2016 Beneﬁts Summary $10 Co-payment Plan

For a complete description of covered services, please also see your Member Certificate and any amendments to your Benefit plan.
This document does not reflect all the terms of your Benefits. Call Member Services at (608) 828-4853 with Benefit questions.

C,

Group Health
Cooperative

of Bouth Central Wisconsin

In-Network In-Network Out-of- Out-of-
Memb Famil Network Network
ember amily Member Family
Policy A 1D ible (Plan Year) - Co-
olicy Annua eductlb.e (Plan Year) - Co-payments do not None, unless specified below N/A
apply to Policy Deductible
Policy Co-insurance None, unless specified below N/A
Policy Annual Maximum Out-of-Pocket (MOOP) (Plan Year) $6,350 | $12,700 N/A
Policy Lifetime Benefit Maximum No Limit

Qualified Maximum Dependent Age

Covered until the end of the month at age 26 if an eligible Dependent

*** Penalty "
. Out-of- for not . Applies to |Applies to
o o 0 * -
Clinic Services A thPrfor i InYNet\;ork, Network, You | obtaining ‘épphi)sl to policy policy
uthorization ou Fay Pay Prior Pa“;( S 'Deductible, MOOP
Authorization | = °C 8¢
Primary Care Office Visits for No $10 Not Covered N/A N/A No Yes
Adults
Preventive Health Examinations
for Adults (P) No No Charge Not Covered N/A N/A No No
Specialist Care Office Visits for
Adults Yes $10 Not Covered N/A N/A No Yes
Chiropractic Care for Adults No $10 Not Covered N/A N/A No Yes
Prenatal and Postnatal Maternity No No Charge Not Covered N/A N/A No No
Care (P)
Prlmg ry'Care Office Visits No No Charge Not Covered N/A N/A No No
(Pediatric Care)
Preventive Health Examinations
(Pediatric Care) (P) No No Charge Not Covered N/A N/A No No
Spec_l ahgt Care Office Visits Yes No Charge Not Covered N/A N/A No No
(Pediatric Care)
gggp ractic Care (Pediatric No No Charge Not Covered N/A N/A No No
Preventive Immunizations (P) No* No Charge Not Covered N/A N/A No No
Diagnostic X-rays and No No Charge Not Covered N/A N/A No No
Laboratory Tests
Advanced Radiology (CT/ PET Yes No Charge Not Covered N/A N/A No No
scans, MRIs)
Vision Examinations - Contact
lens services provided at an
additional fee - Copay waived No $10 Not Covered N/A N/A No Yes
for children (P)
Specialist Hearing Examinations Yes $10 Not Covered N/A N/A No Yes
for Adults
Spec.1a11.st Hearing Examinations Yes No Charge Not Covered N/A N/A No No
(Pediatric Care)
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U ¢ d **% Penalty "
rgent an “Prior In-Network Out-of- for not Apblies t Applies to |Applies to
Emergency Care To . AT Network, You | obtaining pphies to policy policy
Authorization You Pay . Care Plus 2
Services Pay Prior Pack Deductibley. MOOP
Authorization | = 2+ 28¢
Urgent Care Visits for Adults No $10 $10 N/A N/A No Yes
[Cj;%:;l t Care Visits (Pediatric No No Charge No Charge N/A N/A No No
Emergency Room Visits No $75 $75 N/A N/A No Yes
Erpergency Ambulance Service No No Charge No Charge N/A N/A No No
(air/ground)
*** Penalty "
H ospttal Sgrvtces. “Prior In-Network, Out-of- for .n(.)t Ay o Appll.es to Appll.es to
Includes Outpatient Hospital . . Network, You | obtaining policy policy
. Authorization | You Pay - Care Plus A
Services Pay Prior Pack Deductible MOOP
Authorization | = 2 8¢
Inpatient Hospital Services
o . Yes No Charge Not Covered N/A N/A No No
(Physician Services)
Inpatient Facility Fees Yes No Charge Not Covered N/A N/A No No
Outpatient Surgical/Non- Yes No Charge | Not Covered N/A N/A No No
Surgical Services
. . . No Charge
Outpatient Surgical Facility Fees Yes Not Covered N/A N/A No No
Skilled Nursing Facility No Charee u
Services - Limited to 100 skilled Yes TECUP | Not Covered N/A N/A No No
to maximum
days per Plan year
i i No Ch
Specified Oral Surgical Yes o hatge Not Covered N/A N/A No No
Procedures
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Prescription Drugs,
Supplies and
Equipment

*Prior
Authorization

In-Network,
You Pay

Out-of-
Network, You
Pay

**% Penalty
for not
obtaining
Prior
Authorization

*%
Applies to

Care Plus
Package

Applies to
policy
Deductible

Applies to
policy
MOOP

Outpatient Tier 1

Prescription Tier 2

Drugs on GHC-
SCW
Formulary -Up

Tier 3 (Non-
preferred)

Tier MSP
(Specialty)

to a 30-day
supply

No (Unless
specified on
Formulary)

$5

Not Covered

N/A

N/A

Yes

$20

Not Covered

N/A

N/A

Yes

$50

Not Covered

N/A

N/A

Yes

$100

Not Covered

N/A

N/A

Yes

Diabetic Disposable Supplies
and Glucose Meters on GHC-
SCW Formulary - Maximum
Out-of-Pocket $250 Per
Member Per Plan year

20% up to the
maximum

Not Covered

N/A

N/A

Yes

Durable Medical Equipment
(DME), Prosthetic Appliances
and Disposable Supplies
Including Infusion Pump
Supplies - Maximum Member
Out-of-Pocket of $2,500 per
Member per Plan Year

Yes

20%

Not Covered

N/A

N/A

Yes

Cochlear Implants and Bone
Anchored Hearing Aids for
children

Yes

No Charge

Not Covered

N/A

N/A

Hearing Aids for children -
Limited to one aid per ear every
36 months

Yes

No Charge

Not Covered

N/A

N/A

No

Hearing Aids & Repair of
Existing Hearing Aids - Limited
to one aid per ear every 36
months

Yes

20%

Not Covered

N/A

N/A

No

Yes
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Group Health
Cooperative

of South Central Wisconsin

**% Penalty "
Complementary “Prior | In-Network, | OUt0l 1 formot i, g to APPlies to/Applies to
Medicine Services Authorization | You Pay Network, You obta{mng Care Plus pOllC).’ policy
Pay Prior Package Deductibley. MOOP
Authorization g
$75 for Initial
Visit of
Acupuncture
and
Naturopathy
$45 for One-
Hour Personal
Sessions, as
Coverage for select procedures well as
by a GHC-SCW Complementary Acupuncture
Medicine Practitioner at GHC- No and Not Covered NA NA No No
SCW Clinics Naturopathy
Follow-Up
$23 for 30-
Minute
Sessions
See Class
Schedule for
price
Out-of: **; Penilty o Applies to |Applies t
. ut-of- or no . pplies to |Applies to
Dental Services *Prfor . In-Network, Network, You | obtaining Applies to policy policy
Authorization You Pay . Care Plus .
Pay Prior Package Deductibley,. MOOP
Authorization g
Preventive Dental Cleanings for
members (one many six-month No No Charge | Not Covered N/A N/A No No
period) - Fluoride treatments for
members age 15 and under
Initial Repair of Accidental
I;lélelg _‘[({J io;nglajggol\?gral No No Charge Not Covered N/A N/A No No
accident
Non-Surgical Treatment of
Temporomandibular Joint Yes No Charge | Not Covered N/A N/A No No
(TMJ)
Surgical Treatment of TMJ Yes No Charge Not Covered N/A N/A No No
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Mental Health and Trenalty |

enta eq an “Prior In-Network Out-of- for not Apblies t Applies to |Applies to
Substance Use fo . AT Network, You | obtaining pphies to policy policy

. Authorization | You Pay P Pri Care Plus Deductible. MOOP
Disorder ay rior Package eductible

Authorization
Mental Health = Outpatient for No* $10 Not Covered N/A N/A No Yes
Adults
Mental Health — Outpatient %
(Pediatric Care) No No Charge Not Covered N/A N/A No No
. No Charge
Mental Health - Inpatient Yes Not Covered N/A N/A No No
Mental Health — Transitional Yes No Charge Not Covered N/A N/A No No
Substance Use Disorder — %
Outpatient for Adults No $10 Not Covered N/A N/A No Yes
Substance Use Disorder — «
Outpatient (Pediatric Care) No No Charge Not Covered N/A N/A No No
' _ No Ch
Subst.ance Use Disorder Yes o hatge Not Covered N/A N/A No No
Inpatient
Substgpce Use Disorder — Yes No Charge Not Covered N/A N/A No No
Transitional
**% Penalty o
. Out-of- for not . Applies to |Applies to
0.0 c * -
Additional Services Prior | In-Network, |\, ork, You| obtaining [“PPHEStO| " opev | policy
Authorization You Pay . Care Plus .
Pay Prior Pack Deductibley. MOOP
Authorization | = °C 8¢
Acute Vision for Adults No $10 Not Covered N/A N/A No Yes
Acute Vision (Pediatric Care) No No Charge Not Covered N/A N/A No No
End of Life Services Yes No Charge Not Covered N/A N/A No No
Health Education Counseling (P) No No Charge Not Covered N/A N/A No No
Home Health Services and
Home Infusion - Limited to 60 Yes No Charge Not Covered N/A N/A No No
visits per Plan Year
0,
Infertility Services No SOA). up to Not Covered N/A N/A No No
maximum

Organ Transplants including
Kidney Transplant/Disease Yes No Charge Not Covered N/A N/A No No
Treatment
Hyperhidrosis - Maximum Out-
of-Pocket of $1,500 per Yes No Charge Not Covered N/A N/A No No
Member per Plan Year
Outpatient Occupational and
Physical Therapy - Limited to Yes No Charge Not Covered N/A N/A No No
60 visits per Plan Year
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2016 Beneﬁts Summary $10 Co-payment Plan of South Central Wisconsin

For a complete description of covered services, please also see your Member Certificate and any amendments to your Benefit plan.
This document does not reflect all the terms of your Benefits. Call Member Services at (608) 828-4853 with Benefit questions.

Outpatient Speech Therapy -

Limited to 60 consecutive days Yes No Charge Not Covered N/A N/A No No
per condition per Plan Year

Cardiopulmonary Rehabilitation No Charge up

Therapy-Limited to 36 Yes to the Not Covered N/A N/A No No
combined visits per Plan year maximum

Habilitation Services Yes $10 Not Covered N/A N/A No Yes

*Written Prior Authorization is required when services are not provided in a primary care setting by a GHC-SCW contracted
provider.Call (608) 257-5294 for Prior Authorization. Failure to obtain Prior Authorization when required will result in the
Member receiving a lesser or no Benefit.

**Care Plus Package: Does not apply

***Prior Authorization Penalty: Only applies to POS and PPO plans. Does not apply to HMO plans.

In-Network Providers = See the ‘Find a Provider’ link at ghcscw.com, or contact Member Services at (608) 828-4853 or (800) 605-
4327ext. 4504, for a list of In-Plan Providers.

Out-of-Network Providers = Out-of-Network Providers are not covered under an HMO Plan unless otherwise specified above.

(P) Preventive Health Services: when provided in a primary care setting by a GHC-SCW Contracted Provider. To include
preventive health procedures as deemed appropriate by the United States Preventive Services Task Force (USPSTF) or an In-Plan
Provider meeting specific GHC-SCW medical criteria with respect to the age, sex, and health status of the Member. Services and/or
testing for ongoing diagnosis and treatment of a condition are not preventive services. Contact Member Services at (608) 828-4853 for
a list of preventive health procedures that require Prior Authorization.

Prescription Drug Benefit administered by GHC-SCW Clinic pharmacies and Navitus.

* You are responsible for knowing the Benefits and provisions of your policy. Please read all documents carefully.

* See your Member materials for more information about Prior Authorization, and Urgent and Emergency Care instructions.

* Services not covered, or beyond Benefit maximums, are the Member’s responsibility and will not apply to any Policy Annual
Deductible and applicable MOOP limits.

¢ Deductible, Co-insurance and MOOP amounts are calculated on a Plan Year basis.
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GHC-SCW Nondiscrimination Notice

Group Health Cooperative of South Central Wisconsin (GHC-SCW) complies with applicable Federal civil rights laws and
does not discriminate on the basis of race, color, national origin, age, disability, or sex. GHC-SCW does not exclude
people or treat them differently because of race, color, national origin, age, disability, or sex.

GHC-SCW:
e Provides free aids and services to people with disabilities to communicate effectively with us, such as:
o Qualified sign language interpreters
o Written information in other formats (large print, audio, accessible electronic formats, other formats)

e Provides free language services to people whose primary language is not English, such as:
o Qualified interpreters
o Information written in other languages

If you need these services, contact GHC-SCW Member Services at (608) 828-4853 or (800) 605-4327, ext. 4504 (TTY: 1-
608-828-4815).

If you believe that GHC-SCW has failed to provide these services or discriminated in another way on the basis of race,
color, national origin, age, disability, or sex, you can file a grievance with GHC-SCW’s Corporate Compliance Officer, 1265
John Q. Hammons Drive, Madison, W1 53717, Telephone: (608) 251-4156, TTY: (608) 828-4815, or Fax: (608) 257-3842.
If you need help filing a grievance, GHC-SCW'’s Corporate Compliance Officer is available to help you.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights
electronically through the Office for Civil Rights Complaint Portal, available at
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at:

U.S. Department of Health and Human Services
200 Independence Avenue SW.

Room 509f, HHH Building

Washington, DC 20201

1-800-368-1019, 1-800-537-7697 (TDD).

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

GHC-SCW Language Assistance Services

English:
ATTENTION: If you speak English, language assistance services, free of charge, are available to you. Call 1-608-828-4853
or 1-800-605-4327, ext. 4504 (TTY: 1-608-828-4815).

Espafiiol (Spanish):
ATENCION: si habla espafiol, tiene a su disposicidn servicios gratuitos de asistencia lingiiistica. Llame al 1-608-828-4853
or 1-800-605-4327, ext. 4504 (TTY: 1-608-828-4815).

Hmoob (Hmong):
LUS CEEV: Yog tias koj hais lus Hmoob, cov kev pab txog lus, muaj kev pab dawb rau koj. Hu rau 1-608-828-4853 or 1-
800-605-4327, ext. 4504 (TTY: 1-608-828-4815).

F B8 13T (Chinese):
FE CWREEAERE S B DR EESES RIS - 55E(E 1-608-828-4853 or 1-800-605-4327, ext. 4504
(TTY: 1-608-828-4815) -
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Deutsch (German):
ACHTUNG: Wenn Sie Deutsch sprechen, stehen lhnen kostenlos sprachliche Hilfsdienstleistungen zur Verfligung.
Rufnummer: 1-608-828-4853 or 1-800-605-4327, ext. 4504 (TTY: 1-608-828-4815).

4.2 (Arabic):
1-608-828-4853, 1-800-605-4327, ext. 4504 b s doail  laally ll 1 55 4y gall) acluall iland ol Aalll HSH Caati i€ 1Y) 13k sala
(1-608-828-4815 aS4l 5 asall iila 4 )

Pycckuit (Russian):
BHUMAHMWE: Ecnu Bbl rOBOpUTE Ha PYCCKOM A3bIKE, TO BaM A0CTyrNHbl 6ecnnatHbie ycayrm nepesoga. 38oHuTe 1-608-
828-4853 or 1-800-605-4327, ext. 4504 (TTY: 1-608-828-4815).

St 0f (Korean):

FOl: 2 E ME2oIA=ER, 90 XAE HHIAE 0lZ3tA! 4= ASLICH 1-608-828-4853 or 1-800-605-
4327, ext. 4504 (TTY: 1-608-828-4815) HO 2 & 3toll T4 Al

Tiéng Viét (Vietnamese):

CHU Y: Né&u ban ndi Tiéng Viét, cé cac dich vu hd tro ngdn ngit mién phi danh cho ban. Goi sé 1-608-828-4853 or 1-800-
605-4327, ext. 4504 (TTY: 1-608-828-4815).

Deitsch (Pennsylvania Dutch):

Wann du [Deitsch (Pennsylvania German / Dutch)] schwetzscht, kannscht du mitaus Koschte ebber gricke, ass dihr helft
mit die englisch Schprooch. Ruf selli Nummer uff: Call 1-608-828-4853 or 1-800-605-4327, ext. 4504 (TTY: 1-608-828-
4815).

w9929 (Lao): '
{U090: 11209 YIVCDIWIFTI 270, NIWOINIVFOBCTHDAIVWIFI, L0BVCT O, ccivDWeL v, tns 1-
608-828-4853 or 1-800-605-4327, ext. 4504 (TTY: 1-608-828-4815).

Francais (French):
ATTENTION : Si vous parlez frangais, des services d'aide linguistique vous sont proposés gratuitement. Appelez le 1-608-
828-4853 or 1-800-605-4327, ext. 4504 (TTY: 1-608-828-4815).

Polski (Polish):
UWAGA: Jezeli méwisz po polsku, mozesz skorzystac z bezptatnej pomocy jezykowej. Zadzwon pod numer 1-608-828-
4853 or 1-800-605-4327, ext. 4504 (TTY: 1-608-828-4815).

REY (Hindi):

€gTeT ¢ Ffe; 3T fREY verdd & oY 3Tdeh ToT T 3 #1197 HTIclT QAT 3UeTst 8| 1-608-828-4853 or 1-800-605-
4327, ext. 4504 (TTY: 1-608-828-4815) UX hleT Y |

Shqip (Albanian):

KUJDES: Nése flitni shqip, pér ju ka né dispozicion shérbime té asistencés gjuhésore, pa pagesé. Telefononi né 1-608-
828-4853 or 1-800-605-4327, ext. 4504 (TTY: 1-608-828-4815).

Tagalog (Tagalog — Filipino):

PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika nang walang
bayad. Tumawag sa 1-608-828-4853 or 1-800-605-4327, ext. 4504 (TTY: 1-608-828-4815).
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