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Optima Select  2000
 Large Group HMO Plan

Summary of Benefits

 ODU Research Foundation

This document is not a contract or policy with Optima Health. It is a summary of benefits and services available through the Plan. If
there are any differences between this summary and the employer group plan Evidence of Coverage or Certificate of Insurance, the
provisions of those documents will prevail for all benefits, conditions, limitations and exclusions.

Other than as shown herein, except for covered Emergency Services, the Plan shall have no responsibility to pay for Covered
Services rendered by Non-Plan Providers.

Enrolled Members and eligible Dependents are entitled to the following Covered Services:

Out-of-Pocket Maximum Per Calendar Year
1

 $1,500 per Member

$3,000 per Family

Deductibles
 
Per Calendar Year

6

Not Applicable

PHYS I C I AN  SERV I CES

Pre-Authorization is required for in-office surgery.

Includes Covered Services performed in the Physician’s office during the Physician office visit.  Includes, but is not limited to
Office consults, in-office surgery, lab, X-ray, injections, diagnostic and treatment services, allergy care, Chemotherapy, Radiation
therapy, IV therapy, Inhalation therapy, and Dialysis treatments.

Copayments Comments

Primary Care Physician (PCP) Office Visit $10 Copayment per PCP
office visit

Specialist Office Visit $20 Copayment per Specialist
office visit

PCP Referral is required

Preventive Care

Includes routine physical and GYN exam, pap smears, routine
immunizations, PSA tests, and well child care.

$10 Copayment per visit for
preventive care services

Preventive Screenings

Includes colorectal cancer screenings and routine screening
mammograms.

Covered at 100%3

Dialysis Treatment $10 Copayment per Physician
office visit for dialysis
treatment

Physician referral is required.
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OUTPAT I ENT  THERAPY  & REHAB I L I TAT I ON  SERV I CES

Copayment applies to services provided in a free-standing outpatient facility or hospital outpatient facility or a physician’s office.
Includes short-term therapy and rehabilitation services that can be expected to result in the significant improvement of a member’s
condition within a period of 90 days.  Other services include chemotherapy, radiation therapy, IV therapy, Inhalation therapy and
dialysis.

Copayments Comments

Outpatient Therapy Services

Includes physical, occupational or speech therapy/visit.

$10 Copayment per PCP
office visit

$20 Copayment per Specialist
office visit

 $20 Copayment per outpatient
facility visit/treatment.

Pre-Authorization is required.

Outpatient Rehabilitation Services

Includes cardiac, pulmonary and vascular rehabilitation
treatment/visit.

$10 Copayment per PCP
office visit

$20 Copayment per Specialist
office visit

 $20 Copayment per outpatient
facility visit/treatment.

Pre-Authorization is required.

Outpatient Chemotherapy, Radiation Therapy, IV
Therapy, and Inhalation Therapy

$20 Copayment per visit Pre-Authorization is required

for IV Therapy with

medications and Inhalation

therapy.

Outpatient Dialysis Services  $10 Copayment per visit Physician referral is required.
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OUTPAT I ENT  SURGERY

Copayment applies to services provided in a free-standing ambulatory surgery center or hospital outpatient surgical facility.

Copayments Comments

Outpatient Surgery $100 Copayment per
Admission for Outpatient
surgery

Pre-Authorization is required.

OUTPAT I ENT  D I AGNOST I C  PROCEDURES

Copayment will apply when the diagnostic procedure is performed outside the Physician’s office.

Diagnostic Procedures $20 Copayment for
diagnostic procedures

Outpatient reference lab work
is covered at 100%3

Pre-Authorization is required.

X-ray $20 Copayment for x-rays

Diagnostic Imaging Procedures

Includes Magnetic Resonance Imaging (MRI), Magnetic
Resonance Angiography (MRA), Positron Emission
Tomography (PET) Scans and Computerized Axial
Tomography (CT) Scans.

$100 Copayment for
diagnostic imaging
procedures

Pre-Authorization is required.

MATERN I TY  CARE

The Member will also be responsible for any applicable inpatient hospital admission copayment.

Maternity Care $100 Global Copayment for
delivering Obstetrician for
prenatal, delivery, and
postpartum services

Pre-Authorization is required

for prenatal services.
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INPAT I ENT  SERV ICES

Copayments Comments

Inpatient Services

Transplants are covered at contracted facilities only.

 $250 Copayment per
Admission

Pre-Authorization is required.

Skilled Nursing Facilities/Services

Following inpatient hospital care or in lieu of

hospitalization, limited to a maximum of 100 days per

illness or condition per calendar year.
4

Covered at 100%3  after
inpatient hospital Copayment
has been met.

Pre authorization is required.

AMBULANCE  SERV I CES 5

For emergency transportation, or as Medically Necessary and Pre-Authorized by the Plan.

Ambulance Services $25 Copayment per
Ambulance transport each way

Pre-Authorization is required

for non-emergent

transportation only.

EMERGENCY  ROOM  SERV I CES 5

Includes those emergency room facility, Physician, and ancillary services that are rendered during an emergency room visit.

Emergency Room Services $100 Copayment per
emergency room visit.

If the Member requires
inpatient Hospital Admission
the emergency room visit
Copayment will be waived,
and the Member will be
responsible for the applicable
inpatient Hospital Admission
Copayment or Coinsurance.

A referral is not required.

Pre-Authorization is not

required.

URGENT  CARE  SERV I CES 5

Includes urgent care facility, Physician, and ancillary services
rendered during an urgent care center visit.

If you are transferred to an emergency room from an urgent
care center, you will be responsible for any applicable
emergency room Copayment or Coinsurance.

$20 Copayment per urgent
care visit.

A referral is not required.

Pre-Authorization is not

required.
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MENTAL  HEAL TH  CARE  AND  SUBSTANCE  ABUSE  SERV I CES 5

Administered by Sentara Behavioral Health Services Pre-Authorization by Sentara Behavioral Health Services is required.

Non-Biologically Based Mental Health Services Copayments Comments

Inpatient Services 4

Maximum benefit of 30 days per Member per calendar year.

Up to 10 inpatient days may be converted to a partial
Hospitalization benefit at the exchange of two days of partial
Hospitalization coverage for each inpatient day.

$250 Copayment per Admission Pre-Authorization is required.

Outpatient Services 
4

Maximum benefit of 20 visits per calendar year.

$20 Copayment per outpatient
visit/hour

Pre-Authorization is required.

Sentara Employee Assistance Program (EAP) 
4

Includes short-term problem assessment and referral for
employees and dependent family members.  To access EAP
services call 363-6777 or 1-800-899-8174

$0 Copayment for up to five
(5) Employee Assistance
Program (EAP) visits/sessions
per episode per contract year.

Biologically Based Mental Health Services Copayments Comments

Administered by Sentara Behavioral Health Services, Inc.  Pre-Authorization by Sentara Behavioral Health Services, Inc. is
required.   Includes care and services for the following diagnoses: schizophrenia, schizoaffective disorder, bipolar disorder, major
depressive disorder, panic disorder, obsessive-compulsive disorder, attention deficit hyperactivity disorder, autism, and drug and
alcoholism addiction.

Inpatient Services
$250 Copayment per
Admission

Pre-Authorization is required.

Outpatient Services $20 Copayment per outpatient
visit/hour

Pre-Authorization is required.

O THER  COVERED  SERV I CES

Copayments Comments

Home Health Care Skilled Services

A member must be homebound and unable to receive services

outside the home to receive care.

Does not include physical, occupational, or speech therapy

furnished in the home.  An outpatient therapy Copayment or

Coinsurance will apply to physical, occupational, and speech

therapy received in the home.

Covered at 100%3 Pre-Authorization is required.
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Other Covered Services Copayments Comments

Hospice Care Covered at 100%3
Pre-Authorization is required.

Durable Medical Equipment (DME)
 4

Covered Services include durable medical equipment and
colonostomy, iliostomy, and tracheostomy supplies, and
suction and urinary catheters, up to a $1,000 maximum
benefit per calendar year.

Covered at 100%3
Pre-Authorization is required

for single items over $250.

Pre-Authorization is required

for all rental items.

DME Replacement and Repair 
4

Repair and replacement of DME is covered up to a combined
maximum with repair of Orthopedic and Prosthetic
Appliances of  $500 per Member per calendar year.

Covered at 100%3 Pre-Authorization is required

for repair and replacement.

Orthopedic and Prosthetic Appliances 
4

Non-surgically implanted appliances covered  up to a
maximum of $2,000 per calendar year.

Covered at 100%3
Pre-Authorization is required

for single items greater than

$250.

Pre-Authorization is required

for all rental items.

Replacement and Repair 
4

Repair and replacement is covered up to a combined
maximum with Durable Medical Equipment of $500 per
Member per calendar year.

Covered at 100%3 Pre-Authorization is required

for repair and replacement.

Artificial Limb Services 
4

For adults 18 and over, artificial limbs, including repair and
replacement, will be covered up to a $10,000 lifetime
maximum per limb. For children under age 18, artificial
limbs, including repair and replacement, will be covered up to
$10,000 per limb for a maximum of two occurrences.

Covered at 100%3

Pre-Authorization is required

for Artificial Limb Services.

Diabetic Supplies and Equipment

Includes FDA approved equipment and supplies for the
treatment of diabetes and in-person outpatient self-
management training and education including medical
nutrition therapy.

Insulin, syringes, and needles are covered under the Plan’s
Prescription Drug Benefit for the applicable Copayment per
31-day supply.

Covered at  80%3 for blood
glucose monitoring equipment
and supplies including home
glucose monitors, lancets,
blood glucose test strips, and
insulin pump infusion sets and
insulin, syringes, and needles.

No Copayment is required for
insulin pumps.

No Copayment is required for
outpatient self-management
training and education,
including medical nutritional
therapy.

Members may call 1-800-
SENTARA for information on
educational classes. Members may
call Liberty Medical Supplies at 1-
888-306-7337 to arrange for
prescribed supplies to be delivered
to them at home.
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Other Covered Services Copayments Comments

Early Intervention Services.
Covered Services include: Medically Necessary speech and
language therapy, occupational therapy, physical therapy and
assistive technology services and devices for dependents from
birth to age three who are certified as eligible by the
Department of Mental Health, Mental Retardation and
Substance Abuse Services.

Coverage is limited to $5,000 per Member per calendar year.

Members are responsible for
any applicable Copayment,
Coinsurance, or Deductible
depending on the type and
place of service.

Pre-authorization is required.

Reduction Mammoplasty

Coinsurance will apply to all applicable services associated

with Reduction Mammoplasty including but not limited to

Physician, facility, surgical, and/or diagnostic services.

Covered at 50%3
Pre-Authorization is required.

This does not include Reduction
Mammoplasty procedures
associated with reconstructive
breast surgery following
mastectomy.

Prescription Drug Coverage Copayments/Comments

Prescription Drug Coverage: Members who have registered

on optimahealth.com can view pharmacy benefits and specific copay

amounts using the online pharmacy tools at our web site

www.optimahealth.com.

Copayment for up to a consecutive 31-day supply of a covered

outpatient drug from a retail Plan Pharmacy.

• $10.00 Copayment  for Preferred (First) tier drugs.

• $20.00 Copayment  for Standard (Second) tier drugs.

• $40.00 Copayment for Premium (Third) tier drugs.

• $75.00 Copayment  for Premium Plus (Fourth) tier drugs

If you or your physician insist on a brand name drug when a generic

equivalent is available, you are responsible for the difference in cost

between the generic and the brand name drug, plus your brand name copay.

Copayment for up to a 90-day supply of a covered outpatient

maintenance drug when available through the Plan’s mail order drug

program.

• $20.00 Copayment  for Preferred (First) tier drugs.

• $40.00 Copayment  for Standard (Second) tier drugs.

• $80.00 Copayment for Premium (Third) tier drugs.

• $150.00 Copayment for Premium Plus  (Fourth) tier drugs
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NOTES

The benefits herein are subject to the terms and conditions set forth in the Evidence of Coverage form number OHP.HMO.EOC.7.06

1 Out of Pocket Maximum means the total amount a Member and/or eligible Dependent pays during a Calendar or contract year.
Copayments or Coinsurances for the following services do not apply toward the maximum and must continue to be paid after
the maximum is reached: Non-biologically based outpatient mental health and Substance Abuse Rehabilitation Services,
Vision services, outpatient prescription drugs, any ridered benefits except morbid obesity, and any covered medical expenses
paid at a rate of 50% or less.

2 Coverage for obstetrical services as an inpatient in a general Hospital or obstetrical services by a Physician shall provide such
benefits with durational limits, Deductibles, Coinsurance factors, and Copayments that are no less favorable than for physical
Illness generally. If the Plan charges a Global  Copyament for prenatal, delivery, and postpartum services the Member is
entitled to a refund from the Delivering Obstetrician if the total amount of the Global Copayment for prenatal, delivery, and
postpartum services is more than the total Copayments the Member would have paid on a per visit or per procedure basis.

3 Benefits are payable at the percent specified of the Plan’s fee schedule.

4 Amounts in excess of a benefit dollar limit and/or visit limit as stated in the Face Sheet or added by a Plan rider are excluded
from Coverage.

5 All Emergency, Urgent Care, Ambulance and Emergency Mental Health Services may be subject to Retrospective Review to
determine the Plan’s responsibility for payment. If the Plan determines that the condition treated was not an emergency, the
Plan will have no responsibility for the cost of the treatment and the Member will be solely responsible for payment. Members
who receive Emergency Services from Non-Plan Providers may be responsible for charges in excess of what would have been
paid had the emergency care been received from Plan Providers. In no event will the Plan be responsible for payment for
services from Non-Plan Providers where the service would not have been covered had the Member received care from a Plan
Provider.

6 Deductible means the dollar amount of covered medical expenses for which a Member is responsible to pay before benefits
are payable under the Plan.  Such amount will not be reimbursed under the Plan.  Any part of the calendar year deductible that
is satisfied in the last three months of a calendar year can be carried forward to the next calendar year. Amounts which a
member is required to pay for outpatient prescription drugs, preventive vision, vision materials, will not be applied to any
Deductible amount in the Plan. The Deductible does not apply to Physician office visits and the Member is required to pay
applicable office visit Copayment only.  Amounts applied to the deductible will apply toward the Plan’s maximum Copayment
amount.

           Waiting Period for Pre-Existing Conditions:

         None
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