IHA Health Plan Comparison  sses mutietan

BENEFIT SUMMARY 1500 CLASSIC 2500 CLASSIC 3500 CLASSIC
PPO NATIONAL NETWORK PHCS/MULTIPLAN PHCS/MULTIPLAN PHCS/MULTIPLAN
Individual Deductible $1,500 In / $3,000 Out $2,500 In / $5,000 Out $3,500 In / $7,000 Out
Family Deductible $3,000 In/ $6,000 Out $5,000 In/ $10,000 Out $7,000 In / $14,000 Out
Individual Max Out-of-Pocket $7,350 In / $20,000 Out $7,350 In / $20,000 Out $7,350 In / $20,000 Out
Family Max Out-of-Pocket $14,700 In / $40,000 Out $14,700 In / $40,000 Out $14,700 In / $40,000 Out
Preventive Care 100% Deductible Waived 100% Deductible Waived 100% Deductible Waived
Lifetime Max No Maximum No Maximum No Maximum
Primary Care Visit Co-Pay $40 $40 $45
Chiropractic Care Co-Pay $20 $20 $20
Specialist Care Visit Co-pay $80 $80 $90
Non-Network Primary & Specialist Plan pays 60% after non-network deductible

Laboratory & Diagnostic Services

Facilit Plan pays 80%* Plan pays 80%* Plan pays 80%*
aciirty (After Deductible) (After Deductible) (After Deductible)

. Plan pays 80%* Plan pays 80%* Plan pays 80%*
Professional Fees (After Deductible) (After Deductible) (After Deductible)

Radiology Services

- Plan pays 80%* Plan pays 80%* Plan pays 80%*
Facility (CT/PET/MRI/MRA/SPECT) (After Deductible) (After Deductible) (After Deductible)
: Plan pays 80%* Plan pays 80%* Plan pays 80%*
Professional Fees (After Deductible) (After Deductible) (After Deductible)
Free Standing Facility Plan Pays 100% Plan Pays 100% Plan Pays 100%
(x-ray & lab only) (After Deductible) (After Deductible) (After Deductible)

Telemedicine coverage provided by 1.800MD - Customer Care Center 1.800.530.8666
Facility & Professional Services

Emergency Room - Professional Fee | (ateet 2005 C71c) (Afior Deduetivie) (Afior Deduetivie)
Emergency Room - Facilit (Afier Beductible) (Afier Becuctible) (Afier Becuctible)
Inpatient Hospital - Physician Fees (Afior Becuctible) (Afior Becuctible) (Afior Becuctible)
Inpatient - Facility (X?;r %%ydsugm) (X?;r %%ydsugm) (X?;r %%ydsugm)
Outpatient - Physician (F/;llggrrl?ggu%(t)i%l;) (Kllf?;r %aeygsuggfﬁ;;) (Kllf?;r %aeygsuggfﬁ;;)
Outpatient Hospital - Facilit (Afier Beductible) (Afier Deductible) (Afier Becuctible)
Urgent Care Co-Pay $80 $80 $90

To search for providers visit:  https://www.multiplan.com/webcenter/portal/ProviderSearch?Siteld=84524

Prescription Drug Benefit — ProAct Rx at (877) 635-9545 **Non participating pharmacies are not covered**

Generic Retail: $15 co-pay Retail: $15 co-pay Retail: $15 co-pay
Preferred Brand Retail: $45 co-pay Retail: $45 co-pay Retail: $65 co-pay
Non-Preferred Brand Retail: $85 co-pay Retail: $85 co-pay Retail: $100 co-pay
Specialty Subject to C?'llendar Year Deductible and Co-insurance then 100%

ot covered through Magellan Network)

This is for general comparison purposes only and is not a legal document. Please refer to the Summary of Benefit Coverage and Summary Plan Document for all legal descriptions. All Benefits are subject to plan allowable
and out of pocket maximums. * Once the client pays their Calendar Year Out of Pocket Maximum, the plan will pay 100%.



IHA Health Plan Comparison

BENEFIT SUMMARY
PPO NATIONAL NETWORK
Individual Deductible

5000 CLASSIC
PHCS/MULTIPLAN
$5,000 In / $10,000 Out

7350 VALUE
PHCS/MULTIPLAN
$7,350 In / $14,700 Out

PHCS MultiPlan

5000 HSA
PHCS/MULTIPLAN
$5,000 In / $10,000 Out

Family Deductible

$10,000 In / $20,000 Out

$14,700 In / $29,400 Out

$10,000 In / $20,000 Out

Individual Max Out-of-Pocket

$7,350 In / $20,000 Out

$7,350 In / $20,000 Out

$6,550 In / $13,100 Out

Family Max Out-of-Pocket

$14,700 In / $40,000 Out

$14,700 In / $40,000 Out

$13,100 In / $40,000 Out

Preventive Care

100% Deductible Waived

100% Deductible Waived

100% Deductible Waived

Lifetime Max No Maximum No Maximum No Maximum

Primary Care Visit Co-Pay $45 $50 Plan pays 80%* (After Deductible)
Chiropractic Care Co-Pay $20 $20 Plan pays 80%* (After Deductible)
Specialist Care Visit Co-pay $90 $100 Plan pays 80%* (After Deductible)

Plan Pays 50% after

Plan pays 60% after non-network deductible
pay i non-network deductible

Non-Network Primary & Specialist

Laboratory & Diagnostic Services

Plan pays 80%* Plan Pays 100% Plan Pays 80%*

Facility

(After Deductible) (After Deductible) (After Deductible)
] Plan pays 80%* Plan pays 100% Plan pays 80%*
Professional Fees (After Deductible) (After Deductible) (After Deductible)

Radiology Services
Plan Pays 100%

‘

Plan pays 80%* Plan Pays 80%*

Facility (CT/PET/MRI/MRA/SPECT)

(After Deductible) (After Deductible) (After Deductible)
g Plan pays 80%* Plan pays 100% Plan Pays 80%*
Professional Fees (After Deductible) (After Deductible) (After Deductible)
Free Standing Facility Plan Pays 100% Plan Pays 100% Plan Pays 80%*
(x-ray & lab only) (After Deductible) (After Deductible) (After Deductible)

Telemedicine coverage provided by 1.800MD - Customer Care Center 1.800.530.8666
Facility & Professional Services

Plan pays 80%* Plan pays 100% Plan Pays 80%*

Emergency Room - Professional Fee

(After Deductible) (After Deductible) (After Deductible)
Emergency Room - Faciity (After Deuctibie (After Deductibie (After Deductible)
Inpatient Hospital - Physician Fees (After Beductible (After Deductible (After Deductible)
Inpatient - Facility (K}l‘?;r %ae}asuig(tﬁ;) (m‘étigrpDaeyc?uL%g;yeo) (il‘?enr PDae}éjsuggt.ﬁ);)
Outpatient - Physician (KI‘?Q %ae)ﬁsu?;giﬁ’;) (ilf?grrggjul:(t)ig%) (ngrrl?ggui?i%’l;)
Outpatient Hospital - Facilty (After Deuctibie (After Deductibie (After Deductible)
Urgent Care Co-Pay $90 $100 (K:c?:r PD%%SUESE/;’;)

To search for providers visit:  https://www.multiplan.com/webcenter/portal/ProviderSearch?Siteld=84524

Prescription Drug Benefit — ProAct Rx at (877) 635-9545 **Non participating pharmacies are not covered**

Generic Retail: $15 co-pay Subject to Deductible and Co-insurance then 100%
Retail: $65 co-pay
Retail: $100 co-pay

Subject to Calendar Year Deductible and Co-insurance then 100%
(Not covered through Magellan Network)

This is for general comparison purposes only and is not a legal document. Please refer to the Summary of Benefit Coverage and Summary Plan Document for all legal descriptions. All Benefits are subject to plan allowable
and out of pocket maximums. * Once the client pays their Calendar Year Out of Pocket Maximum, the plan will pay 100%.

Preferred Brand Subject to Deductible and Co-insurance then 100%

Non-Preferred Brand

Subject to Deductible and Co-insurance then 100%

Specialty




IHA Health Plan Comparison

BENEFIT SUMMARY

PPO NATIONAL NETWORK

1500 CLASSIC
FIRST HEALTH PPO

2500 CLASSIC
FIRST HEALTH PPO

Aetna First Health

3500 CLASSIC
FIRST HEALTH PPO

Individual Deductible

$1,500 In / $3,000 Out

$2,500 In / $5,000 Out

$3,500 In / $7,000 Out

Family Deductible

$3,000 In / $6,000 Out

$5,000 In / $10,000 Out

$7,000 In / $14,000 Out

Individual Max Out-of-Pocket

$7,350 In / $20,000 Out

$7,350 In / $20,000 Out

$7,350 In / $20,000 Out

Family Max Out-of-Pocket

$14,700 In / $40,000 Out

$14,700 In / $40,000 Out

$14,700 In / $40,000 Out

Preventive Care 100% Deductible Waived 100% Deductible Waived 100% Deductible Waived
Lifetime Max No Maximum No Maximum No Maximum
Primary Care Visit Co-Pay $40 $40 $45
Chiropractic Care Co-Pay $20 $20 $20
Specialist Care Visit Co-pay $80 $80 $90

Non-Network Providers & Facilities

Laboratory & Diagnostic Services

Plan pays 60% after non-network deductible

Plan pays 80%*

Plan pays 80%*
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Plan pays 80%*

Facility (After Deductible) (After Deductible) (After Deductible)
' Plan pays 80%* Plan pays 80%* Plan pays 80%*
Professional Fees (After Deductible) (After Deductible) (After Deductible)
Radiology Services
" Plan pays 80%* Plan pays 80%* Plan pays 80%*
Facility (CT/PET/MRI/MRA/SPECT) (After Deductible) (After Deductible) (After Deductible)
g Plan pays 80%* Plan pays 80%* Plan pays 80%*
Professional Fees (After Deductible) (After Deductible) (After Deductible)
Free Standing Facility Plan Pays 100% Plan Pays 100% Plan Pays 100%
(x-ray & lab only) (After Deductible) (After Deductible) (After Deductible)

Facility & Professional Services

Emergency Room - Professional Fee

Plan pays 80%*

Telemedicine coverage provided by 1.800MD - Customer Care Center 1.800.530.8666

Plan pays 80%*

Plan pays 80%*

(After Deductible) (After Deductible) (After Deductible)
Energeny Roon - Fasiy TR | oRdiinhge | ORhl
Inpatient Hospital - Physician Fees (Eflfenr %?éisug%);) (Eflfenr %?éisug%);) (Eflfenr %?éisug%);)
Tt | nevnt | Cmiege
Outpatient - Physician (Aftr Deductible) (kfter besuctible) (kfter besuctible)
oupatntHospal - sty | SLolplnalable | 8Otofplnallwatle | 805 ofploy ol
Urgent Care Co-Pay $80 $80 $90

Generic

Retail: $15 co-pay

For more information about limitations and exceptions, see the plan summary of benefits
Prescription Drug Benefit — proactrx.com/pharmacy-finder/ **Non participating pharmacies are not covered**

Retail: $15 co-pay

Retail: $15 co-pay

Preferred Brand

Retail: $45 co-pay

Retail: $45 co-pay

Retail: $65 co-pay

Non-Preferred Brand

Retail: $85 co-pay

Retail: $85 co-pay

Retail: $100 co-pay

Specialty

Excluded/Not Covered

This is for general comparison purposes only and is not a legal document. Please refer to the Summary of Benefit Coverage and Summary Plan Document for all legal descriptions. All Benefits are subject to plan allowable

and out of pocket maximums. * Once the client pays their Calendar Year Out of Pocket Maximum, the plan will pay 100%.



IHA Health Plan Comparison  aetarirst Heatn

BENEFIT SUMMARY

5000 CLASSIC
FIRST HEALTH PPO

7350 VALUE
FIRST HEALTH PPO

5000 HSA
FIRST HEALTH PPO

PPO NATIONAL NETWORK
Individual Deductible

$5,000 In / $10,000 Out

$7,350 In / $14,700 Out

$5,000 In / $10,000 Out

Family Deductible

$10,000 In / $20,000 Out

$14,700 In / $29,400 Out

$10,000 In / $20,000 Out

Individual Max Out-of-Pocket

$7,350 In / $20,000 Out

$7,350 In / $20,000 Out

$§7,350 In / $14,700 Out

Family Max Out-of-Pocket

$14,700 In / $40,000 Out

$14,700 In / $40,000 Out

$14,700 In / $40,000 Out

Preventive Care

100% Deductible Waived

100% Deductible Waived

100% Deductible Waived

Non-Network Providers & Facilities

Laboratory & Diagnostic Services

non-network deductible

Plan Pays 80%

Lifetime Max No Maximum No Maximum No Maximum

Primary Care Visit Co-Pay $45 $50 Plan pays 80%* (After Deductible)

Chiropractic Care Co-Pay $20 $20 Plan pays 80%* (After Deductible)

Specialist Care Visit Co-pay $90 $100 Plan pays 80%* (After Deductible)
Plan pays 60% after Plan Pays 50% after Plan Pays 60% after

non-network deductible

Plan Pays 100%

non-network deductible

Plan Pays 80%*

Radiology Services

Facility (After Deductible) (After Deductible) (After Deductible)
g Plan pays 80%* Plan pays 100% Plan pays 80%*
Professional Fees (After Deductible) (After Deductible) (After Deductible)

o0 Plan pays 80%* Plan pays 100% Plan Pays 80%*
Facility (CT/PET/MRI/MRA/SPECT) (After Deductible) (After Deductible) (After Deductible)

g Plan pays 80%* Plan pays 100% Plan Pays 80%*
Professional Fees (After Deductible) (After Deductible) (After Deductible)

Free Standing Facility Plan Pays 100% Plan Pays 100% Plan Pays 80%*
(x-ray & lab only) (After Deductible) (After Deductible) (After Deductible)

Facility & Professional Services

Emergency Room - Professional Fee

Plan pays 80%*

Telemedicine coverage provided by 1.800MD - Customer Care Center 1.800.530.8666

Plan pays 100%

Plan Pays 80%*

(After Deductible) (After Deductible) (After Deductible)
Emergeney Room - Facility R fer Deductiie) e Deducible) (Afier Deductible
inpatient Hospital - Physician Fees 168 BRY8 20ET) (hier beducte) (hfer beductve)
it - Facily TRotadnes | TRommenab | il
Outpatient - Physician (kfter beductible) (hfter beductible) (Aft1 Deductible)
cupatntHospa - Facity | STLOfplnalowsble | 100K ofplmolowatie | Pan oy s0%
Urgent Care Co-Pay $90 $100 ( APflfgr PDae)aSUgng]Z)

Generic

Retail: $15 co-pay

For more information about limitations and exceptions, see the plan summary of benefits

Prescription Drug Benefit — proactrx.com/pharmacy-finder/ **Non participating pharmacies are not covered**

Discount Card

Preferred Brand

Retail: $65 co-pay

Discount Card

Non-Preferred Brand

Retail: $100 co-pay

Discount Card

Specialty

Excluded/Not Covered

This is for general comparison purposes only and is not a legal document. Please refer to the Summary of Benefit Coverage and Summary Plan Document for all legal descriptions. All Benefits are subject to plan allowable

and out of pocket maximums. * Once the client pays their Calendar Year Out of Pocket Maximum, the plan will pay 100%.





