ODU Research Foundation
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In-Network Coverage Out-of-Network Coverage
Maximum Benefit' 4 (! 67+ t
Deductibles Per Calendar Year? 14 (! 68 (
69 I*
Out-of-Pocket Maximums Per 6 + (' 69+ (°
Calendar Year 68+ - 61+ -0

PHYSICIAN SERVICES

Pre-Authorization is required for in-office surgery.
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Primary Care Physician (PCP) 6 * " G# - $" ;@ & wu# (

Office Visit #- % @’

Specialist Office Visit 68 o R u# - ;@ & %wu#
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Physician Services In-Network Coverage Out-of-Network Coverage

Preventive Care 6 *o" B ;@ & nwu#
"H % " "OEFTHELD Y 4 4 '
. . - "
T2 T N/ NS I

Preventive Screenings 6 * -t -y ;@ & ww#(

VH % " "%
#1 # 1™ " "

Dialysis Treatment - % B @ 1@ & w%# (

A physician referral is required.

OUTPATIENT THERAPY & REHABILITATION SERVICES °'®
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Outpatient Therapy Services - % B @ ;@ & %% #(
0 ("
Pre-Authorization is required. ..A).. 4 " # ( /0( ¢
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Outpatient Rehabilitation Services - % B @ ;@ & nwu#
TR . % 4 # ("%(" % 4 # ("%
Pre-Authorization is required. /$ 4"/ 0("d" iB /$"" /7 0("e" iB
" . " vy, . #UHE - B gy A . i
#o%"# B o# * M- H by %D by %D
$ (! " -t
Outpatient Chemotherapy, - % B @ ;@ & %% #(

Radiation Therapy, IV Therapy, and
Inhalation Therapy

Pre-Authorization is required for IV
Therapy with medications and
inhalation therapy.

Outpatient Dialysis Services - % B @ ;@ & wwn#(

A physician referral is required for
dialysis.




OUTPATIENT SURGERY °

e Pt - =%t o8t e (G Rk '

In-Network Coverage

" g v

B@°

Outpatient Surgery 6E *

wy g
Pre-Authorization is required. $ 4 h

OUTPATIENT DIAGNOSTIC PROCEDURES °

I |

Out-of-Network Coverage

@ & hu#(
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Outpatient Imaging Procedures - % B @ ;@ & %% #(
Pre-Authorization required.
"H Ot B S “F 6 R
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$*F 6 #" "% 2% 4!
$*F 6 # "
Outpatient Diagnostic Procedures - % B @ ;@ & %wun#
Pre-Authorization is required.
X-ray - % B @ @ & w%#(
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MATERNITY CARE >'1°
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In-Network Coverage Out-of-Network Coverage
@ & %u#

Maternity Care

Pre-Authorization required for prenatal services.

INPATIENT SERVICES®'®

I Y oo "™ D #I X oN% o #l *H - ! % 4 G ** T
g " #1Mg *
Inpatient Services 68 " " o i@ & hw#(

Transplants are covered at contracted facilities only.

Skilled Nursing Facilities/Services SR B@ G T @ hRE

Following inpatient hospital care or in lieu of
hospitalization, limited to a combined maximum with in
and out of network benefits of 100 days per illness or
condition per calendar year.*®

AMBULANCE SERVICES °

tHE "t o gttty 0§ 2% (% 1M

Ambulance Services 68E " (! o/ 00 Mg
TR . #H7 *$"HE - Y%

Pre-Authorization is required for use other than for B @

emergency services.

EMERGENCY Room SERVICES °®
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Emergency Room Services TH* 6 ./ 0 "%
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URGENT CARE SERVICES °®
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Urgent Care Services 68 *o" ;@ & %w# (RO
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MENTAL HEALTH CARE AND SUBSTANCE ABUSE SERVICES

I Y G $- 1 18

Non-Biologically Based Mental Health Services>®’

In-Network Coverage

- # "l Pre-Authorization by Sentara Behavioral Health Services is required.

Out-of-Network Coverage

Biologically Based Mental Health Services *’

In-Network Coverage

Inpatient Services 68 " " *on ;@ & %% # (
0 eon " - 0 ;
4 "% "& & " " "ol '$ g S h B @
-#T T % T ( A |
“F oo™ Rt o # - % !
$° 12 "(" $ 4#$ " k8L % ** & !
$ 12 "#- Eo#s P
Outpatient Services 68 o " ;@ & %u%# (
4 ("% "& & " "ol '$ é #’$_ Of; _E @'l - D.
-# 48 -t #Ly ox P
Sentara Employee Assistance Program (EAP) * " & - - %"t/ 0 "M

Out-of-Network Coverage

OTHER COVERED SERVICES

Home Health Care Skilled Services >°

Pre-Authorization required
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In-Network Coverage
- % B @

4 AN GE TG
/$ & /7 0("i
Sttt x|

&

% "t w(C " $- ! 1$ -# "+ "#l Pre-Authorization by Sentara Behavioral Health Services is required.
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Inpatient Services 68 " " *on ;@ & uwu#

% "t "$"#- % B@
Outpatient Services 68 * o " ;@ & %% #(
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Out-of-Network Coverage
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Hospice Care

Pre-Authorization is required.’
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Other Covered Services In-Network Coverage Out-of-Network Coverage
Durable Medical Equipment *° - % B @ 1@ & %u# (!
Pre-Authorization required for single items over $250.
Pre-Authorization required for all rental items.
- % -#T T otHR I R KTy
#$ L] * v ! l+ II% L] # " Il% " *# $ ll
- " % 6+ # ("% /Z 0"
L&t/ 0 #rty
DME Repair and Replacement - % B @ ;@ & %% # (!
Pre-Authorization is required.
o 1 # " T#- % # ("%
4 /% 3 u%#"w "$ # [ S
6E ( #1" * |
Diabetic Supplies and Equipment - % B@& ( % ;@ & %% #
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Orthopedic Devices and Prosthetic Appliances6 - % B@& " #UF ;@ & %% # (!
I "™ 0400 — .
Pre-Authorization required for single items over $250. ' i -#
Pre-Authorization required for all rental items.
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Repair and Replacement
Pre-Authorization is required. - % B @ ;@ & w%#
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Artificial Limb Services >° - % B @ 1@ & wu#(
Pre-Authorization is required.
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Other Covered Services

In-Network Coverage

Out-of-Network Coverage

Early Intervention Services. (- N (T (- R (T
- % —#TTH %S Hal* #TTO*FT O #E " 4 (! * My H# (! ooy
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Pre-authorization is required.
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Chiropractic Care 6
Administered by American Specialty Health Networks - % ;@ 4 - % D@ 4
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Prescription Drug Coverage Copayments/Coinsurance & Comments

Prescription Drug Coverage: ("/% $ - ' % | Copayment for up to a 31-day supply of a covered outpatient drug
" $ I1$ #"-/ % el G T ¥ from a retail Plan Pharmacy.
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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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Waiting Period for Pre-Existing Conditions Copayments/Coinsurance & Comments
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NOTES

The Covered Services herein are subject to the terms and conditions set forth in the Certificate of Insurance form number
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