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http://PacificSource.com/studenthealth/
https://Healthcare.gov/sbc-glossary
https://Healthcare.gov/coverage/preventive-care-benefits/
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https://providerdirectory.PacificSource.com/Commercial/?nPlan=Navigator
https://providerdirectory.PacificSource.com/Commercial/?nPlan=Navigator
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Primary care visit to treat an
i? ury or illness

hat'- ou it
'n net_gQK

First three visits $5
co-pay/visit, deductible does
not apply. Subsequent visits,

$25 co-pay/visit, deductible
does not apply.

ut of net_gK

50 7 co-insurance
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First 3 visits per benefit year combined for
primary care, mental health, behavioral
health, and substance abuse visits.

Specialist visit

$50 co-pay/visit, deductible
does not apply

50 #co-insurance

None

Preventive Physicals: 13 visits ages 0%
months, annually ages 3 and older. Well
Woman _4isits: annually. You may have to

fyou haye atest

Preventive No charge, deductible does , pay for services that aren’t preventive. sk
. L 50 7 co-insurance o .
care/screening/immuni ation not apply your provider if the services needed are
preventive. Then check what your plan will
pay for. Tobacco cessation: Not covered
out-of-network.
No charge up to the first

iagnostic test (x-ray, blood
Work)

@ 00, deductible does not

apply, then 20 7 co-insurance

50 7 co-insurance

None

Imaging (CT/PET scans,
x 15)
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\ ore information about
prescription drug coverage is
available

at

PacificSource.com/drug-list

Generic drugs - Tier 1

¢ etail: $20 co-pay, deductible
» does not apply .

‘; ail:’$ 0 co-pay, deductible
does not apply

90 Zco-insurance, deductible
does not apply

ru-s to treat your

Preferred drugs - Tier 2

¢ etail: $35 co-pay, deductible

does not apply
"\ ail: $105 co-pay, deductible
does not apply

90 7 co-insurance, deductible
does not apply

Non-preferred drugs - Tier 3

¢ etail: $55 co-pay, deductible

,,does not apply
}; ail: $ 5 co-pay, deductible
does not apply

90 7co-insurance, deductible
does not apply

Specialty drugs - Tier}

« etail: $80 co-pay, deductible

does not apply
¥ ail: $2 0 co-pay, deductible
does not apply

90 7 co-insurance, deductible
does not apply

For all prescription drug list tiers:
Prescription benefit includes certain
outpatient drugs as a preventive benefit at
no charge when received in-network,

deductible does not apply. Cost share

amounts shown represent a 30 day supply at
retail and a 90 day supply at mail order.

uantity for retail is limited to a 30 day
suppLx., uantity for mail order is limited to a
90 day suppLx., uantity for Specialty drug is
limited to 30 day supply. Prior authori ation
required for certain drugs. If not received,
you will be responsible for the expense.

fyou haye out atient surcery

Facility fee (e.g., ambulatory
surgery center)

20 7 co-insurance

50 #co-insurance

Prior authori ation required for some
surgeries. If not received, you will be
responsible for the expense.

Physician/surgeon fees

20 7 co-insurance

50 #co-insurance

None

attention

‘fyounee imme iateme i a

Emergency room care

‘ edical emergency: $200
co-pay/visit, deductible does
not apply
Non-emergency: $200
co-pay/visit, deductible does

not apply

‘ edical emergency: $200
co-pay/visit, deductible does
not apply
Non-emergency: $200
co-pay/visit, deductible does

not apply

Co-pay waived if admitted.

Emergency medical
transportation

Ground: 20 7 co-insurance
ir: 20 7 co-insurance

Ground: 20 7 co-insurance
ir: 20 7 co-insurance

, imited to nearest facility able to treat
condition. ir covered if ground medically or
physically inappropriate.

Emeni care

$25 co-pay/visit, deductible
does not apply

50 #co-insurance

None

fyou haye ahos jta stay

Facility fee (e.g., hospital
room)

20 7 co-insurance

50 7 co-insurance

, imited to semi-private room, except when a
private room is determined to be necessary.
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Physician/surgeon fees

Outpatient services
fyou nee menta_hea th”
ohra iora heath or
su si‘an,ea use seryi, es
Inpatient services
Office visits

Childbirth/delivery
fyouare pésant professional services

Childbirth/delivery facility
services

Home health care

“ ehabilitation services

fyounee he #e o erineor papiitation services
ha e others ¢ ia he4 th
neé s

Skilled nursing care

vurable medical equipment

20 7 co-insurance

First three visits $5
co-pay/visit, deductible does
not apply. Subsequent visits,

$20 co-pay/visit, deductible
does not apply.

20 7 co-insurance

20 7 co-insurance

20 7 co-insurance

20 7 co-insurance

20 7 co-insurance

Inpatient: 20 7 co-insurance
Outpatient: $25 co-pay/visit,
deductible does not apply

Inpatient: 20 7 co-insurance
Outpatient: $25 co-pay/visit,
deductible does not apply

20 7 co-insurance

20 7 co-insurance

50 #co-insurance

$20 co-pay/visit, deductible
does not apply

20 7 co-insurance

50 % co-insurance

50 #co-insurance

50 #co-insurance

50 7 co-insurance

Inpatient: 50 7 co-insurance

Outpatient: 50 7 co-insurance

Inpatient: 50 7 co-insurance

Outpatient: 50 7 co-insurance

50 % co-insurance

50 # co-insurance

Prior authori ation required for some
inpatient services. If not received, you will be
responsible for the expense.

None

First 3 visits per benefit year combined for
primary care, mental health, behavioral
health, and substance abuse visits.

Prior authori ation required for some
inpatient services. If not received, you will be
responsible for the expense.

Cost sharing does not apply for preventive
services. _elivery and hospital visits are

covered under prenatal and postnatal care.
Facility is covered the same as any other
hospital services.

No coverage for private duty nursing or
custodial care.

Inpatient; , imited to 30 days/year.
Outpatient:, imited to 30 visits/year. No
coverage for recreation therapy.

Inpatient: , imited to 30 days/year.
Outpatient:, imited to 30 visits/year. No
coverage for recreation therapy.

, imited % 0 days/year. No coverage for
custodial care.

, imited to: one pair/year for glasses or
contact lenses .one breast pump/pregnancy .
$150/year for wig for chemotherapy or
radiation therapy. Prior authori ation
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required if equipment is over $2,500 and for
power-assisted wheelchairs, if not received,
you will be responsible for the expense.

, _ No coverage for private duty nursing.
Hospice services 20 7 co-insurance 50 7 co-insurance « espite care limited to 5 consecutive days
and 30 days lifetime.

No charge upto § 0

No charge, deductible does | maximum, deductible does
not apply not apply, then 100 7

co-insuranceand 30 days lifetime.

Children's eye exam

‘fyour hi nee s enta or
eye are




- our yishts to  ontinue o era<e There are agencies that can help if you want to continue your coverage after it ends. The contact information for those agencies is:

ivision of Financf&l egula@'n at 1-888-877, 89 or at dfr.oregon.gov. Qther coverage options may be available to you too, incjuding buying individual insurance coverage
ﬂw'rough the Health Insurancex, arketplace. For more information about they,_arketplace, visit Healthcare.gov or call 1-800-318-259 .

‘- our 7Tie_an_e an 44 s vishts There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a grievance
or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also provide complete
information to submit a claim, appeal or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance, contact: The PacificSource
Customer Service team at 1-888-977-9299 or the ‘ivision of FinanciaJ\ egulation at 1-888-877- 89 or at dfr.oregon.gov.

“oes this _dn 6 i e “himum gSentia o eraxe™™es

+_inimum Essential Coverage generally includes plans, health insurance available through thef,_arketplace or other individual market policies§, edicare§, edicaid, CHIP,
J IG E, and certain other coverage. If you are eligible for certain types o}; inimum Essential Coverage, you may not be eligible for the premium tax credit.

<0es this _dn meet“mimum aueStan ar s? ot A4¥a g

If your plan doesn't meet the}y_inimum__alue Standards you may be eligible for a premium tax credit to help you pay for a plan through the},_arketplace.
anstia«¢ __ess Ser i es

Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al 1-888-977-9299.

Tagalog (Tagalog): & ung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-888-977-9299.

Chinese () OOOOOOOOO, ODOOOOOO 1-888-977-9299.

To see examples of how this plan might cover costs for a sample medical situation, see the next section.
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oyt these o erase 5 ds

a5

T‘fus is not a _ ost estimator Treatments shown are ust examples of how this plan might cover medical care. Your actual costs will be different depending on
the actual care you receive, the prices your Qrowder s charge, and many other factors. Focus on the cost sharing amounts
(deductibles, copayments and coinsurance) and excluded services under the plan. llahis information to compare the portion of costs you might pay under

different health plans. Please note these coverage examples are based on self-only coverage.




