Penn Trafford School District

Benefits PPOBIlue Option A PPOBIlue Option B PPOBIlue Option E PPOBIlue Option F
In-Network In-Network In-Network In-Network
Deductible
Individua None $500 None None
Family None $1,000 None None
Payment Level/Coinsurance 100% 80% after deductible until out-of- 100% 100%
pocket maximum is met; then
100%
Out-of-Pocket Maximums Not Applicable $1,000 Individual Not Applicable Not Applicable
$2,000 Family
Lifetime Maximum Unlimited Unlimited Unlimited Unlimited
Physician Office Visits 100% after $10 copayment 100% after $20 copayment 100% after $5 copayment 100% after $5 copayment
Specialist Office Visits 100% after $10 copayment 100% after $20 copayment 100% after $5 copayment 100% after $5 copayment
Preventive Care
Adult
Routine physica exams 100% after $10 copayment 100% after $20 copayment 100% after $5 copayment 100% after $5 copayment
Routine gynecologica exams 100% after $10 copayment 100% after $20 copayment 100% after $5 copayment 100% after $5 copayment
(including PAP Test) (including PAP Test) (including a PAP Test)
PAP Test See above 80% See above See above
(deductible/lifetime maximum
does not apply)
Mammograms, as required 100% 80% 100% 100%
(deductible/lifetime maximum (annual routine and (annual routine and
does not apply) medically necessary) medically necessary)
Pediatric
Routine physica exams 100% after $10 copayment 100% after $20 copayment 100% after $5 copayment 100% after $5 copayment
Pediatric immunizations 100% 80% 100% 100%
(deductible/lifetime maximum
does not apply)
Emergency Room Services 100% after $35 copayment 100% after $50 copayment 100% after $20 copayment 100%

(waived if admitted)

(waived if admitted)

(waived if admitted)

(80% after deductible applies for
non-emergency care)

Hospital Expenses

I npatient 100% 80% after deductible 100% 100%

Outpatient 100% 80% after deductible 100% 100%

Spinal Manipulations 100% after $10 copayment 80% after deductible 100% after $5 copayment 100% after $5 copayment
Combined Limit: Limit: 20 visits per calendar year

20 visits/caendar year

Diagnostic Services

(Lab, X-ray & other tests) 100% 80% after deductible 100% 100%

Physical Medicine/Therapy 100% after $10 copayment 80% after deductible 100% 100%
Combined Limit: Limit: 20 visits per calendar year

20 visits/caendar year
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Penn Trafford School District

Benefits PPOBIlue Option A PPOBIlue Option B PPOBIlue Option E PPOBIlue Option F
In-Network In-Network In-Network In-Network
Speech Therapy 100% after $10 copayment 80% after deductible 100% 100%
Combined Limit: Limit: 20 visits per calendar year
20 visits/caendar year
Occupational Therapy 100% after $10 copayment 80% after deductible 100% 100%
Combined Limit: Limit: 20 visits per calendar year
20 visits/caendar year
Mental Health
Inpatient 100% 80% after deductible 100% 100%
Limit: 30 days/calendar year Limit: 30 days/calendar year
Outpatient 100% after $10 copayment 100% after $20 copayment 100% 100%
Limit: 20 visits/calendar year Limit: 20 visits/calendar year
Substance Abuse (PA Mandated Benefit)
Inpatient
Detoxification 100% 80% after deductible 100% 100%
Combined Limit: Combined Limit: Combined Limit: Combined Limit:
7 days/admission; 7 days/admission; 7 days/admission; 7 days/admission;
4 admissiong/lifetime 4 admissiong/lifetime 4 admissiong/lifetime 4 admissiong/lifetime
Rehabilitation 100% 80% after deductible 100% 100%
Combined Limit: Combined Limit: Combined Limit: Combined Limit:
30 days/calendar year; 30 days/calendar year; 30 days/calendar year; 30 days/calendar year;
90 dayg/lifetime 90 dayg/lifetime 90 dayg/lifetime 90 dayd/lifetime
Outpatient 100% after $10 copayment 100% after $20 copayment 100% after $5 copayment 100% after $5 copayment
Combined Limit: Combined Limit: Combined Limit: Combined Limit:
60 visits/caendar year; 60 visits/caendar year; 60 visitsyear; 60 visits/caendar year;
120 visitg/lifetime 120 visitg/lifetime 120 visitg/lifetime 120 visitg/lifetime
Premier Prescription Drug Program Retail Drugs: Retail Drugs: Retail Drugs: Retail Drugs:
(Defined by Premier Gold Pharmacy 20% coinsurance or $50 maximum | 20% coinsurance or $50 maximum $5 copayment generic $5 copayment generic
Network BNot Physician Network) per prescription, whichever isless per prescription, whichever isless $10 copayment brand $10 copayment brand
Mandatory Generic! Mandatory Generic! Mandatory Generic! Mandatory Generic!
31-day supply 31-day supply Up to 34 days or 100 dosage units, | Up to 34 days or 100 dosage units,
Maintenance Drugs through Maintenance Drugs through whichever isgreater whichever is greater
Mail Order Mail Order Maintenance Drugs through Maintenance Drugs through
20% coinsurance or $50 maximum | 20% coinsurance or $50 maximum Mail Order Mail Order
per prescription, whichever isless per prescription, whichever isless $6 copayment generic $6 copayment generic
Mandatory Generic! Mandatory Generic! $12 copayment brand $12 copayment brand
90-day supply 90-day supply Mandatory Generic! Mandatory Generic!
60-day supply 60-day supply

I Themember is responsible for the payment differential when a generic drug is authorized by the physician and the patient el ectsto purchase abrand drug. The member payment
is the price difference between the brand drug and generic drug in addition to the brand drug copayment or coinsurance amounts which may apply.
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