Application ID #

2017 Plan Options for Individuals and Families

jﬂ;era K/era - K/era T g/era - Avera | Avera | ! K/era ' Avera“ :

1500 | 2500 3000 | 3500 4000 5000 . ess0 71501 |
___—___—
Individual $1,500 | $2,500 $3,000 | §3,500 $4000 | $5000 $6550 $7150 |
Family $3,000 $5,000 $6,000 $7000 $8,000 $10,000  $13,100 $14,300 |
e s S S 27 | R S v B e |

20% 30% | 30% | 20% | 0% | 40% | 0% 0% |
———————_
Individual | $3500  $6500 |  $6800 |  $7150 | $4000 | $7150 $6550 |  $7150
Family $7000 $13,000 $13,600 $14300  $8,000 $14,300 $13,100 $14,300

Medical Benefits _—_— R | _-—'

One Free Office VISIT PerYear i R i Included®
Per Member ] - | - I Thls isan HSA- | """ | Thisis an HSA- ;___ 7
‘P % C S”” AL N " t_t e Th . . : t_' s ”; AT s i " compatible plan. compatible |
GRS S R I, oo L L L RleaseMote: . fmmmemesmemmees - plan:
1 f Cost Share | Deductible/ Please note: ! Co-pay $0
anary Care Physu:lan Visit Co- pay $2O - Co- pay $25 Co- pay $30 Co-pay $30 I Reduction plans | 40% %Sﬁﬁ?ﬂcg - B Maximﬁmvs s |
RS X TS A 3 TS 7% ) e e " may not qualify. " Deductibl Reduction plans ibl ;
Specialst Visit Copy$20 | Copay$0 | Copay$60 | Copayses | MY pemme  Feductonpere pedenel.
‘ " Youwillpay $0 | Deductible/ . Copay$0
Urgent Care Services Cotens2l [ Lapayale Copay$30 | Copay$/5 e mgegng 40"’%‘;]'?‘51”3“‘38 You will pay $0 i.......ME?E‘T‘?ET%){‘?E? "

' Deductible/ Deductible/ Deductible/ Deductible/ the deductible. Deductible/ after meeting Deductible/

Lab and X Ray (D'agnOSt'C Tes’[) 20% Coinsurance 30% Coinsurance 30% Coinsurance 20% Coinsurance 40% Comsurancer 0% Coinsu@eﬁw ‘

the deductible.

Hospltal Servzces ‘ Deduct:ble and comsurance apply for aII p{ans i 1

| Emergency Servrces Deductible and coinsurance apply for all p[ans Co- %‘;‘gfgg&:ﬁer

| Maternlty Serwces ‘ Deductlble and coinsurance apply for aII plans g
Pediatric Vision Services Inc[u@c?v;:t_t;aﬂ—[:ﬂans

| Pediatric Den-‘;al Serwcaa . Available to Avallabie to N Avallable to . Includad | “ Avallable to 7 :

add to this plan add to this plan | add to this plan ‘ | add to this plan i

Mintal Halth and Substance Use Disorder ——_-— _

Co-pay $20 Co- o-pay $25 Co- -pay $30 Co-pay $3O Liedugiiole/ Co-pay $0

‘ 40% Comsurance Maximum 3 visits

‘ Outpatient Services I

!npatlen’t Serwces Deduc‘tlble and coinsurance apply for aII plans

Pharmacy Benefits _—_—_——_

' Pharmacy Deductible - Individual $0 $0 50 $0 $0 $50 $0 $0 i
| - Family 2 i 5 el 0 0 PR Y | %
!Tier] =50 |T|er1 —$O ‘Tler1 _$O |T|er1 _$O TlerT —$D l 1 !
~ |Terz-s0  [Ter2-$0 _ |Ter2-=$12___ |Ter2=$15 | Ter1=$0 |Ter2=$0 | Ter1=%0 | Tier1=50 |
‘ Al {ll_e_ri__ﬁ)__ ]E ri-ég—--— |T|er = 7$1§ _— You will pay $0 Tier% 850 ] You will pay $0 } You will pay $0 '
Tier4=850  |Tierd=$60  |Tier4=%50 | Tier 4 = $50  after meeting  11e7 4 = $75 after meeting = after meeting the |
L g ST ‘T|er 5= $150 i Ter5-$75 “| Tier 5 =$100 ‘ the deductible. |T|er 5= $150 l the deductible. j deductible.
Tsierg=7$756 ZI:;erES = $71507 7 :I‘ler6= $75 40% coinsurance Tier 6 = $150 ' . _ i ;
. Ged  siver  siver  osiver  siver  [EIGRRNN IBIGHZE N INCSESHGRNEN

Quote:  $ K | § 8 $ K s $

In-network benefits are
described on the chart.

For out-of-network
benefits or more
details, please refer

to the Summary

of Benefits and
Coverage found at
AveraHealthPlans.com,
under the Shop Plans
for Individuals section.

Plan Details:

*Examples include
primary care physician
visits, chiropractor
appointments, mental
health, urgent care
and/or rehabilitation.

**Examples include
gynecological exam,
screening mammography,
well-child care

and newborn care.
Limitations do apply.

For a detailed listing, visit
AveraHealthPlans.com.

"To qualify for the
Avera 7150 plan you
must be under the age
of 30 before the date
the plan takes effect,
or qualify for a federal
hardship exemption.
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