SCHEDULE OF BENEFITS
Effective January 1, 2008

UHC Choice Plus GHP-ASO and UHC Choice
In-Netwark Cut-of-Nevvork HNMO'S
CHOICE OF PROVIDERS | United Henllh«Cnre Yes Limited HMO Metwork
REFERIAL NEEDED FOR
-SPECIALIST No No Na
CHOOSE DOCTOR AT
TIME OF ENROLLMENT  |No-but must use No No-but must use

Networlk Provider MO Networl: Provider
IMIDUCTIBLE $230 individual %300 individual Nane

8300 family 31000 family
MANIMUM ANNUAL 100% beuefit foe ull 100% Benefit for all
OUT-OF-POCKET cligible expense after cligible expense afier
COSsT out-af-pocket muximmm: out-of-pocket maximum: N/A

$2250 individuni® $3500 individunl*

34500 family* 7000 family*

GHP-AS0 UHC HMO

PHYSICIAN 515 co-pay 40% Employce 516 ca-poy 515 co-puy
OFFICE VISIT 525 co-pay 60% Plan $20 co-pay 525 co-puy

{or Specialists afier deductible for Specialists for Specinlisis

HOME HEALTH CARE

In und Cut of Netwark Benefits nre limited to 60 vistis for
skilled eare serviees per enlendtar year
20% Employee 4% Employee
B0 Mlan ofter deduetible  60% Plan after deduoctible

100% Plan

HOSPICE SERVICES Benefits sice limited to o doily maxium benefit of S100 and o
Tifetime maxivm of $5000,00
100% Plan no deductible 100% Plan no deductible 100% Plan
HOSPITAL 20% Employce 40% Employee
SERVICES 80%,: Plan 60% Plan 100% Plan
nfter deductible alter deductible
OUTPATIENT THERAPY  |20% Employee 40%: Employee GHP-ASG UHC HMD
B0 Plan ofier deductible  60% Plan after deductible
Nenelits are Umited ux follows: AL
camlned relah services are Hinited
tu 60 vislis per ealendar year, per $25.00 copay
contllo. 100'% Plan per visit
GHP-AS0 UHC HMO

SKILLED NURSING

In and Out of Network Benefits are Limited to 100 doys per]

Henefits Iimited to 45 | Beoefits inied to

FACILITY ~ ealendar yeur or 365 per Iifctime days pec calendar |45 days per
20% Employce #0% Employee year calendar year
BMY Plun alter deductible  60% Plan nfter dedueitible 10{4% Plan 100% Plan
OTHER PHYSICIAN 2045 Employee 40% Employee
AND MEDBICAL SERVICES {80%: Plan 6% Plan 100% Plan
after deduclible after deductible
PRESCRIPTION DRUGS Paigreens Health Initintives (WWHI)
510 Generic 510 Generic $E0 Generic
523 Preferred hrend 523 Preferved brand 525 Preferred hrand
$40 Now-prelerred 340 Non-prefered 340 Non-preferred
PRE-EXISTING N No No
CONDITIONS APPLY
WELL BABY CARE Yes Yes Yeg
WELL CHILD CARE Yus Yes Yuy
ROUTINE/ Welliness Acconnt
PREVENTIVE SERVICES  |20% Employee 20% Emiployee GHP-AS0 UHC HMO
Immunizations 80%, Phan B0% Plan $10 co-pay $15 co-puy
I'hysicul Exums 320 co-pay $35 co-pay
Mummuogrum Maximum benefit per calendar year: {or Specialists for Specinlists
*ap Smear Twdividunl covessge 5200
Prustnte exam Two-Persen covernge 5250
Well woman/man exnms  [Family covemge 5360
Hearing ¢xums Toint covemge 5400
Stmon Ree Center*®
Eye gxams GHP-ASO - Eye Med Vision
OUTPATIENT 20% Employee 20% Employee $10 co-pay
PSYCHIATRIC BO% Plan 80% Plun 20 visitg*r=
CARE afier deductible ufter deductible
40 vigity*** A visilg***
INPATIENT 20%: Ensployee 2044 Employee
PEYCHIATRIC B0% Plan 80% Plan 100% Plan
CARE ufter deductibie after deductible 30 dayg=**
40 diys*** 40 duys***

* Includes celendar year deductible,
** Simon Recreatian Center benefit nvailuble under the UHC Clioice Plus Welkness Account

*== Limit per calendar year.

****LHC HMO finiit per catendar year. GHP-ASQ HMO dees not have 1 limit. GHP requires prior authorization through MHNet.
This sheet is u shott comparison of health plans. The Plan Document for each plan will govern its ndministration.
Please refer 10 your Sumnmry Plat Description for more comprehensive explanations.



