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Out-of-Pocket Maximum Per Calendar Year'
2.3 +
24. 5 $
Deductibles Per Calendar Year®

PHYSICIAN SERVICES

‘

Pre-Authorization is required for in-office surgery.
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Copayments Comments
Primary Care Physician (PCP) Office Visit 2 -1 % # -
W, &
Specialist Office Visit 2 -1 $ # & | PCP Referral is required
W, &
Preventive Care 2 -1 $ # , & 4!
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Preventive Screenings -1, ( ;¢
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Dialysis Treatment 2 -1 $ # "$& # | Physician referral is required.
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OUTPATIENT THERAPY & REHABILITATION SERVICES
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Copayments Comments
Outpatient Therapy Services 2 -1 3 # - Pre-Authorization is required.
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Outpatient Rehabilitation Services 2 -1 % # - Pre-Authorization is required.
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Outpatient Chemotherapy, Radiation Therapy, IV 2 -1 % # , & Pre-Authorization is required
Therapy, and Inhalation Therapy for IV Therapy with
medications and Inhalation
therapy*
Outpatient Dialysis Services 2 -1 3 # , & Physician referral is required.




OUTPATIENT SURGERY
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Copayments Comments

Outpatient Surgery 2 -1 3% # Pre-Authorization is required.
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OUTPATIENT DIAGNOSTIC PROCEDURES
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Diagnostic Procedures 2 -1 3§ #¥ Pre-Authorization is required.
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X-ray 2 -1 $ #4% /0 $&
Diagnostic Imaging Procedures 2 -1 3§ #% Pre-Authorization is required.
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MATERNITY CARE
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( , # + # %1 for prenatal services.
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INPATIENT SERVICES

Copayments Comments

Inpatient Services 23 -1 $ # Pre-Authorization is required.

Transplants are covered at contracted facilities only.

Skilled Nursing Facilities/Services -1, ( i Pre authorization is required.
# # 1% -1 $ #
Following inpatient hospital care or in lieu of i+ #

hospitalization, limited to a maximum of 100 days per
illness or condition per calendar year.*

AMBULANCE SERVICES®
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Ambulance Services 23-1 % # Pre-Authorization is required
+ # # ! ") $ | for non-emergent

transportation only.

EMERGENCY ROOM SERVICES®
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Emergency Room Services 2 -1 $ # A referral is not required.
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URGENT CARE SERVICES®

#"Cer # % $ "R # H#(# $& , & |2 -1 $ # "# A referral is not required.
L1 L1 * *
#O (O ## # #oud & Pre-Authorization is not
W1 #eh (1 # #S I Rl ogT required.
BOS1M) o+ g 1+ W#$ "

#$ 11 -1 & #1 _L@" # *




MENTAL HEALTH CARE AND SUBSTANCE ABUSE SERVICES®

( #& (4% +# "1 ) , & Pre-Authorization by Sentara Behavioral Health Services is required.
Non-Biologically Based Mental Health Services Copayments Comments
Inpatient Services ° 23 -1 § # ( s&1# | Pre-Authorization is required*

/"t #G M4 (% + #( $ ¢
! # 0 # (% $+ W, (!

1] T#+ # 4 VAR 2 VIS L N @ L

18 S i ! #OO#H(E
Outpatient Services * 2 -1 % # ™ # | Pre-Authorization is required*
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Sentara Employee Assistance Program (EAP) 4 2 =1 § #p " 1y,
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Biologically Based Mental Health Services Copayments Comments

OTHER COVERED SERVICES
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Inpatient Services 23 1 ¢ # Pre-Authorization is required.
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Outpatient Services 2 -1 % # ™ # | Pre-Authorization is required.
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Home Health Care Skilled Services
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Copayments

Comments

Pre-Authorization is required*




Other Covered Services

Copayments Comments
Hospice Care -1, ( ;¢ Pre-Authorization is required.
Durable Medical Equipment (DME) * -1, ( ;! Pre-Authorization is required
for single items over $250.
=, C , &#"C(C o+ ( c" # #(
Prgngl & ! s #( "R O$&T & #( Pre-Authorization is required
& M H("H# S T et 1 2. /" for all rental items.
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DME Replacement and Repair 4 1 ( -4 Pre-Authorization is required
” 7 for repair and replacement.
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Orthopedic and Prosthetic Appliances 4 -1, ( ;¢ Pre-Authorization is required
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Pre-Authorization is required
for all rental items.
Replacement and Repair 4 1 ( _4 Pre-Authorization is required
#( a1, (7o 1o+ #( for repair and replacement.
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Artificial Limb Services * Pre-Authorization is required
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Other Covered Services Copayments Comments
Early Intervention Services. + & & 1#&+ W Pre-authorization is required
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Reduction Mammoplasty -1, ( 3;° Pre-Authorization is required.
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Prescription Drug Coverage: + 8)"1", & (

131 oo #, ) - $+#NE H#E % IS
R ANE I X $ g 1"+
)))*! - '*! *

Prescription Drug Coverage - continued

Prescription Drug Coverage Copayments/Comments

Copayment for up to a consecutive 31-day supply of a covered
outpatient drug from a retail Plan Pharmacy.
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Copayments/Comments

Copayment for up to a 90-day supply of a covered outpatient
maintenance drug when available through the Plan’s mail order drug

program.
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NOTES
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Period for Pre-Existing Conditions:

None




