Benefit Summary

City of Spokane Group Health 10/30 RX Plan

Group Number: 4982100 / 0982100

&
GroupHealth
Effective Date 1/1/2010 Health Plan Group Health Ref RQ-19310

This is a brief summary of benefits. THIS IS NOT A CONTRACT OR CERTIFICATE OF COVERAGE. All benefit descriptions, including alternative care,
are for medically necessary services. The Member will be charged the lesser of the cost share for the covered service or the actual charge for that service.
For full coverage provisions, including limitations, please contact our Sales or Customer Service Departments or refer to the plan contract.

Individual out-of-pocket limit: $2000

Family out-of-pocket limit: $4000
ifeime MaKImUR 0 Unimiee

Inpatient services: Covered in full

Outpatient surgery: $5 copay

Formulary generic/formulary brand

$10/$30 copay

_| 3 x prescription cost share per 90 day supply

_ Self-referred up to 8 visits per medical diagnosis PCY; additional visits when approved by plan
$5 copay

Outpatient: $5 copay
Inpatient: Covered in full
$50 copay at a designated facility
Other copay at a non designated facility
_| Covered at pharmacy cost share; no wait
Heaing exaims (Routine) . 55 cobay
| Not covered

|Covered in full. No visit limit.
|50% diagnostic services & drugs

Self-referred up to 10 visits PCY
$5 copay
Outpatient: $5 copay
Inpatient: Covered in full
Outpatient: $5 copay
Inpatient: Covered in full
_ Self-referred up to 3 visits per medical diagnosis PCY; additional visits when approved by plan
$5 copay

Not covered

$350,000 (including $50,000 donor costs). no wait
Outpatient: $5 copay
Inpatient: Covered in full




$5 copay

Outpatient: 60 visits PCY
$5 copay

Inpatient: 60 days PCY
Covered in full

_ Covered in full up to 60 days

$1,000 PCY; $5,000 lifetime max

Outpatient: $5 copay
Inpatient: Covered in full

Free & Clear Program - covered in full

$5 copay

$50 per 24 months

&

GroupHealth

Coverage provided by Group Health Cooperative

RQ-19310




