UPMC for Lifi

2016 PPO High Deductible with Rx - Western Pennsylvania (28 Counlies) - Final 8/31/2015

Benefits PPO High Deductible with Rx Changes
Contract ID H5533 | H5533
PBP(s) Western P ylvanla - 003; L - 006 | Western Pennsylvania - 003; L ter - 008
2015 2018
In-Network [IN) Cut-of-MNetwork (CON) In-Netwark (IN) Cut-of-Netwark {OON)
Premium $39.00 Western Pennsylivania - $44; Lancaster - $43 $4-$5 increase
ANNUAL MAXIMUMS
. §1,250 51,250
finnual Deductible combined INJOON combined INJOON
5 $6,700 $10,000 $6,700 $10,000
et ShPocker Maximum IN only combined IN/OON IN only combined INFOON
INPATIENT CARE
Inpatient Hospital $250 copay per stay 30% coinsurance $250 copay per slay 30% coinsurance
‘prior auth required after deduclible after deduclible after deduclible after deduclible
Inpatient Mental Health Care $250 copay per stay 30% coinsurance $250 copay per stay 30% coinsurance
‘prior auth required after deductible after deductible afler deduciible afler deductible
Skilled Nursing Facility S0 copay per day - days 1-20 30% coinsurance L) @EppEY [ G = Gy 1120 30% coinsurance
“prior auth required $125 copay per day - days 21-100 after deductible $160 copay per day - days 21-100 after deductible Increased copayment
100 day limit per benefit period excluded from deduclible excluded from deduclible
Home Health Care 30 copay 30% coinsurance $0 copay 30% coinsurance E
*prior auth required after deduclible afler deductible excluded from deductible afler deductible N oW excluded fom asductible
OUTPATIENT CARE
: . $10 copay $40 copay $10 copay $40 copay
Primary Care Doctor Visits excluded from deduclible afler deduclible excluded from deductible afler deductible
- 5 $50 copay $60 copay $50 copay $60 copay
Bpecialist Visits excluded from deduclible after deduclible excluded from deduclible afier deduclible
A q . $20 copay $40 copay $20 copay 30% coinsurance E
Chiropractic Services excluded from deductible after deduclible excluded from deduclible after deduclible (S GO G
Routine Chiropractic Services $20 copay $40 copay $20 copay 30% coinsurance Exclude OON from deductible,
(8 visils every vear) excluded from deductible afler deduclible excluded from deductible excluded from deduclible Changed OON to coinsurance
Podiatry Services $50 copay $60 copay $50 copay 30% coinsurance Deductible applies for INN. Changed
i excluded from deductible afier deductible afler deductible afler deductible to OON coinsurance
Routine Podiatry Services $50 copay $60 copay $50 copay 30% coinsurance Exclude OON from deductible,
(8 visits every year) excluded from deduclible afler deductible excluded from deduclible excluded from deductible Changed OON to
. $40 copay $60 copay $40 copay 30% coinsurance Deductible applies for INN. Changed
Outpatient Mental Health excluded from deductible after deduclible after deductible after deduclible to OON
. Lo . $40 copay 560 copay $40 copay 30% coinsurance Deductible applies for INN. Changed
Outpatient Psychiatric Services excluded from deduclible after deduclible after deduclible afler deductible to OON coinsurance
N $40 copay $60 copay $40 copay 30% coinsurance Deductible applies for INN. Changed
faanatientSubstancelihyse excluded from deductible afier deductible afier deduclible after deductible to OON
Partial Hospitalization $0 copay 30% coinsurance $0 copay 30% coinsurance
“prtor auth required after deduclible after deductible after deduclible after deductible
gu':p.a"T:; Sltjrgery andiEmpuiaton/ $0- 5;1225(;223: (/O:\létg:)atlenl) 30% coinsurance $125 copay 30% coinsurance
vy I pay (. afler deductible afler deductible afler deductible
‘prior auth required after deductible
. $0 copay 30% coinsurance $0 copay 30% coinsurance
gambuiance Services afler deductible afler deductible after deduclible after deduclible
Emergency Care $65 copay $75 copay
(warved if admitted within 3 days) excluded from deduclible excluded from deductible Increased copayment
Urgently Needed Care (Clinics) 550 copay S50 copay
(out-of-area: urgent care clinics} excluded from deductible excluded from deduclible
Outpatient Rehab Services $40 copay 30% coinsurance $40 copay 30% coinsurance . "
(PT, OT, ST) excluded from deductible after deductible afler deduclible afler deduclible DSductbiciappliscloniNl
" $0 copay 30% coinsurance $0 copay 30% coinsurance
fardiacizulmonary/Rehab after deductible afler deductible after deduclible after deductible
OUTPATIENT MEDICAL AND SUPPLIES
Durable Medical Equipment/Oxygen 15% coinsurance 50% coinsurance 20% coinsurance 50% coinsurance Inoresssd oolisurarion
‘prior auth required excluded lrom deduclible after deduclible excluded from deduclible afler deduclible
Prosthetic Devices and 15% coinsurance 50% coinsurance 20% coinsurance 50% coinsurance | aad ook
Medical Supplies excluded from deductible after deductible excluded from deduclible after deductible |kt ol L
30 copay - lraining $0 copay - training 5 .
Diabetes Training and excluded from deductible 50% coinsurance excluded from deduclible 30,, i comnsurance tralnlpg 1 d INN d OON g
) ) H 5 o " . 50% coinsurance - supplies -
Diabetic Supplies 10% coinsurance - supplies after deduclible 20% coinsurance - supplies . coinsurance
. . after deduclible
afler deductible afler deduclible
" . 10% coinsurance 50% coinsurance 20% coinsurance 50% coinsurance
Diabstic Shoes o Inserts after deduclible afler deduclible after deductible after deduclible Increasad oolasumnca
9 - % oo =
Part B Drugs 20% coinsurance all Par(‘B.drugs, 50% coinsurance 20% coinsurance all Pan.Bvdrugs, 50% coinsurance
«orior auth required chemotherapy / self-administered after deductible chemotherapy / self-administered after deductible
e i excluded from deductible excluded from deductible
$0 copay - training $0 copay - training
Kidney Disease Training and excluded from deduclible 30% coinsurance excluded from deduclible 30% coinsurance
Renal Dialysis (ESRD) 20% coinsurance - dialysis afler deduclible 20% coinsurance - dialysis after deductible
afler deduclible after deductible
* 30-$5 copay per day 30% coinsurance $0-810 copay per day 30% coinsurance
Bab Seryices excluded from deductible after deduclible excluded from deductible after deductible incrsasedicopayment
: . $0-$5 copay per day 30% coinsurance $0-510 copay per day 30% colnsurance
Biagnostic Proceguesirest excluded from deduclible after deduclible excluded from deductible afler deductible iicieassdicopaymant
" . $10 copay 30% coinsurance $10 copay 30% coinsurance
X-Ray Services after deductible after deductible after deduclible after deduclible
[::gnosn: Il?adlt?loglcal Services $50 copay 30% coinsurance $100 copay 30% coinsurance e G
(Advanced Imaging) afler deduclible afler deductible after deductible afler deduclible n paymen
“price auth reguired
Therapeutic Radiological Services $0 copay 30% coinsurance $0 copay 30% coinsurance
Radiation) afler deductible afler deduclible afler deduclible after deductible
PREVENTIVE SERVICES
|Immunizations $0 copay 30% coinsurance $0 copay 30% coinsurance
|(influenza, pneumonia, Hepatitis B} excluded from deductible excluded from deduclible excluded from deductible luded from deductible
. $0 copay 30% coinsurance $0 copay 30% coinsurance
jpAnnualiWeliness Visit excluded from deductible excluded from deduclible excluded from deduclible excluded from deductible
Screening Exams
ea;u;da,sggiga;; ‘I\‘/lammogran;; Pap & $0 copay 30% coinsurance $0 copay 30% coinsurance
Pelvic, Prostate Exa,'"sv all Medicare. excluded from deduclible excluded from deduclible excluded from deduclible excluded lrom deductible
covered Preventive Services




PPO High Deductible with Rx

Benefits Changes
Contract ID H5533 ] H5533
PBP(s) Western Pennsylvania - 003; L ter - 006 | | nF ylvania - 003; L ter - 006
2015 2016
0 O O o
ADDITIONAL SERVICES
Dental Services

iMME_nre—ccwmd Dental $50 copay $60 copay $50 copay 30% coinsurance Changed OON to coinsurance

Sarvices

excluded from deductible after deductible

excluded from deduclible afler deductible

Routine Dental Oral Exam &

50% coinsurance
excluded from deductible

$15 copay
excluded from deductible

50% coinsurance
excluded from deductible

$15 copay
excluded from deductible

Routine Dental Bitewing X-rays

$15 copay 50% coinsurance

$15 copay 50% coinsurance

X-rays were every 3 years

excludad from deduclible afier deductible

excluded from deduciible after deductible

{once every vear) excluded from deduclible oxcluded from deductible excluded from deduclible excluded from deduclible

Hearing Services
Medicare-covered Hearing $50 copay $60 copay $50 copay 30% coinsurance T

Cl

Services excluded from deductibla afler deduclible excluded from deduclible afler deductible 0 oIS AN C
Routine Hearing Exam not covered not covered
Routine Hearing Aid Fitting nol covered nol covered
Routine Hearing Aids VAIS discount VAIS discount

Vision Services
Medicare-coverad Vision $50 copay $60 copay $50 copay 30% coinsurance =
Services excluded [rom deduclible after deductible excluded from deductible after deductible Shanged\OON tocolneupance
Medi .

edicare-coyerad-Glaucoma $0 copay $60 copay $0 copay 30% coinsurance

Changed OON to coinsurance

Screening and Diabetic Retinal Eye
Exam

Medicare-covered Eyewear
Cataract Glasses/Lens

30% coinsurance
after deductible

$0 copay
juded from daductibh

30% coinsurance
after deduclible

$0 copay
excluded from deductible

fonce

Routine Vision Exam & Eyewear

every two years}

Allowanco must be used for both routine aye
|exam and eyewenr

$100 combined IN/OON allowance
excluded from deductible

$100 combined INJOON allowance
excluded from deduclible

Other Services
Health & Wellness Silver & Fit 50% coinsurance Silver & Fit 50% coinsurance
Fitness Center Benefit excluded from deduclible excluded from deductible excluded from deduclible excluded from deduclible
. $10 for eVisits / $38 for eDerm 50% coinsurance
Remote Technologies N/A N/A excluded from deductible excluded from deductible New Supplemental Benefit

Worldwide Emergency Coverage

Assist Amarica Travel Benefil
excluded from deductible

Assisl America Travel Benefit
excluded from deduclible

Part D Prescription Drugs

Tier 1

Generic Drugs

510 copay - 30 day supply {refail}
$30 copay - 90 day supply (relail)
$20 copay - 90 day supply (mail-order)

514 copay - 20 day supply (rotuil)
$42 copay - 90 day supply (retail)
$28 copay - 90 day supply (mas-order)

Increased copayment

Tier 2

Preferred Brand Drugs

$45 copay - 30 day supply (retail)
$135 copay - 90 day supply (retail)
$112.50 copay - 50 day supply (mail-order)

547 copay - 30 day supply (retaily
$141 copay - 90 day supply (relail)
%117 50 copary - 90 day supply (mad-order)

Increased copayment

Tier 3:

Non-Preferred Brand Drugs

$85 copay - 30 day supply (retail}
$285 copay - 90 day supply (retail)

$285 copay - 90 day supply (mail-order)

Tier 4

Specialty Drugs

5100 copay - 30 diy supgdy (retai)
$300 copay - 90 day supply (retail)
5300 copay - 90 day supply (mazk-order)

Increased copayment

33% coinsurance - 30 day supply only

33% coinsurance - 30 day supply only

Tier

Select Care Drugs

30 copay - 30 day supply (retail)
$0 copay - 90 day supply (retail)
$0 copay - 90 day supply (mail-order)

Initial

Coverage Limit

S0 copay - 30 day supply (retail)
$0 copay - 90 day supply (retail)
$0 copay - 90 day supply (mail-crder)

$2,960

53,310

CMS Limit Change

Out-of-Pocket Limit (TrOOP)

$4,700

$4,850

CMS Limit Change

Gap Coverage

Member pays 65% for genenc drugs and
45% plus a dispensing fee for brand-name drugs lhrough the

Memiar pays 58 for generic drugs and
plus a dispensing fee for brand-name drugs through Lhe

CMS Annual Change

coverage gap coverage gap
Grealer of: Graater of:
Catastrophic Copays $2.65 generic/brand ireated as generic 52 95 generic/brand treated as generic CMS Limit Change
$6.60 or 5% all olhers 57 5 all others




UPMC for Life

2016 PPO Rx Enhanced Plan - Western Pennsylvania (28 Counties) - Final 8/5/2015

Benefits PPO Rx Enhanced Changes
Contract ID H5533 H5533
PBP(s) 005 005

In-Network {IN}

Out-of-Network (OON)

in-Network (IN)

Cut-of-Network (OON)

Premium $139.00 $152.00 $13 increase
ANNUAL MAXIMUMS
Annual Deductible NA o gﬁf’;’n—ly NIA N g;ognly
. §6,700 $10,000 $6,700 $10,000
Out-of-Pocket Maximum IN only combined INJOON IN only combined IN/OON
INPATIENT CARE
Inpatient Hospital $250 copay per stay 30% coinsurance 30% coinsurance =
~prior auth required $1,000 annual limit (4x max) after deductible 5280 copay per stay after deduclible (el BT
Inpatient Mental Health Care $250 copay per slay 30% coinsurance 30% coinsurance .
“prior auth required $1,000 annual limil {4x max) afler deductible SES) GepEY T ) afler deductible arovedaniialioen st Ximim
Skilled Nursing Facility R R o A _ r 7 q
5125 copay por oy doya 21100 | ster deducul 150 copay por oy -dmya 21100 | aner dodctble Inoreased copayment
100 day limit per benefit period copay per day - days 21- after deductible copay per day - days 21- after deductible
Home Health Care 30% comnsurance 30% coinsurance
“prior auth required $0 copay after deduclible 80 copay afler deductible
OUTPATIENT CARE
. — $30 copay $30 copay
Primary Care Doctor Visits $5 copay after deduclible $5 copay after deductible
.. " $50 copay 350 copay
Bpeciallst Visits $40 copay afler deductible $40 copay after deduclible
. . F $30 copay 30% coinsurance ch o
Chiropractic Services $20 copay afler deductible $20 copay after deductible OON to
Routine Chiropractic Services $20 copa $30 copay $20 copa 30% coinsurance Cch d OON to
(8 visits every year) Py after deduclible pay exclude from deductible Exclude from deductible
. . $50 copay 30% coinsurance Cl "
Podiatry Services $40 copay after deductible $40 copay after deductible ged OON to
Routine Podiatry Services $50 copay 30% colnsurance Changed OON to
(8 visits every vear) $40 copay afier deductible $40 copay exclude from deductible Exclude from deductibie
>
Outpatient Mental Health Services 340 copay an:fg:ﬁ:gble $40 copay 3:;;:32;5;;? Changed OON to
——
Outpatient Psychiatric Services $40 copay aﬂ:fgecdo:;{ble $40 copay ng{;fg:;:;;? Ch d OON to
. $50 copay 30% coinsurance ch =
Outpatient Substance Abuse $40 copay after deduciible $40 copay after deductible ged OON to
Partial Hospitalization 30% coinsurance 30% coinsurance
*onor auth required 30 copay afler deduclible S0 copay after deductible
gutp.atlTrg S\:rgery ELLEU T $0 - $150 copay (Oulpalienl) 30% coinsurance $150 copa 30% coinsurance
surgical Genter $150 copay (ASC) after deduclible copay after deduclible
priot auth reguired
. $100 copay 30% coinsurance $100 copay 30% coinsurance
gmbulance Services per one way trip afier deductible per one way trip afler deductible

Emergency Care
(waived if admitted within 3 days)

$B65 copay

excluded from deductible

$75 copay

excluded from deductible

Increased copayment

Urgently Needed Care (Clinics)
(out-of-area. urgent care clinics)

340 copay

excluded from deductible

$50 copay

excluded from deduclible

Increased copayment

Outpatient Rehab Services
(PT. OT. 8T)

$40 copay

$50 copay
afier deduclible

$40 copay

30% coinsurance
after deductible

Ch d OON to

Cardiac/Pulmonary Rehab

$0 copay

30% coinsurance
afler deductible

$0 copay

30% coinsurance
after deductible

OUTPATIENT MEDICAL AND SUPPLIES

Durable Medical Equipmant/Oxygan

15% coinsurance

50% coinsurance

20% coinsurance

50% coinsurance

Increased coinsurance

“pevar auth required after deduclible after deduclible
Pros}hehc DeRieesand 15% coinsurance S S 20% coinsurance S Nathivinad Increased coinsurance
|Medical Supplies after deductible after deductible
30% coinsurance - lraining 30% coinsurance - lraining
Diabetes Training and S0 copay - lraining afler deductible $0 copay - training afler deduclible
Diabetic Supplies 20% coinsurance - supplies 50% coinsurance - supplies 20% coinsurance - supplies 50% coinsurance - supplies
after deduclible after deduclible

Diabetic Shoes or Inserts

20% coinsurance

50% coinsurance
after deductible

20% coinsurance

50% coinsurance
after deductible

Part B Drugs

*prior auth required

20% coinsurance all Parl B drugs;
chemotherapy / self-administered
$5.000 annual limit

30% coinsurance
after deductible
no max

20% coinsurance all Parl B drugs;
chemolherapy / self-administered

30% coinsurance
afler deduclible
no max

Removed annual benefit maximum

Kidney Disease Training and

Renal Dialysis (ESRD)

$0 copay - lraining
20% coinsurance - dialysis

30% coinsurance
afler deductible

$0 copay - lraining
20% coinsurance - dialysis

30% coinsurance
after deductible

Lab Services

$0-$5 copay per day

30% coinsurance
afier deduclible

$0-$5 copay per day

30% coinsurance
afler deduclible

Diagnostic Procedures/Tests

$0-$5 copay per day

30% coinsurance
after deduclible

$0-55 copay per day

30% coinsurance
afler deduclible

30% coinsurance

30% coinsurance

Pelvic, Prostate Exams, all Medicare-
covered Preventive Services

excluded from deductible

X-Ray Services $20 copay after deductible $20 copay after deductible
Diagnostic Radiological Services R .
¥ 30% coinsurance 30% coinsurance
(Advanced Imaging} $100 copay afler deductible $100 copay after deductible
oot auth regured
Therapeutic Radiological Services 30% coinsurance 30% coinsurance
(Radiation) 525 copay after deduclible $25 copay after deductible
PREVENTIVE SERVICES
Immunizations 30% coinsurance 30% coinsurance
(influenza, pneumonia, Hepatitis B) $0 copay excluded from deductible $0 copay excluded from deduclible
_— 30% coinsurance 30% coinsurance
[fAnaiad Wellness Visit $0 copay excluded from deduclible $0 copay excluded from deduclible
Screening Exams
Includes Bone Mass Measurement, o, . o .
Colorectal Screening, Mammograms, Pap & $0 copay R $0 copay ks urance

excluded from deductible




UPMC for Life

2016 PPO Rx Enhanced Plan - Western Pennsylvania (28 Counties) - Final 8/5/2015

Benefits PPO Rx Enhanced Changes
Contract ID H5533 H5533
PBP(s) 005 005
2015 2016
In-MNetwork (IN) Out-of-Network (QON) In-Metwork (IN) Cut-of-Natwork (OON)
ADDITIONAL SERVICES
Dental Services
Medicare-covered Dental $50 copay I 30% coinsurance o —
Services $40 copay after deduclible $40 copay after deduclible SN
zloutlr.ue R $15 50% coinsurance $15 copa 50% coinsurance
u::::vgery 6 months) copay excluded from deduclible 2 excluded [rom deductible
Routine Dental Bitewing X-rays 50% coinsurance 50% coinsurance
(once every year) $15 copay excluded from deduclible I $15 copay excluded from deduclible X-rays wers every 3 years
Hearing Services
Medicare-covered Hearin $50 copa 30% coinsurance o N
[Services ’ $40 copay atter dedltible Sd0icopay after deductible ChangedOoNIto
Routine Hearing Exam $50 copay 30% coinsurance P o
{once every year) $40 copay excluded rom deduclible 840 copay excluded from deductible gEaooNED
Routine Hearing Aid Fitting $50 copay 30% coinsurance Cch iy
(once every 3 years) $40 copay excluded from deduclible S40.copay excluded from deduclible HEE©
N/A 50% consurance

Routine Hearing Aids
(once every 3 years)

excluded from deduclible

$1,500 combined IN/OON allowance

$1,500 combined IN/OON allowance

Elimi d 50% OON coil

Vision Services

Madicare-covared Vision
Services

$50 copay

30% cainsurance

Exam

Cataract Glasses/Lens

after deduclible

after deduclible

ch q
$40 copay after dedudible 840 copay after deduclible 00Nt
Medicare-covered Glaucoma $50 copay 30% consurance
X X . N Ch d
'Screening and Diabetic Retinal Eye $0 copay after deduclible $0 copay after deductible ged QON to
i % Coi % coi
Medicare-covered Eyewear $0 copay 30% coinsurance $0 copay 30% coinsurance

Routine Vision Exam & Eyewear
(once every year)
Allowance must be used for both routine eye

jexam nnd oyewant

$200 combined IN/OON allowance
excluded from deduclible (OON)

$200 combined IN/OON allowance
excluded from deductible (OON)

Other Services

|Worldwide Emergency Coverage

Assist America Travel Benefit
luded from deductibla (CON)

Assist America Travel Benefit
excluded from deduclible (O{M)

Health & Wellness . < 50% coinsurance . " 50% coinsurance
Fitness Center Benefit SR excluded from deduclible I R excluded from deduclible
. - 50% consurance
Remote Technologies N/A N/A I $5 for eVisits / $38 for eDerm eucluded from deducible New Supplemental Benefit

Part D Prescription Drugs

Tier 1:
Generic Drugs

510 copay - 30 day supply (retail)
$30 copay - 90 day supply (retail)

$20 copay - 90 day supply (mail-order)

Tier 2:
Preferred Brand Drugs

$12 copay - 30 day supply {retail)
$36 copay - 90 day supply (relail)
$24 copay - 50 day supply (malkorder)

Increased copayment

545 copay - 30 day supply (retail)
$135 copay - 90 day supply (retail)

$112.50 copay - 20 day supply (mail-order)

Tier 3
Non-Preferred Brand Drugs

S47 copay -30 day supply (rotall)
$141 copay - 90 day supply (retail)
$117 50 copay - 90 day supply {mai-onder)

Increased copayment

585 copay - 30 day supply (ratail)
$285 copay - 90 day supply (relail)
5285 copay - 90 day supply (mail-order)

$100 copay - 30 day supply (retail)
$300 copay - 90 day supply (retail)
5300 copay - 90 day supply. (mai-ordaer)

Increased copayment

Select Care Drugs

$0 copay - 90 day supply (relail)

::z-:r:i’:alty Drugs 33% coinsurance - 30 day supply only 33% coinsurance - 30 day supply only
Tier 5: 50 copay - 30 day supply (retail) 50 copay - 20 day supply (retail)

$0 copay - 90 day supply (retail)

50 copay - 90 d (mail-ordur) $0 copay - 90 day supply (mail-order)
Initial Coverage Limit $2,960 $3,310 CMS Limit Change
Out-of-Pocket Limit {TFrOOP) $4,700 $4 850 CMS Limit Change

'Gap Coverage

Member pays 5% for genenc drugs and
45% plus a dispensing fee for brand-name drugs through the

Membar pays S0 for generic drugs and
plus a dispensing fee for brand-name drugs through the coverage

CMS Annual Change

m\'mﬁ gﬂP ag?
Greatar of Graater of
Catastrophic Copays $2.65 generic/brand Ireated as generic $2 95 generic/brand trealed as generic CMS Limit Change
$6 60 or 5% all othars 5740 or 55 all others
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