductible
$25 50% after deductible
20% after deductible 50% after deductible
$25 50% after deductible
$250/$500
does not apply to Tier 1
$15
$40
$80
25% up to $250
No copayment 50% after deductible
No copayment 50%
20% 50%

1 No benefits for Non-Network services, except for emergency health and urgent care services. Members must obtain an electronic referral from their primary care physician before seeing another

network physician.

2 When a member of a family unit satisfies the individual Deductible amount for the calendar year, no further deductible will be required for him or her for that calendar year. The per-occurrence deductible does not

apply to the Annual Deductible.

3 Member cost share, including office visits, annual deductible, per-occurrence deductible, coinsurance and pharmacy, apply to the Out-of-Pocket Limit.
4 The outpatient per-occurrence deductible may be waived for outpatient services received at a network independent, non-hospital-affiliated provider.

5 No copayment applies to physician office visits for prenatal care.

6 One routine vision exam and one pair of glasses per calendar year for children under age 19.



Navigate Gold Plan Mapping -

All Plans Mapped to Core

Metallic Level

Prior to Jan. 1, 2020

Effective Jan. 1, 2020

Navigate Plan 25/750/20% 25/1000/20%

Annual Deductible? (individual/family)
Annual Out-of-Pocket Limit®
(individual/family)

Professional Services

Office Visits - PCP

Office Visits - Specialist

Laboratory* (standard)

Radiology* (standard)

Maternity Care®
Preventive Care Services

Hospitalization Services
Inpatient Hospital Benefits

Inpatient Physician Care

Skilled Nursing Facility Care
(100 days per benefit period)

Emergency Health Coverage
Emergency Services

Urgent Care Services
Ambulance Services

Outpatient Services
Outpatient Surgery*

Durable Medical Equipment

Home Health Services

(Up to 100 visits per calendar year)
Infertility Services

(Benefits limited to $2,000 per lifetime)

Injections Received in a Physician's Office

Mental Health & Substance Use Disorder Services
Inpatient

Outpatient

Outpatient Prescription Drug Coverage
Calendar Year Deductible (individual/family)

Tier 1

Tier 2

Tier 3

Tier 4

Pediatric Dental & Vision Coverage®
Dental Exam (preventive/diagnostic)
Vision Exam (routine)

Glasses (frames & lenses)

$750/$1,500
$6,000/$12,000

$25
$50

20% after deductible, plus $250
per-occurrence deductible

20% after deductible, plus $250
per-occurrence deductible

$25
No copayment

20% after deductible, plus $250
per-occurrence deductible

20% after deductible

20% after deductible

20% after deductible, plus $250
per-occurrence deductible

$75
20% after deductible

20% after deductible, plus $250
per-occurrence deductible

20% after deductible
20% after deductible

20% after deductible
$25

20% after deductible
$25

None

$15
$40
$80
25% up to $250

No copayment
No copayment

20%

$1,000/$2,000 $2,000/$4,000

$6,500/$13,000 $13,000/$26,000
$25 50% after deductible
$50 50% after deductible

20% after deductible for
independent, non-hospital-affiliated

5 .
provider; 40% after deductible for SlFbaliisrdzelusilols
hospital-affiliated provider
20% after deductible for
independent, non-hospital-affiliated o ’
provider; 40% after deductible for sliFpalisreleelsill
hospital-affiliated provider
$25 50% after deductible
No copayment No benefit
20% after deductible, plus $250 50% after deductible, plus $250
per-occurrence deductible per-occurrence deductible
20% after deductible 50% after deductible
20% after deductible 50% after deductible

20% after deductible, plus $250

. Same as Network benefit
per-occurrence deductible

$75 50% after deductible
20% after deductible Same as Network benefit
20% after deductible, plus $250 50% after deductible, plus $250
per-occurrence deductible per-occurrence deductible
20% after deductible 50% after deductible
20% after deductible 50% after deductible
20% after deductible 50% after deductible
$25 50% after deductible
20% after deductible 50% after deductible
$25 50% after deductible
$250/$500
does not apply to Tier 1
$15
$40
$80
25% up to $250
No copayment 50% after deductible
No copayment 50%
20% 50%

1 No benefits for Non-Network services, except for emergency health and urgent care services. Members must obtain an electronic referral from their primary care physician before seeing another

network physician.

2 When a member of a family unit satisfies the individual Deductible amount for the calendar year, no further deductible will be required for him or her for that calendar year. The per-occurrence deductible does not

apply to the Annual Deductible.

3 Member cost share, including office visits, annual deductible, per-occurrence deductible, coinsurance and pharmacy, apply to the Out-of-Pocket Limit.
4 The outpatient per-occurrence deductible may be waived for outpatient services received at a network independent, non-hospital-affiliated provider.

5 No copayment applies to physician office visits for prenatal care.

6 One routine vision exam and one pair of glasses per calendar year for children under age 19.



Navigate Gold Plan Mapping -

All Plans Mapped to Core

Metallic Level

Prior to Jan. 1, 2020

Effective Jan. 1, 2020

Navigate Plan 25/1250/20% 25/1000/20%

Annual Deductible? (individual/family)
Annual Out-of-Pocket Limit®
(individual/family)

Professional Services

Office Visits - PCP

Office Visits - Specialist

Laboratory* (standard)

Radiology* (standard)

Maternity Care®
Preventive Care Services

Hospitalization Services
Inpatient Hospital Benefits

Inpatient Physician Care

Skilled Nursing Facility Care
(100 days per benefit period)

Emergency Health Coverage
Emergency Services

Urgent Care Services
Ambulance Services

Outpatient Services
Outpatient Surgery*

Durable Medical Equipment

Home Health Services

(Up to 100 visits per calendar year)
Infertility Services

(Benefits limited to $2,000 per lifetime)

Injections Received in a Physician's Office

Mental Health & Substance Use Disorder Services
Inpatient

Outpatient

Outpatient Prescription Drug Coverage
Calendar Year Deductible (individual/family)

Tier 1

Tier 2

Tier 3

Tier 4

Pediatric Dental & Vision Coverage®
Dental Exam (preventive/diagnostic)
Vision Exam (routine)

Glasses (frames & lenses)

$1,250/$2,500
$6,000/$12,000

$25
$50

20% after deductible, plus $250
per-occurrence deductible

20% after deductible, plus $250
per-occurrence deductible

$25
No copayment

20% after deductible, plus $250
per-occurrence deductible

20% after deductible

20% after deductible

20% after deductible, plus $250
per-occurrence deductible

$75
20% after deductible

20% after deductible, plus $250
per-occurrence deductible

20% after deductible
20% after deductible

20% after deductible
$25

20% after deductible
$25

None

$15
$40
$80
25% up to $250

No copayment
No copayment

20%

$1,000/$2,000 $2,000/$4,000

$6,500/$13,000 $13,000/$26,000
$25 50% after deductible
$50 50% after deductible

20% after deductible for
independent, non-hospital-affiliated

5 .
provider; 40% after deductible for SlFbaliisrdzelusilols
hospital-affiliated provider
20% after deductible for
independent, non-hospital-affiliated o ’
provider; 40% after deductible for sliFpalisreleelsill
hospital-affiliated provider
$25 50% after deductible
No copayment No benefit
20% after deductible, plus $250 50% after deductible, plus $250
per-occurrence deductible per-occurrence deductible
20% after deductible 50% after deductible
20% after deductible 50% after deductible

20% after deductible, plus $250

. Same as Network benefit
per-occurrence deductible

$75 50% after deductible
20% after deductible Same as Network benefit
20% after deductible, plus $250 50% after deductible, plus $250
per-occurrence deductible per-occurrence deductible
20% after deductible 50% after deductible
20% after deductible 50% after deductible
20% after deductible 50% after deductible
$25 50% after deductible
20% after deductible 50% after deductible
$25 50% after deductible
$250/$500
does not apply to Tier 1
$15
$40
$80
25% up to $250
No copayment 50% after deductible
No copayment 50%
20% 50%

1 No benefits for Non-Network services, except for emergency health and urgent care services. Members must obtain an electronic referral from their primary care physician before seeing another

network physician.

2 When a member of a family unit satisfies the individual Deductible amount for the calendar year, no further deductible will be required for him or her for that calendar year. The per-occurrence deductible does not

apply to the Annual Deductible.

3 Member cost share, including office visits, annual deductible, per-occurrence deductible, coinsurance and pharmacy, apply to the Out-of-Pocket Limit.
4 The outpatient per-occurrence deductible may be waived for outpatient services received at a network independent, non-hospital-affiliated provider.

5 No copayment applies to physician office visits for prenatal care.

6 One routine vision exam and one pair of glasses per calendar year for children under age 19.



Navigate Gold Plan Mapping -
All Plans Mapped to Core

Prior to Jan. 1, 2020

40/1500/30% 50/1500/40%

Effective Jan. 1, 2020
Metallic Level

Navigate Plan

Annual Deductible? (individual/family) $1,500/$3,000 $1,500/$3,000 $3,000/$6,000
Annual Out-of-Pocket Limit®
(individual/family) $7,900/$15,800 $8,150/$16,300 $16,300/$32,600
Professional Services
Office Visits - PCP $40 $50 50% after deductible
Office Visits - Specialist $70 $80 50% after deductible
40% after deductible for
30% after deductible, plus $250 independent, non-hospital-affiliated o .
Laboratory” (standard) per-occurrence deductible provider; 50% after deductible for il Ll
hospital-affiliated provider
40% after deductible for
. 30% after deductible, plus $250 independent, non-hospital-affiliated o ’
Radiology* (standard) per-occurrence deductible provider; 50% after deductible for Stz LsitEle
hospital-affiliated provider
Maternity Care® $40 $50 50% after deductible
Preventive Care Services No copayment No copayment No benefit

Hospitalization Services
Inpatient Hospital Benefits

Inpatient Physician Care

Skilled Nursing Facility Care
(100 days per benefit period)

Emergency Health Coverage

30% after deductible, plus $250
per-occurrence deductible

30% after deductible

30% after deductible

30% after deductible, plus $250

40% after deductible, plus $250
per-occurrence deductible

40% after deductible

40% after deductible

40% after deductible, plus $250

50% after deductible, plus $250

per-occurrence deductible
50% after deductible

50% after deductible

Sy S per-occurrence deductible per-occurrence deductible SO ESNLO RE
Urgent Care Services $70 $80 50% after deductible
Ambulance Services 30% after deductible 40% after deductible Same as Network benefit

Outpatient Services

30% after deductible, plus $250
per-occurrence deductible

40% after deductible, plus $250
per-occurrence deductible

50% after deductible, plus $250

Outpatient Surgery* per-occurrence deductible

Durable Medical Equipment 30% after deductible 40% after deductible 50% after deductible
mopr?(‘j ng'\t/t‘sfseg’éfiz jendar year) 30% after deductible 40% after deductible 50% after deductible
'(gee:gf'ftysﬁmsgfo 0 e T 30% after deductible 40% after deductible 50% after deductible
Injections Received in a Physician's Office $40 $50 50% after deductible
Mental Health & Substance Use Disorder Services

Inpatient 30% after deductible 40% after deductible 50% after deductible
Outpatient $40 $50 50% after deductible
Outpatient Prescription Drug Coverage

Calendar Year Deductible (individual/family) s r;$o2t5a%/§$?§ﬂer 1 s r?o%%?;ﬁ??ooﬂer 1

Tier 1 $20 $20

Tier 2 $50 $50

Tier 3 $100 $100

Tier 4 25% up to $250 25% up to $250

Pediatric Dental & Vision Coverage®

Dental Exam (preventive/diagnostic) No copayment No copayment 50% after deductible
Vision Exam (routine) No copayment No copayment 50%
Glasses (frames & lenses) 30% 40% 50%

1 No benefits for Non-Network services, except for emergency health and urgent care services. Members must obtain an electronic referral from their primary care physician before seeing another
network physician.

2 When a member of a family unit satisfies the individual Deductible amount for the calendar year, no further deductible will be required for him or her for that calendar year. The per-occurrence deductible does not
apply to the Annual Deductible.

3 Member cost share, including office visits, annual deductible, per-occurrence deductible, coinsurance and pharmacy, apply to the Out-of-Pocket Limit.
4 The outpatient per-occurrence deductible may be waived for outpatient services received at a network independent, non-hospital-affiliated provider.

5 No copayment applies to physician office visits for prenatal care.

6 One routine vision exam and one pair of glasses per calendar year for children under age 19.
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Navigate Gold Plan Mapping -
All Plans Mapped to Core

Prior to Jan. 1, 2020

45/2250/40% 50/2250/40%

Effective Jan. 1, 2020
Metallic Level

Navigate Plan

Annual Deductible? (individual/family) $2,250/$4,500 $2,250/$4,500 $4,500/$9,000
Annual Out-of-Pocket Limit®
(individual/family) $7,900/$15,800 $8,150/$16,300 $16,300/$32,600
Professional Services
Office Visits - PCP $45 $50 50% after deductible
Office Visits - Specialist $80 $80 50% after deductible
40% after deductible for
40% after deductible, plus $250 independent, non-hospital-affiliated o .
Laboratory” (standard) per-occurrence deductible provider; 50% after deductible for il Ll
hospital-affiliated provider
40% after deductible for
. 40% after deductible, plus $250 independent, non-hospital-affiliated o ’
Radiology* (standard) per-occurrence deductible provider; 50% after deductible for Stz LsitEle
hospital-affiliated provider
Maternity Care® $45 $50 50% after deductible
Preventive Care Services No copayment No copayment No benefit

Hospitalization Services
Inpatient Hospital Benefits

Inpatient Physician Care

Skilled Nursing Facility Care
(100 days per benefit period)

Emergency Health Coverage

40% after deductible, plus $250
per-occurrence deductible

40% after deductible

40% after deductible

40% after deductible, plus $250

40% after deductible, plus $250
per-occurrence deductible

40% after deductible

40% after deductible

40% after deductible, plus $250

50% after deductible, plus $250

per-occurrence deductible
50% after deductible

50% after deductible

Sy S per-occurrence deductible per-occurrence deductible SO ESNLO RE
Urgent Care Services $80 $80 50% after deductible
Ambulance Services 40% after deductible 40% after deductible Same as Network benefit

Outpatient Services

40% after deductible, plus $250
per-occurrence deductible

40% after deductible, plus $250
per-occurrence deductible

50% after deductible, plus $250

Outpatient Surgery* per-occurrence deductible

Durable Medical Equipment 40% after deductible 40% after deductible 50% after deductible
mopr?(‘j ng'\t/t‘sfseg’éfiz jendar year) 40% after deductible 40% after deductible 50% after deductible
'(gee:gf'ftysﬁmsgfo 0 e T 40% after deductible 40% after deductible 50% after deductible
Injections Received in a Physician's Office $45 $50 50% after deductible
Mental Health & Substance Use Disorder Services

Inpatient 40% after deductible 40% after deductible 50% after deductible
Outpatient $45 $50 50% after deductible
Outpatient Prescription Drug Coverage

Calendar Year Deductible (individual/family) s r;$o2t5a%/§$?§ﬂer 1 s r?o%%?;ﬁ??ooﬂer 1

Tier 1 $20 $20

Tier 2 $50 $50

Tier 3 $100 $100

Tier 4 25% up to $250 25% up to $250

Pediatric Dental & Vision Coverage®

Dental Exam (preventive/diagnostic) No copayment No copayment 50% after deductible
Vision Exam (routine) No copayment No copayment 50%
Glasses (frames & lenses) 40% 40% 50%

1 No benefits for Non-Network services, except for emergency health and urgent care services. Members must obtain an electronic referral from their primary care physician before seeing another
network physician.

2 When a member of a family unit satisfies the individual Deductible amount for the calendar year, no further deductible will be required for him or her for that calendar year. The per-occurrence deductible does not
apply to the Annual Deductible.

3 Member cost share, including office visits, annual deductible, per-occurrence deductible, coinsurance and pharmacy, apply to the Out-of-Pocket Limit.
4 The outpatient per-occurrence deductible may be waived for outpatient services received at a network independent, non-hospital-affiliated provider.

5 No copayment applies to physician office visits for prenatal care.

6 One routine vision exam and one pair of glasses per calendar year for children under age 19.
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Navigate HDHP Silver Plan Mapping -
All Plans Mapped to Core

Prior to Jan. 1, 2020 Effective Jan. 1, 2020

Metalic Level - s ]

o HDHP w/UnitedHealthcare Motion® q o
Navigate Plan 2300/30% HDHP w/Motion 2300/30%

e e | e [ oo

Annual Deductible? (individual/family) $2,300/$2,700° $2,300/$2,800° $4,600/$5,600°
—T —
éﬁ;ﬂiﬁff;’mj’)"m Limit $6,650/$13,300 $6,650/$13,300 $13,300/$26,600
Professional Services
Office Visits - PCP 30% after deductible 30% after deductible 50% after deductible
Office Visits - Specialist 30% after deductible 30% after deductible 50% after deductible
Laboratory (standard) 30% after deductible 30% after deductible 50% after deductible
Radiology (standard) 30% after deductible 30% after deductible 50% after deductible
Maternity Care 30% after deductible 30% after deductible 50% after deductible
Preventive Care Services No copayment No copayment No benefit
Hospitalization Services
Inpatient Hospital Benefits 30% after deductible 30% after deductible 50% after deductible
Inpatient Physician Care 30% after deductible 30% after deductible 50% after deductible
ﬁ’ggegaysSé?%gﬁg'f'i'%gﬁgz) 30% after deductible 30% after deductible 50% after deductible
Emergency Health Coverage
Emergency Services 30% after deductible 30% after deductible Same as Network benefit
Urgent Care Services 30% after deductible 30% after deductible 50% after deductible
Ambulance Services 30% after deductible 30% after deductible Same as Network benefit
Outpatient Services
Outpatient Surgery 30% after deductible 30% after deductible 50% after deductible
Durable Medical Equipment 30% after deductible 30% after deductible 50% after deductible
mopn;g :'Oeg'\t/gfseg’éfiz jendar year) 30% after deductible 30% after deductible 50% after deductible
'(gee:gf'ftysﬁfnrl‘ggfo 0 e T 30% after deductible 30% after deductible 50% after deductible
Injections Received in a Physician's Office 30% after deductible 30% after deductible 50% after deductible
Mental Health & Substance Use Disorder Services
Inpatient 30% after deductible 30% after deductible 50% after deductible
Outpatient 30% after deductible 30% after deductible 50% after deductible

Outpatient Prescription Drug Coverage

Calendar Year Deductible (individual/family) Annual Deductible applies Annual Deductible applies

Tier 1 $20 $20
Tier 2 $50 $50
Tier3 $100 $100
Tier 4 25% up to $250 25% up to $250

Pediatric Dental & Vision Coverage*

Dental Exam (preventive/diagnostic) No copayment No copayment 50% after deductible
Vision Exam (routine) No copayment No copayment 50% after deductible
Glasses (frames & lenses) 30% after deductible 30% after deductible 50% after deductible

1 No benefits for Non-Network, except for emergency health and urgent care services. Members must obtain an electronic referral from their primary care physician before seeing another network physician.
2 The Annual Deductible is combined for medical and pharmacy benefits.

3 Member cost share, including office visits, annual deductible, coinsurance and pharmacy, apply to the Out-of-Pocket Limit. When a member of a family unit satisfies the individual
Out-of-Pocket Limit amount for the calendar year, no further copayments will be required for him or her for that calendar year.

4 One routine vision exam and one pair of glasses per calendar year for children under age 19.
5 The entire Family Deductible must be met before benefits can be paid for each eligible member of a family. One or more eligible members of a family unit may satisfy the Family Deductible.
6 When a member of a family unit satisfies the individual Deductible for the calendar year, no further deductible will be required for him or her for that calendar year.
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Navigate HDHP Bronze Plan Mapping -
All Plans Mapped to Core

Prior to Jan. 1, 2020 Effective Jan. 1, 2020

Navigate Plan HDHP 6650/0% HDHP 6900/0%
| Mewon | Newok [ Newok | NonNetwork |

Annual Deductible? (individual/family) $6,650/$13,300° $6,900/$13,800° $13,800/$27,6008

Annual Out-of-Pocket Limit®
(individual/family)
Professional Services

Office Visits - PCP

Office Visits - Specialist
Laboratory (standard)
Radiology (standard)
Maternity Care

Preventive Care Services
Hospitalization Services
Inpatient Hospital Benefits

Inpatient Physician Care

Skilled Nursing Facility Care
(100 days per benefit period)

Emergency Health Coverage
Emergency Services

Urgent Care Services
Ambulance Services
Outpatient Services
Outpatient Surgery

Durable Medical Equipment
Home Health Services

(Up to 100 visits per calendar year)

Infertility Services

(Benefits limited to $2,000 per lifetime)
Injections Received in a Physician's Office

Mental Health & Substance Use Disorder Services

Inpatient

Outpatient

Outpatient Prescription Drug Coverage

Calendar Year Deductible (individual/family)

Tier 1
Tier 2
Tier 3
Tier4

Pediatric Dental & Vision Coverage*

Dental Exam (preventive/diagnostic)

Vision Exam (routine)

Glasses (frames & lenses)

$6,650/$13,300

No copay after deductible
No copay after deductible
No copay after deductible
No copay after deductible
No copay after deductible

No copayment

No copay after deductible

No copay after deductible

No copay after deductible

No copay after deductible
No copay after deductible

No copay after deductible

No copay after deductible
No copay after deductible

No copay after deductible

No copay after deductible

No copay after deductible

No copay after deductible

No copay after deductible

Annual Deductible applies
No copayment
No copayment
No copayment

No copayment

No copayment
No copayment

No copay after deductible

$6,900/$13,800

No copay after deductible
No copay after deductible
No copay after deductible
No copay after deductible
No copay after deductible

No copayment

No copay after deductible

No copay after deductible

No copay after deductible

No copay after deductible
No copay after deductible

No copay after deductible

No copay after deductible

No copay after deductible
No copay after deductible
No copay after deductible

No copay after deductible

No copay after deductible

No copay after deductible

$13,800/$27,600

No copay after deductible
No copay after deductible
No copay after deductible
No copay after deductible
No copay after deductible

No benefit

No copay after deductible

No copay after deductible

No copay after deductible

No copay after deductible
No copay after deductible

No copay after deductible

No copay after deductible

No copay after deductible
No copay after deductible
No copay after deductible

No copay after deductible

No copay after deductible

No copay after deductible

Annual Deductible applies

No copayment

No copayment

No copayment

No copayment

No copayment
No copayment

No copay after deductible

No copay after deductible
No copay after deductible

No copay after deductible

1 No benefits for Non-Network, except for emergency health and urgent care services. Members must obtain an electronic referral from their primary care physician before seeing another network physician.
2 The Annual Deductible is combined for medical and pharmacy benefits.

3 Member cost share, including office visits, annual deductible, coinsurance and pharmacy, apply to the Out-of-Pocket Limit. When a member of a family unit satisfies the individual
Out-of-Pocket Limit amount for the calendar year, no further copayments will be required for him or her for that calendar year.

4 One routine vision exam and one pair of glasses per calendar year for children under age 19.
5 The entire Family Deductible must be met before benefits can be paid for each eligible member of a family. One or more eligible members of a family unit may satisfy the Family Deductible.

6 When a member of a family unit satisfies the individual Deductible for the calendar year, no further deductible will be required for him or her for that calendar year.
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Navigate State
Platinum Plan Mapping

Prior to Jan. 1, 2020 Effective Jan. 1, 2020

Metalic Lovel . et
Navigate Plan 15/10% 15/10%
| Newow | Newek [ Newek

Annual Deductible? (individual/family) None None
ﬁﬁ;ﬂ%&ff’;’m\%"'@ Limit $3,350/$6,700 $4,500/$9,000
Professional Services

Office Visits - PCP $15 $15
Office Visits - Specialist $30 $30
Laboratory (standard) $15 $15
Radiology (standard) $30 $30
Maternity Care® $15 $15
Preventive Care Services No copayment No copayment
Hospitalization Services

Inpatient Hospital Benefits 10% 10%
Inpatient Physician Care 10% 10%
T
Emergency Health Coverage

Emergency Services $150 $150
Urgent Care Services $15 $15
Ambulance Services $150 $150
Outpatient Services

Outpatient Surgery 10% 10%
Durable Medical Equipment 10% 10%
('_L|Jopn;§ '1_|Oe§ l\t/TsSSe ;ravéclfizlendar year) 1% 1%
l%feef!f'ftys??nrﬁfﬁ 1.$2,000 per Ifetime) L L
Injections Received in a Physician's Office $15 $15
Mental Health & Substance Use Disorder Services

Inpatient 10% 10%
Outpatient $15 $15
Outpatient Prescription Drug Coverage

Calendar Year Deductible (individual/family) None None

Tier 1 $5 $5

Tier 2 $15 $15

Tier 3 $25 $25

Tier 4 10% up to $250 10% up to $250
Pediatric Dental & Vision Coverage®

Dental Exam (preventive/diagnostic) No copayment No copayment
Vision Exam (routine) No copayment No copayment
Glasses (frames & lenses) No copayment No copayment

1 No benefits for Non-Network services, except for emergency health and urgent care services. Members must obtain an electronic referral from their primary care physician before seeing another network physician.

2 When a member of a family unit satisfies the individual Deductible amount for the calendar year, no further deductible will be required for him or her for that calendar year. The per-occurrence deductible does not
apply to the Annual Deductible.

3 The Annual Deductible is combined for medical and pharmacy benefits.

4 Member cost share, including office visits, annual deductible, per-occurrence deductible, coinsurance and pharmacy, apply to the Out-of-Pocket Limit.
5 No copayment applies to physician office visits for prenatal care.

6 One routine vision exam and one pair of glasses per calendar year for children under age 19.
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Navigate State
Gold Plan Mapping

Prior to Jan. 1, 2020 Effective Jan. 1, 2020

Metallic Level

Navigate Plan 30/20% 25/250/20%

Annual Deductible? (individual/family) None $250/$500
Annual Out-of-Pocket Limit*

(individual/family) $7,200/$14,400 $7,800/$15,600
Professional Services

Office Visits - PCP $30 $25

Office Visits - Specialist $55 $50
Laboratory (standard) $35 $25
Radiology (standard) $55 $65
Maternity Care® $30 $25
Preventive Care Services No copayment No copayment
Hospitalization Services

Inpatient Hospital Benefits 20% 20% after deductible
Inpatient Physician Care 20% 20% after deductible
ﬁ’ggegaysfé?%gﬁgif'i%gﬁgz) 20% 20% after deductible
Emergency Health Coverage

Emergency Services $325 $250 after deductible
Urgent Care Services $30 $25
Ambulance Services $250 $250 after deductible
Outpatient Services

Outpatient Surgery 20% 20%
Durable Medical Equipment 20% 20%

z_L'JOpnt]g ?ggl\t/?sfse;rav;izlendar year) 20 20
l(ggr?tlalflgtyssliz;gg fo $2,000 per lifetime) 20% 20%
Injections Received in a Physician's Office $30 $25

Mental Health & Substance Use Disorder Services

Inpatient 20% 20% after deductible
Outpatient $30 $25
Outpatient Prescription Drug Coverage

Calendar Year Deductible (individual/family) None None

Tier 1 $15 $15

Tier 2 $55 $50

Tier 3 $75 $80

Tier 4 20% up to $250 20% up to $250
Pediatric Dental & Vision Coverage®

Dental Exam (preventive/diagnostic) No copayment No copayment
Vision Exam (routine) No copayment No copayment
Glasses (frames & lenses) No copayment No copayment

1 No benefits for Non-Network services, except for emergency health and urgent care services. Members must obtain an electronic referral from their primary care physician before seeing another network physician.

2 When a member of a family unit satisfies the individual Deductible amount for the calendar year, no further deductible will be required for him or her for that calendar year. The per-occurrence deductible does not
apply to the Annual Deductible.

3 The Annual Deductible is combined for medical and pharmacy benefits.

4 Member cost share, including office visits, annual deductible, per-occurrence deductible, coinsurance and pharmacy, apply to the Out-of-Pocket Limit.
5 No copayment applies to physician office visits for prenatal care.

6 One routine vision exam and one pair of glasses per calendar year for children under age 19.
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Navigate State
Silver Plan Mapping

Prior to Jan. 1, 2020 Effective Jan. 1, 2020

Metalic Love 0 s ]
Navigate Plan 45/2000/20% 50/2250/20%
BT

Annual Deductible? (individual/family) $2,000/$4,000 $2,250/$4,500
Annual Out-of-Pocket Limit*

(individual/family) $7,550/$15,100 $7,800/$15,600
Professional Services

Office Visits - PCP $45 $50
Office Visits - Specialist $80 $85
Laboratory (standard) $40 $40
Radiology (standard) $75 $85
Maternity Care® $45 $50

Preventive Care Services

Hospitalization Services

No copayment

No copayment

Inpatient Hospital Benefits 20% after deductible 20% after deductible
Inpatient Physician Care 20% after deductible 20% after deductible
ﬁ’ggegaygfé?%gﬁgif'i?égﬁgz) 20% after deductible 20% after deductible
Emergency Health Coverage

Emergency Services $350 $400 after deductible
Urgent Care Services $45 $50
Ambulance Services $250 after deductible $250 after deductible
Outpatient Services

Outpatient Surgery 20% 20%
Durable Medical Equipment 20% 20%

z_L'JOpn;ce; '1_| Oeg l\t/?sfse ;ravé(iizlendar year) e e
l(ggrrwttlalflgtyssli(rar:i\ftgg fo $2,000 per lifetime) 20% 20%
Injections Received in a Physician's Office $45 $50

Mental Health & Substance Use Disorder Services

Inpatient 20% after deductible 20% after deductible
Outpatient $45 $50
Outpatient Prescription Drug Coverage

Calendar Year Deductible (individual/family) $200/$400 $300/$600
Tier 1 $15 $17

Tier 2 $55 $65

Tier 3 $85 $90

Tier 4 20% up to $250 20% up to $250
Pediatric Dental & Vision Coverage®

Dental Exam (preventive/diagnostic) No copayment No copayment
Vision Exam (routine) No copayment No copayment
Glasses (frames & lenses) No copayment No copayment

1 No benefits for Non-Network services, except for emergency health and urgent care services. Members must obtain an electronic referral from their primary care physician before seeing another network physician.

2 When a member of a family unit satisfies the individual Deductible amount for the calendar year, no further deductible will be required for him or her for that calendar year. The per-occurrence deductible does not
apply to the Annual Deductible.

3 The Annual Deductible is combined for medical and pharmacy benefits.

4 Member cost share, including office visits, annual deductible, per-occurrence deductible, coinsurance and pharmacy, apply to the Out-of-Pocket Limit.
5 No copayment applies to physician office visits for prenatal care.

6 One routine vision exam and one pair of glasses per calendar year for children under age 19.
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Navigate State

Bronze Plan Mapping

Prior to Jan. 1, 2020

Effective Jan. 1, 2020

Prior to Jan. 1, 2020

Effective Jan. 1, 2020

Navigate Plan 75/6300/100% 65/6300/40% HDHP 6000/40% 65/6300/40%
I I S I S S IS

Annual Deductible? (individual/family)

Annual Out-of-Pocket Limit*
(individual/family)
Professional Services

Office Visits - PCP

Office Visits - Specialist

Laboratory (standard)
Radiology (standard)
Maternity Care®
Preventive Care Services
Hospitalization Services
Inpatient Hospital Benefits

Inpatient Physician Care

Skilled Nursing Facility Care
(100 days per benefit period)

Emergency Health Coverage

Emergency Services
Urgent Care Services

Ambulance Services
Outpatient Services
QOutpatient Surgery

Durable Medical Equipment
Home Health Services

(Up to 100 visits per calendar year)

Infertility Services

(Benefits limited to $2,000 per lifetime)
Injections Received in a Physician's Office

$6,300/$12,600
$7,550/$15,100

$75 for first 3 visits, then
deductible applies

$105 for first 3 visits, then
deductible applies

$40
100% after deductible
$75

No copayment

100% after deductible
100% after deductible

100% after deductible

100% after deductible

$75 for first 3 visits, then
deductible applies

100% after deductible

100% after deductible
100% after deductible

100% after deductible
100% after deductible

$75

Mental Health & Substance Use Disorder Services

Inpatient

Outpatient

Outpatient Prescription Drug Coverage

Calendar Year Deductible (individual/family)

Tier 1
Tier 2
Tier 3
Tier4

Pediatric Dental & Vision Coverage®

Dental Exam (preventive/diagnostic)

Vision Exam (routine)

Glasses (frames & lenses)

100% after deductible

No copayment

$500/$1,000
100% up to $500
100% up to $500
100% up to $500
100% up to $500

No copayment
No copayment

No copayment

$6,300/$12,600
$7,800/$15,600

$65 for first 3 visits, then
deductible applies

$95 for first 3 visits, then
deductible applies

$40
40% after deductible
$65

No copayment

40% after deductible
40% after deductible

40% after deductible

40% after deductible

$65 for first 3 visits, then
deductible applies

40% after deductible

40% after deductible
40% after deductible

40% after deductible

40% after deductible

$65

40% after deductible

No copayment

$500/$1,000
$18
40% up to $500
40% up to $500
40% up to $500

No copayment
No copayment

40%

$6,000/$12,000°
$6,650/$13,300

40% after deductible

40% after deductible

40% after deductible
40% after deductible
40% after deductible

No copayment

40% after deductible
40% after deductible

40% after deductible

40% after deductible
40% after deductible

40% after deductible

40% after deductible
40% after deductible

40% after deductible
40% after deductible

40% after deductible

40% after deductible
40% after deductible

Annual Deductible applies

40% up to $500
40% up to $500
40% up to $500
40% up to $500

No copayment
No copayment

No copayment

$6,300/$12,600
$7,800/$15,600

$65 for first 3 visits, then
deductible applies

$95 for first 3 visits, then
deductible applies

$40
40% after deductible
$65

No copayment

40% after deductible
40% after deductible

40% after deductible

40% after deductible

$65 for first 3 visits, then
deductible applies

40% after deductible

40% after deductible
40% after deductible

40% after deductible

40% after deductible

$65

40% after deductible

No copayment

$500/$1,000
$18
40% up to $500
40% up to $500
40% up to $500

No copayment
No copayment

40%

1 No benefits for Non-Network services, except for emergency health and urgent care services. Members must obtain an electronic referral from their primary care physician before seeing another network physician.
2 When a member of a family unit satisfies the individual Deductible amount for the calendar year, no further deductible will be required for him or her for that calendar year. The per-occurrence deductible does not

apply to the Annual Deductible.

3 The Annual Deductible is combined for medical and pharmacy benefits.
4 Member cost share, including office visits, annual deductible, per-occurrence deductible, coinsurance and pharmacy, apply to the Out-of-Pocket Limit.
5 No copayment applies to physician office visits for prenatal care.

6 One routine vision exam and one pair of glasses per calendar year for children under age 19.
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Contact your UnitedHealthcare
representative for more information.

This offer is being issued under UHCBPCA. Select, Choice
and Core products are Pending Regulatory Approval.

'ﬂ UnitedHealthcare

UnitedHealthcare Motion is a voluntary program. The information provided under this program is for general informational purposes only and is not intended to be nor should be construed as medical advice. You
should consult an appropriate health care professional before beginning any exercise program and/or to determine what may be right for you. Receiving an activity tracker and/or certain credits and/or purchasing
an activity tracker with earnings may have tax implications. You should consult an appropriate tax professional to determine if you have any tax obligations from receiving an activity tracker and/or certain credits
under this program, as applicable. If any fraudulent activity is detected (e.g., misrepresented physical activity), you may be suspended and/or terminated from the program. If you are unable to meet a standard
related to health factor to receive a reward under this program, you might qualify for an opportunity to receive the reward by different means. You may call us toll-free at 1-855-256-8669 or at the number on your
health plan ID card, and we will work with you (and, if necessary, your doctor) to find another way for you to earn the same reward. Rewards may be limited due to incentive limits under applicable law. Subject to
HSA eligibility, as applicable.

These benefit grids are intended only to highlight plan benefits and should not be relied upon to fully determine coverage. Every effort has been made to ensure accuracy in information printed in this book;
however, UnitedHealthcare and its affiliates cannot guarantee that there are no errors. In the event of a conflict between this document and the terms of an individual member’s Certificate of Coverage/Evidence of
Coverage, the Certificate of Coverage/Evidence of Coverage prevails.

Health plan coverage provided by or through UnitedHealthcare Insurance Company, UHC of California and UnitedHealthcare Benefits Plan of California. Administrative services provided by United Healthcare
Services, Inc., OptumRx or OptumHealth Care Solutions, Inc. Behavioral health products are provided by U.S. Behavioral Health Plan, California (USBHPC) or United Behavioral Health (UBH).

n Facebook.com/UnitedHealthcare u Twitter.com/myUHC E YouTube.com/UnitedHealthcare
992965.3 8/19 ©2019 UnitedHealthcare Services, Inc. 400-6548 UHCCAG85815-009 19-12997




