(H-| Group Health Partners HMO $30 Copay $0 Ded/$500 MOOP
Cooperative

of South Central Wisconsin
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Plan Number: 2591602 In-Network Deductible $0 $0
Benefits Accumulate on a Plan Out-of-Network Deductible Not Covered Not Covered
Year. In-Network Maximum Out-of-Pocket (MOOP) $500 $1,000
Policy Coinsuran Out-of-Network Maximum Out-of-Pocket (MOOP) Not Covered Not Covered

In-Network: 0%
Out-of-Network: Not Covered

Primary Care Office Visits Not Covered Example: Office visits with Your Primary Care
Provider (PCP)

Chiropractic Office Visits No $30 Not Covered

Preventive Health Examinations No No Charge Not Covered Coverage is limited to preventive services as defined
by the Affordable Care Act.

Specialist Care Office Visits Yes $30 Not Covered Examples: Specialist Hearing Exams, Autism Spectrum

Specialist Office Visit; Most Specialists do not require
Prior Authorization

Preventive Immunizations No No Charge Not Covered Coverage is limited to preventive services as defined
by the Affordable Care Act.

Prenatal and Postnatal Maternity No No Charge Not Covered In-Network cost-sharing value is limited to preventive

Care services. Cost-sharing described elsewhere in this

Benefit Summary may apply depending on the
maternity-related test or service.

Diagnostic X-Ray and Laboratory Yes No Charge after Not Covered X-rays and routine lab tests ordered by Your Provider
Tests Deductible do not require Prior Authorization.
Advanced Radiology Yes No Charge after Not Covered Examples: CT, PET Scans, MRIs

Deductible
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Urgent Care Visits

Emergency Ambulance Service No No Charge after No Charge after Coverage is limited to emergency care
(air/ground) Deductible Deductible
Emergency Room Visits No $125 $125 Coverage is limited to emergency care; Copayment

waived if admitted as a hospital inpatient

Prescription Drugs You Pay In-Network | You Pay Out-of-Network

Outpatient Prescription Drugs on Tier 1 Not Covered Covers up to a 30-day supply; 31-90 day supply

GHC-SCW Formulary available for multiple Copays - subject to a maximum
cost limit; Some brand names and many generics;

Prior Authorizations, quantity limits, Drugs in Tier 1 are the greatest value

step therapy, age restrictions and Tier 2 $30 Not Covered Covers up to a 30-day supply; 31-90 day supply

other limits may apply available for multiple Copays - subject to a maximum

cost limit; Many brand names and some generics
Tier 3 S50 Not Covered Covers up to a 30-day supply; 31-90 day supply not
available; There are often similar or equivalent drugs
in either Tier 1 or Tier 2
Tier 4 $100 Not Covered Covers up to a 30-day supply; 31-90 day supply not
(Specialty) available; May require the use of a specialty-
designated pharmacy
The Prescription Drugs Benefit is administered by GHC-SCW Clinic pharmacies and Navitus. Prescription Drugs are NOT COVERED outside of the GHC-SCW
network of providers. For a list of formulary drugs, tier (S) placement, prior authorization requirements and other limitations that may apply, see
https://www.ghcscw.com.
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Diabetic Disposable Supplies 20% up to maximum Not Covered Member pays Coinsurance up to $500 maximum
Durable Medical Equipment Yes 20% Not Covered
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Hearing Aids for Members age 18 and Yes 20% Not Covered Limited to one hearing aid per ear per 36 months;
over GHC-SCW designates specific models or other cost
limitations may apply

Hearing Aids for children age 17 and Yes 20% Not Covered Limited to one hearing aid per ear per 36 months

under

Cochlear Implants and Bone Yes No Charge after Not Covered

Anchored Hearing Aids Deductible
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Inpatient Hospital Services: Physician Yes 20% after Deductible Not Covered

Services, Surgery, Facility Fees

Outpatient Hospital Surgical/Non- Yes No Charge after Not Covered Certain oral surgeries do not require Prior

Surgical Services, Facility Fees Deductible Authorization

Skilled Nursing Facility Services Yes No Charge after Not Covered Limited to 30 days per inpatient stay per Member
Deductible
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Vision Examinations No Charge Not Covered Routine Eye Examinations must be provided by an In-

Network Optometrist (OD); Limited to one eye exam
per Member per year

Mental Health & Substance

Use Disorder You Pay In-Network | You Pay Out-of-Network Benefit Notes
Mental Health/Substance Use No $30 Not Covered Prior Authorization is required for Health Psychology,
Disorder Outpatient Services Diagnostic Testing, ECT, and TMS. All services may be
subject to ongoing review for medical necessity.
Mental Health/Substance Use Yes 20% after Deductible Not Covered
Disorder Inpatient Services
Mental Health/Substance Use Yes No Charge after Not Covered
Disorder Transitional Services Deductible
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Preventive Dental for children No Charge Not Covered Limited to two (2) cleanings and fluoride treatments
per Child under 12 per year
Accidental Dental No No Charge after Not Covered Initial repair of accidental injury to sound, natural
Deductible teeth
Oral Surgeries Yes No Charge after Not Covered Certain oral surgeries do not require Prior
Deductible Authorization
T el
Hospice No Charge after Not Covered Example: End of Life Services
Deductible
Home Health Services Yes No Charge after Not Covered Limited to 60 visits per Member per year
Deductible
Health Counseling Education No No Charge Not Covered
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