
PLAN FEATURES In-Network Out-of-Network In-Network Out-of-Network

LLiiffeettiimmee MMaaxxiimmuumm BBeenneeffiitt

DDeedduuccttiibbllee OO ppttiioonnss (Maximum 3x per Family)

OO uuttppaattiieenntt PPrreessccrriippttiioonn DDrruuggss
Rx Deductible

 Generic (30-day supply)              $10 Copay $10 Copay

 Preferred Brand / Formulary (30-day supply) $20 Copay $20 Copay

 Other Brand / Non-Formulary (30-day supply)   $40 Copay $40 Copay

OOuutt--ooff--PPoocckkeett MMaaxxiimmuumm
Maximum 2x Per Family, Plus Deductible $2,500 $5,000 $3,000 $6,000

PPhhyyssiicciiaann OO ffffiiccee Visits 

$30 Copay
60% R&C**  Optional

$30 Copay
50% R&C**

DDiiaaggnnoossttiicc XX--RRaayy,, LLaabb,, EEcchhoo,, EEEEGG,, EEKKGG,, PPaatthhoollooggyy 90% 60% R&C** 80% 50% R&C**

IInnppaattiieenntt HHoossppiittaalliizzaattiioonn 90% 60% R&C** 80% 50% R&C**

OO uuttppaattiieenntt HHoossppiittaall SSeerrvviicceess 90% 60% R&C** 80% 50% R&C**

HHoossppiittaall EEmmeerrggeennccyy RRoooomm SSeerrvviicceess 90% 60% R&C** 80% 50% R&C**

UUrrggeenntt CCaarree SSeerrvviicceess 90% 60% R&C** 80% 50% R&C**

LLaanndd//AAiirr AAmmbbuullaannccee SSeerrvviicceess 80% 80%   80% 80%

MMaatteerrnniittyy && CChhiillddbbiirrtthh EExxppeennsseess 90% 60% R&C** 80% 50% R&C**
 (12 month waiting period)

90% 60% R&C** 80% 50% R&C**

HHoommee HHeeaalltthh CCaarree (120 days per year limit) 90% 60% R&C** 80% 50% R&C**

SSkkiilllleedd NNuurrssiinngg FFaacciilliittyy
(90 inpatient days per year limit)

90% 60% R&C** 80% 50% R&C**

HHoossppiiccee CCaarree (Lifetime Max of $5,000) 90% 60% R&C** 80% 50% R&C**

DDuurraabbllee MMeeddiiccaall EEqquuiippmmeenntt ($2,500 Max per year) 90% 60% R&C** 80% 50% R&C**

RReehhaabbiilliittaattiioonn 90% 60% R&C** 80% 50% R&C**

SSppiinnaall MMaanniippuullaattiioonn SSeerrvviicceess
($250 per year maximum benefit)

90% 60% R&C** 80% 50% R&C**

MMeennttaall HHeeaalltthh // CChheemmiiccaall DDeeppeennddeennccyy
Mental Health Provider Office Visit

Same as physician 
services

60% R&C**
Same as physician 

services
50% R&C**

 Inpatient Services   (90 days per year limit) 90% 60% R&C** 80% 50% R&C**
 Outpatient Services 90% 60% R&C** 80% 50% R&C**

* Copay applies ONLY to office visit cost; all diagnostics, x-rays, and treatment will be subject to deductible and coinsurance.
** All Out-of-Network charges are subject to Reasonable and Customary charge reductions.

$2,000,000    $2,000,000

$500   $750   $1,000   $2,500  $5,000  $1,000   $2,500 $5,000   $10,000

441177--226699--44667799
TToollll--FFrreeee 11--880000--666644--11224444

wwwwww..ccooxxhheeaalltthhppllaannss..ccoomm

$2000$50      $75      $100     $250     $500
(10% of Selected Plan Deductible)

$200 per year not subject to 
deductible & coinsurance

$200 per year not subject to 
deductible & coinsurance

60%  50%

PPrreevveennttiivvee SSeerrvviicceess
(To include well-baby, well-child,  well-woman,

 yearly physicals, and/or mammograms & PSAs)

INDIVIDUAL HEALTH PLANS

Our Child-Only Plan is available with either the Traditional or Value First benefit design.
(Maternity benefits excluded on both).

Optional (If $30 Copay is not chosen, Physician office visit
 will be applied to deductible or paid at 90% after     
 deductible is met.)

This is only a brief summary of benefits, which is not intended to be comprehensive.
Your policy document, issued when coverage is approved, is the governing document for benefit information.

BENEFIT SUMMARY Value FirstValue FirstTraditionalTraditional


