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A few
l
helpfu
hints!
Your group numbers:
24125 plan is Passport 20%-25
24126 plan is Passport $750-25%
24127 plan is Passport $1200-0%
24128 plan is Park Nicollet First $1200-0%
24129 plan is Ridgeview Community Network
$1200-0%
24130 plan is Vantage Plus $1200-0%
24195 plan is Elect $1200-0%

DECISIONS,
DECISIONS...
Making choices can be fun – like
deciding what color to paint your
living room or where to go on your
next vacation. But choosing your
health insurance? Yeah, we get it –
not so fun. Still, it doesn’t have to be
hard. This guide will explain what’s
covered, how much it will cost and
how to find out which providers are
in the network. Have questions?
Help is just a call or click away.
CMP5721-1-00916
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WHICH ONE SHOULD I CHOOSE?
When you have more than one plan to choose
from, it can be hard to know which one to pick.

PLUS, YOU MAY HAVE A CHOICE OF:

PLAN
BENEFITS

PROVIDER
NETWORKS

How your care is covered.

Where you go for care.

Your plan benefits determine
how things are covered (for
example, whether the plan
has a deductible and/or
coinsurance) and what your
share of the costs will be.
You’ll find this information in
the plan’s benefit summary,
available in this guide.

What’s a network? It’s a group
of doctors, hospitals and other
health care providers who
have a contract with Medica
to provide services to our
members, usually at a discount.
You receive your highest level of
benefits when you see providers
in your plan’s network.

CMP5637-1-00916
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WHICH ONE SHOULD I CHOOSE?
If you have more than one network or plan to pick from, answering
the following questions can help you pick what’s right for you.

CHOOSING
NETWORKS
Know who’s in
the network
Check the
referral
requirements
Consider what
size network
you’ll need

Is it important to keep your current doctor?

yes!

Check each plan’s network to see whether your doctor, hospital and other
health care providers are included. Be sure to choose a network that meets the
needs of your entire family, since you’ll all share the same network.

Do you need to see specialists?
With some networks, you’ll need a referral to see a specialist in certain cases
(for example, in a care system network, when you want to see a provider outside
of your care system). With other networks, you won’t need a referral as long as you
stay in the network.

What size network do you need?
Plans with a smaller network usually have lower premiums. Accountable care organizations
(ACOs) have a smaller network, but offer added features and support, usually at a lower cost.
If an ACO is one of your options, and you and your family already see providers in that ACO,
then this type of network might be right for you. If it’s important to have access to a wider
range of doctors and other providers, a larger network might be a better fit.

CHOOSING
BENEFITS
Understand
your coverage
Estimate
your health
care costs
Know your
maximum

Would you rather pay your costs up front, or as you go?
Plans with more coverage usually have higher premiums (the set amount you pay for your
coverage), but offer lower costs when you receive care. Plans with lower premiums usually have
higher deductibles and other out-of-pocket expenses, meaning you’ll pay more as you receive care.
To learn more about these terms, see the next section (“What’s covered? How much will it cost?”).

Are you expecting a lot of health care expenses this year?
Compare each plan’s out-of-pocket expenses (the deductible, coinsurance, out-of-pocket
maximum, etc.) to see which plan best fits your situation. To get an idea of your overall cost,
be sure to also factor in your premiums.

What if you get seriously ill?
Could you afford to pay the plan’s out-of-pocket maximum (also called an out-of-pocket
limit)? This amount is the most you would pay for covered services in a year. After that, your
plan pays 100%. Keep in mind that a plan may have an individual and a family limit, and
separate limits for in- versus out-of-network care.
CMP5637-1-00916
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WHAT’S COVERED?
HOW MUCH WILL IT COST?
When you get down to it, there are two types of health care costs:

PREMIUMS

OUT-OF-POCKET COSTS

Think of premiums like your health club dues,
where you pay a monthly fee to access the
gym. Your health insurance premiums give
you a certain level of coverage, including 100%
coverage of preventive care. Your plan also
includes some nice extras, at no additional
charge. These are like the hot tub or steam
room in our health club example – you have
access to them just because you’re a member.

Out-of-pocket costs are what you pay as you
receive care. These costs will vary depending
on the plan you pick. Below are some
examples of common out-of-pocket costs. To
see which costs apply and how much you’ll
be responsible for, check the plan’s benefit
summary, available in this guide.

Premium

Copay

Deductible

Coinsurance

The amount you
pay each month
or every pay
period for the
insurance plan.

A set amount
you pay up
front when you
receive care.

The amount you pay each year
before your insurance starts to pay.

Your share of the
costs after you’ve
paid your deductible.
Coinsurance is a
percentage of the
charges for the
service.

Have questions
about your
premium
amounts?
Check with
your employer.

For example,
$40 for a
doctor visit.

For example, if your deductible
is $2,000, that’s what you’ll pay
before your insurance starts to
pay. Some charges don’t count
toward your deductible (for
example, copays and services that
aren’t covered). And you might
receive coverage for some things,
like preventive care, even if you
haven’t met your deductible.

For example, you
pay 20% of the
charges and Medica
pays 80%.

Out-of-Pocket
Maximum
The most you pay in
a year for health care
services covered by
your insurance.
Once you meet this
limit, your insurance
pays 100% of any
additional covered
charges for the rest of
the year.

To learn more about out-of-pocket costs, see the tip sheet at medica.com/membertips.
CMP5644-1-00916
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WHAT’S COVERED? HOW MUCH WILL IT COST?

Save money — see network providers

What about prescriptions?

Many (though not all) plans have out-of-network benefits.

You can see how a plan covers prescription
drugs by looking at the beneﬁt summary,
available in this guide.

If they do, they’ll be listed on the plan’s benefit summary. But even
with these benefits, your costs will be much higher if you see a
provider outside your plan’s network. That’s because of three things:

1 Out-of-network benefits cover less than in-network benefits.
For example, a plan may have 40% coinsurance for
out-of-network care vs. 20% coinsurance for in-network care
(this is just an example – for actual amounts, see a plan’s
benefit summary available in this guide).

2 We negotiate discounts with network providers. When you
leave the network, you lose those discounts. So the percentage
you’re paying above? It’s a percentage of the full bill, not the
discounted amount when you see a network provider.

3 We usually pay out-of-network providers less than the
amount they bill. When this happens, you’re responsible for
paying the balance to the provider.
So it really does pay to stay in your plan’s network.
To see an example of how much more out-of-network care
can cost, go to medica.com/membertips.

GET THE DETAILS YOU
NEED ONLINE
Once your plan starts, you can find the information
you need on mymedica.com.
See what your plan covers and find out your
share of the costs
Check prices for prescription drugs
Track your claims
See who’s in your plan’s network
Print a temporary ID card or order extras
Pick up some healthy habits and learn more
about wellness
CMP5644-1-00916
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With some plans, you’ll pay a set copay when you fill a
prescription. With other plans, you’ll pay the full cost
of prescriptions until you meet your deductible. Rarely,
a few plans have a combination of both copays and a
deductible for prescriptions.
Whichever the case, it’s helpful to know what to expect
before you fill your prescriptions. And if you have a
choice of plans that cover prescriptions differently,
you’ll want to compare potential costs under each
plan. To get an idea of how much a particular drug
will cost, you can use the online search tool. Just go to
mymedica.com and choose Pharmacy Information (in
the “Links and Tools” box on the right).
Once your plan starts, log in to mymedica.com
to see prices specific to the plan you’ve chosen.
You’ll also be able to look up pharmacies where you
can fill your prescriptions. For ongoing prescriptions,
many plans also offer mail order or 90-day refills.

ABOUT THE NETWORK

MEDICA CHOICE® PASSPORT
A NATIONAL NETWORK
What’s a national network? A national network includes providers in every state of the country. If you have family members living
in different states (for example, kids away at college), a national network may be a good option for you. Or if you live outside of
Medica’s service area (Minnesota, North Dakota, South Dakota and western Wisconsin), you’ll be offered a national network.

What are the features?

One of the largest networks in the nation
Nationwide coverage when you travel
No referrals needed

What’s unique?
In addition to your plan coverage,
this network includes:

The largest number of providers to choose from. With hundreds of thousands of
providers throughout the nation, there’s a good chance your current doctors are
included in the Medica Choice Passport network.
Providers from many different care systems and hospital affiliations. If it’s
important to have access to a wide range of doctors and facilities, Medica Choice
Passport is an excellent choice.
Nationwide coverage. No matter where you live in the U.S., you have access to
network providers. And you’re covered when you travel, too.
Direct access to specialists. See any provider in the network without a referral.

How do I find a
provider in the network?

Go to Medica.com/FindADoctor and choose
Medica Choice® with UnitedHealthcare Choice Plus
Or call us at 1 (952) 945-8000 or 1 (800) 952-3455
(TTY users, call 711)

CMP5639-1-00920
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ABOUT THE NETWORK

MEDICA ELECT®
A CARE SYSTEM NETWORK
What’s a care system network? It’s a network made up of several groups of doctors, nurses and other health care providers that
work together to take care of you. These groups of providers are called care systems.

What are the features?

A medium-sized regional network
Nationwide coverage when you travel
A medical home – you choose a primary care clinic and receive care from
providers in your care system

What’s unique?

You enroll in a primary care clinic. This is the main place you’ll go when you need
care. Each family member can choose a different primary care clinic.
Your primary care clinic is afﬁliated with a care system. If you need to see a
specialist or go to the hospital, make sure they’re in your care system.
Each family member can choose a different care system, as long as it’s in the
Medica Elect network. The care systems you can choose from are listed below.
If you can’t get the care you need within your care system, you can ask for a
referral to see a provider in another Medica Elect care system.

Who’s in the network?

The following care systems are included in the Medica Elect network:
Allina Medical Clinics

Minnesota Healthcare Network

Children’s Health Network

Park Nicollet Health Services

Hennepin Healthcare

RiverWay/North Suburban Clinics

Integrity Health Network

St. Luke’s Care System

Lakeview Medical Care System

How do I ﬁnd a
provider in the network?

Go to Medica.com/FindADoctor and choose Medica Elect
Or call us at 1 (952) 945-8000 or 1 (800) 952-3455
(TTY users, call 711)

CMP5640-1-00920
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ABOUT THE NETWORK

PARK NICOLLET FIRST WITH MEDICASM
AN ACCOUNTABLE CARE ORGANIZATION NETWORK
What’s an accountable care organization (ACO) network? In an ACO, groups of doctors, nurses and other health care providers
work together with your health plan to provide coordinated care. That means you receive enhanced care, usually at a lower cost.

What are the features?

Access to an integrated health care system that includes more than 20
neighborhood clinics and features primary care, urgent care and more than 55
medical specialties
Nationwide coverage when you travel
No referrals needed when visiting a Park Nicollet First provider

What’s unique?

Same-day primary care appointments, plus weekend and evening hours

In addition to your plan coverage,
this ACO includes:

24/7 nurse and advisor line

Urgent care locations, open late, seven days a week
24/7 online diagnosis and treatment for 60 common medical conditions at
Virtuwell.com
PerfectServe text messaging for clinic appointments
SmartCareSM, experience care on your terms — at the clinic, on your phone or
online

Who’s in the network?

How do I ﬁnd a
provider in the network?

In addition to primary care, specialty care and urgent care, the network includes
direct access to Park Nicollet Methodist Hospital and Park Nicollet’s specialty
centers, including Bariatric Surgery & Weight Center, Burnsville Same Day Surgery
Center, Frauenshuh Cancer Center, Heart and Vascular Center, Jane Brattain Breast
Center, Melrose Center (for eating disorders), Struthers Parkinson’s Center,
Child & Family Behavioral Health (formerly Alexander Center), Joint Replacement
Institute, Family Birth Center, Women’s Center and TRIA Orthopaedic Center.

Go to Medica.com/FindADoctor and choose
Park Nicollet First with Medica
Or call us at 1 (855) 727-5178 (TTY users, call 711)

CMP10467-1-00920
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ABOUT THE NETWORK

VANTAGEPLUS WITH MEDICASM
AN ACCOUNTABLE CARE ORGANIZATION NETWORK
What’s an accountable care organization (ACO) network? In an ACO, groups of doctors, nurses and other health care providers
work together with your health plan to provide coordinated care. That means you receive enhanced care, usually at a lower cost.

What are the features?

More than 4,400 primary and specialty care providers, 655 clinics and
12 hospitals
Nationwide coverage when you travel
See any primary or specialty care provider in the VantagePlus network

What’s unique?
In addition to your plan coverage,
this ACO includes:

A personal welcome call for new members.
One phone number to call for questions about your coverage or your care.
More convenient ways to receive care. Make same-day and virtual appointments,
evening or weekend, or get an online diagnosis and treatment for certain conditions
in less than an hour.
A 24/7 nurse line for quick answers to questions about your health.
Unique wellness programs, including:

• Online tools and resources to help you take steps to improve your health while
earning gifts cards with My Health Rewards by Medica®

• Fit ChoicesSM by Medica allows you to earn up to $20 each month when you
meet your monthly visit requirement at a participating health club.*

• When you need help with life’s challenges—whether it’s personal, financial or

legal concerns, you can call the Medica® Optum® Employee Assistance Program
(EAP) 24/7 for timely, professional and confidential help.

*Contact Customer Service at the number on the back of your Medica ID card to see
if your plan includes this program.

A three-month supply of medication for just two copays when you ﬁll your
prescription at a Fairview or North Memorial Health pharmacy (for pharmacy plans
with a copay).
Dedicated help from a specialized pharmacist to make sure your medications
are best for you and your conditions, lifestyle and budget.

Who’s in the network?

How do I ﬁnd a
provider in the network?

As one of the largest accountable care organizations in Minnesota, VantagePlus
has the providers you know and trust from M Health Fairview (the health care
organization representing Fairview, University of Minnesota and M Physicians),
North Memorial Health and many popular independent clinics.

Go to Medica.com/FindADoctor and choose
VantagePlus with Medica
Or call us at 1 (866) 882-8493 (TTY users, call 711)

CMP16302-1-00920
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ABOUT THE NETWORK

RIDGEVIEW COMMUNITY
NETWORK® POWERED BY MEDICA
AN ACCOUNTABLE CARE ORGANIZATION NETWORK
What’s an accountable care organization (ACO) network? In an ACO, groups of doctors, nurses and other health care providers
work together with your health plan to provide coordinated care. That means you receive enhanced care, usually at a lower cost.

What are the features?

A comprehensive regional network serving the southwest metro, including
Carver, Hennepin, Le Sueur, McLeod, Scott, Sibley and Wright Counties
Nationwide coverage when you travel
No referrals needed when visiting a Ridgeview Community Network provider

What’s unique?
In addition to your plan coverage, this
ACO includes:

Network navigators available to answer your questions about the network and
services, help you choose a primary care provider and more.
PerfectServe, a text messaging service that helps provide proactive reminders
about preventive wellness visits.
Same-day appointments at all primary care clinics based on the time of the
call and level of service needed. Also, there are convenient Saturday morning
appointments at select clinics.
One-on-one personalized and group nutrition services with a registered dietitian
can help you learn about healthy food choices, reading labels at the supermarket,
special diets for high blood pressure and other chronic conditions, and more.
Online tools to help you achieve better health.
Free local home delivery of prescriptions from partner pharmacies.
A free “Meet and Greet” visit, to help you choose a doctor that’s right for you.

Who’s in the network?

The Ridgeview Community Network includes all Ridgeview Clinics, Catalyst
Medical Clinic, Lakeview Clinic, Ltd., OBGYN West, South Lake Pediatrics,
Wayzata Children’s Clinic, and Western OB/GYN, A Division of Ridgeview Clinics,
plus 150+ specialty care partnerships, six hospitals (Abbott Northwestern
Hospital, HCMC, Ridgeview Medical Center in Waconia, Ridgeview Sibley Medical
Center in Arlington, Ridgeview Le Sueur Medical Center in Le Sueur, Children’s
Hospitals and Specialty Clinics) and six urgent care locations.

How do I ﬁnd a
provider in the network?

Go to Medica.com/FindADoctor and choose
Ridgeview Community Network® powered by Medica
Or call us at 1 (888) 592-8202 (TTY users, call 711)

CMP10467-1-00920
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BUT WAIT,
THERE’S MORE!

Your plan includes some nice “extras” that
can help you get and stay healthy, at no extra
cost to you. Once your coverage starts, we’ll
send you more information on ways to get the
most out of your plan.

Fit ChoicesSM by Medica Program Motivation to hit the gym.
Workout 12 times per month at a participating fitness club and you can earn up to $20 per month. That’s
up to $240 a year. To learn more about Fit ChoicesSM or to find a health club near you, go to Medica.com/
FitChoices.

Value for Your Health Care Dollar Compare cost and quality to find the right provider.
Cost and quality can vary significantly among providers. Knowing the difference can help you save money
and have better results. Look up cost ranges for common procedures at dozens of facilities using Main
Street Medica. Or use the online provider search tool to find doctor-specific cost and quality information
with Premium Designation. Both tools are available on MyMedica.com.

Chronic Condition Support Build healthy habits that last.
Help reduce your risk for chronic disease through Omada for Prevention, a digital lifestyle change
program. Combining the latest technology with ongoing personal support, you can make the changes that
matter most — whether that’s around eating, activity, sleep or stress. It’s an approach that can help you
lose weight and reduce your risks for type 2 diabetes and heart disease. Watch for more information about
this prevention program from your employer, or contact Medica customer service.

Member e-Newsletter Learn how to get the most from your Medica plan.
Get information about health topics and your benefits delivered right to your inbox. You’ll find health tips,
advice on making smart health decisions and details on the Medica programs available to you. To sign up,
just register for MyMedica.com and you’ll automatically receive the 4members e-newsletter.

Health Rewards Program Get inspired to make positive changes.
Taking steps to improve your health might be easier than you think. Whether you want to stress less, quit
smoking or eat more fruits and veggies, My Health Rewards by Medica® makes it fun — and rewarding.
You’ll earn rewards as you complete activities personalized just for you. To get started with My Health
Rewards, download the Virgin Pulse app, free in the App Store and on Google Play.

Healthy Pregnancy & Parenting Program Get support during your parenthood journey.
Tap into personalized guidance, support, and coaching for your entire parenthood journey with the Ovia
Health apps. They give you on-demand support and clinically backed guidance to help you achieve your
health goals, whether that’s tracking your period, getting pregnant, or navigating pregnancy, postpartum
and parental wellness. Download Ovia Parenting, Ovia Pregnancy or Ovia Fertility for free from the App
Store or Google Play. Enter your employer and health plan information to access all the unique tools and
features.

Behavioral Health Support Manage stress, anxiety and depression symptoms
Connect with on-demand help for stress, depression and anxiety through the Sanvello app. Access coping
tools, daily mood tracking, guided journeys and weekly progress check-ins to stay engaged and manage
symptoms. You receive premium access as part of your plan’s behavioral health benefits. Download the
Sanvello app from the App Store or Google Play and select Upgrade Through Your Insurance to get
started.
CMP5647-1-00920
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Medicare Part D Creditable Coverage Notice
Important Notice from Medica* on behalf of Your Plan Sponsor** about
Your Prescription Drug Coverage and Medicare (“Medicare Part D”)
You may disregard this notice if you are not eligible for Medicare Part D, or will not become
eligible within 12 months.
This notice pertains only to those members, and their covered dependents, who are eligible for Medicare Part D,
or who will be eligible within the next 12 months. In general, an individual who is entitled to Part A and/or enrolled
in Part B is eligible for Medicare Part D. In most instances, a person has Part A coverage if he or she has
attained age 65 and receives monthly Social Security benefits or is a qualified railroad retirement beneficiary.
Individuals under age 65 may also become entitled to Medicare Part A benefits if they receive at least 24 months
of social security or railroad retirement benefits based on disability.
Please read this notice carefully and keep it where you can find it. This notice has information about your
current prescription drug coverage with your Plan Sponsor and about your options under Medicare’s
prescription drug coverage. This information can help you decide whether or not you want to join a
Medicare drug plan. If you are considering joining, you should compare your current coverage, including
which drugs are covered at what cost, with the coverage and costs of the plans offering Medicare
prescription drug coverage in your area. Information about where you can get help to make decisions
about your prescription drug coverage is at the end of this notice.
There are two important things you need to know about your current coverage and Medicare’s
prescription drug coverage:
1. Medicare prescription drug coverage became available in 2006 to everyone with Medicare. You can
get this coverage if you join a Medicare Prescription Drug Plan or join a Medicare Advantage Plan (like
an HMO or PPO) that offers prescription drug coverage. All Medicare drug plans provide at least a
standard level of coverage set by Medicare. Some plans may also offer more coverage for a higher
monthly premium.
2. Medica, in conjunction with your Plan Sponsor, has determined that the prescription drug coverage
offered by your benefit plan is, on average for all plan participants, expected to pay out as much as
standard Medicare prescription drug coverage pays and is considered Creditable Coverage.
When Can You Join a Medicare Drug Plan?
You can join a Medicare prescription drug plan when you first become eligible for Medicare and each year from
October 15th through December 7th. However, if you lose creditable prescription drug coverage, through no fault of
your own, you will be eligible for a two (2) month Special Enrollment Period (SEP) to join a Medicare drug plan.
What Happens to Your Current Coverage if You Decide to Join a Medicare Drug Plan?
If you do decide to join a Medicare drug plan and drop your coverage with Medica, WHICH
INCLUDES BOTH YOUR MEDICAL AND PRESCRIPTION DRUG COVERAGE, be aware that you
may not be able to get this coverage back.
Please contact your Plan Sponsor for more information about what happens to your coverage if you enroll
in a Medicare prescription drug plan.
When Will You Pay a Higher Premium (Penalty) to Join a Medicare Drug Plan?
14

You should also know that if you drop or lose your current coverage with your Plan Sponsor and don’t join a
Medicare drug plan within 63 continuous days after your current coverage ends, you may pay a higher premium
(a penalty) to join a Medicare drug plan later.
If you go 63 continuous days or longer without creditable prescription drug coverage, your monthly premium may
go up by at least 1% of the Medicare base beneficiary premium per month for every month that you did not have
that coverage. For example, if you go nineteen months without creditable coverage, your premium may
consistently be at least 19% higher than the Medicare base beneficiary premium. You may have to pay this higher
premium (a penalty) as long as you have Medicare prescription drug coverage. In addition, you may have to wait
until the following October to join.
For more information about this notice or your current prescription drug coverage…
Contact our office for further information by calling the number listed on the back of your member ID card. If,
however, you have a question about your eligibility for Medicare Part D, you should call 1-800-MEDICARE.
NOTE: You’ll get this notice each year. You will also get it before the next period you can join a Medicare drug
plan, and if this coverage changes. You also may request a copy from Medica at any time.
For more information about your options under Medicare prescription drug coverage…
More detailed information about Medicare plans that offer prescription drug coverage is in the “Medicare & You”
handbook. You’ll get a copy of the handbook in the mail every year from Medicare. You may also be contacted
directly by Medicare drug plans. For more information about Medicare prescription drug coverage:
• Call 1-800-MEDICARE (1-800-633-4227). TTY users should call 1-877-486-2048,
• Call your State Health Insurance Assistance Program (see the inside back cover of your copy of the
Medicare & You handbook for their telephone number) for personalized help,
• Visit www.medicare.gov .
If you have limited income and resources, extra help paying for Medicare prescription drug coverage is available.
For information about this extra help, visit Social Security on the web at www.socialsecurity.gov, or call them at 1800-772-1213 (TTY 1-800-325-0778).
Remember: Keep this Creditable Coverage notice. If you decide to join one of the Medicare drug plans,
you may be required to provide a copy of this notice when you join to show whether or not you have
maintained creditable coverage and, therefore, whether or not you are required to pay a higher premium
(a penalty).

Date: September 1, 2018 forward
Name of Entity/Sender: Medica*
Contact--Position/Office: Customer Service
Address: Route CP 555, P.O. Box 9310, Minneapolis, MN 55440-310
Phone Number: 1-800-952-3455 or 952-945-8000 (Or refer to number on back of ID card)
* ©2018 Medica. Medica® is a registered service mark of Medica Health Plans. “Medica” refers to the family of health services companies
that includes Medica Health Plans, Medica Health Plans of Wisconsin, Medica Insurance Company, Medica Self-Insured, MMSI, Inc. d/b/a
Medica Health Plan Solutions, Medica Health Management, LLC and the Medica Foundation.
** Your Plan Sponsor is the entity that established your benefit plan, and is typically your employer (or former employer).
COM3302-10918
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Coverage Period: Beginning on or after 7/1/2022
Coverage for: Individual/Family | Plan Type: PPO

Yes. Preventive care or prenatal care
and postnatal care from in-network
providers or well child and prenatal care
from out-of-network providers.

$1,200 per person/ $2,400 per family
in-network. $3,500 per person/ $6,500
per family for out-of-network services.

Are there services
covered before you
meet your deductible?

What is the
out-of-pocket limit for
this plan?

The out-of-pocket limit is the most you could pay in a year for covered services. If you have other
family members in this plan, they have to meet their own out-of-pocket limits until the overall family
out-of-pocket limit has been met.

You don’t have to meet deductibles for specific services.

This plan covers some items and services even if you haven’t yet met the deductible amount. But a
copayment or coinsurance may apply. For example, this plan covers certain preventive services
without cost sharing and before you meet your deductible. See a list of covered preventive services at
https://www.healthcare.gov/coverage/preventive-care-benefits.

Generally, you must pay all of the costs from providers up to the deductible amount before this plan
begins to pay. If you have other family members on the plan, each family member must meet their own
individual deductible until the total amount of deductible expenses paid by all family members meets
the overall family deductible.

Do you need a referral to No. You don’t need a referral to see a
see a specialist?
specialist.

Yes. See www.medica.com/findcare or
952-945-8000 or 1-800-952-3455 or
Will you pay less if you call
711
(TTY users) for a list of Medica
use a network provider? Choice
with UnitedHealthcare network
providers.

You can see the specialist you choose without a referral.
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This plan uses a provider network. You will pay less if you use a provider in the plan’s network. You will
pay the most if you use an out-of-network provider, and you might receive a bill from a provider for the
difference between the provider’s charge and what your plan pays (balance billing). Be aware, your
network provider might use an out-of-network provider for some services (such as lab work). Check
with your provider before you get services.

What is not included in Premiums, balance-billing charges, and Even though you pay these expenses, they don’t count toward the out-of-pocket limit.
the out-of-pocket limit? health care this plan doesn’t cover.

Are there other
deductibles for specific No.
services?

$1,200 per person/ $2,400 per family
combined for in-network and
out-of-network services.

What is the overall
deductible?

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would share the
cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately. This is only a
summary. For more information about your coverage, or to get a copy of the complete terms of coverage, go to www.medica.com or call 952-945-8000
(Minneapolis/St. Paul Metro area) or 1-800-952-3455. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment,
deductible, provider, or other underlined terms, see the Glossary. You can view the Glossary at www.healthcare.gov/sbc-glossary or call 1-800-952-3455 to request a
copy.
Important Questions
Answers
Why This Matters:

MSI Medica Choice Passport ASO 1200-0%
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Coverage Period: Beginning on or after 7/1/2022
Coverage for: Individual/Family | Plan Type: PPO

More information about
prescription drug coverage
is available at
www.medica.com/drugcost1

If you need drugs
to treat your illness
or condition

If you have a test

If you visit a health care
provider’s office or clinic

Common Medical Event

0% coinsurance

Retail: 0%
coinsurance
Generic drugs
Mail order: 0%
coinsurance
Retail: 0%
Preferred brand
coinsurance
drugs
Mail order: 0%
coinsurance
Retail: 0%
Non-preferred brand coinsurance
drugs
Mail order: 0%
coinsurance
Preferred: 0%
coinsurance
Specialty drugs
Non-Preferred: 0%
coinsurance

Imaging (CT/PET
scans, MRIs)

Diagnostic test
(x-ray, blood work)

Preventive care/
screening/
immunization

(You will pay the most)

Not covered

20% coinsurance

20% coinsurance

20% coinsurance

20% coinsurance

Primary: 20%
coinsurance
Chiropractic: 20%
coinsurance
Retail Health: 20%
coinsurance
Virtual: 20%
coinsurance
20% coinsurance
Well child care: 0%
Deductible
No charge. Deductible coinsurance.
does
not
apply.
does not apply.
Other services: 0%
coinsurance.
Lab: 0% coinsurance
X-ray: 0%
20% coinsurance
coinsurance

(You will pay the least)

What You Will Pay
In-Network
Out-of-Network
Provider
Provider

Primary care: 0%
coinsurance
Chiropractic:
Primary care visit to coinsurance 0%
treat an injury or
Retail Health: 0%
illness
coinsurance
Virtual: 0%
coinsurance
Specialist visit
0% coinsurance

Services You May
Need
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Up to a 31-day supply per prescription received from a designated
specialty pharmacy.

Up to a 31-day supply/ retail or 93-day supply/ mail order
prescription. Mail order drugs not covered out-of-network. Insulin:
Your cost-share will not exceed $25 per retail prescription unit.
Some Over the Counter drugs can be obtained with a prescription
at the preventive level of coverage. The list of covered drugs
changes periodically. Notification of changes will be available 30
days prior to the change taking effect.

---none---

---none---

You may have to pay for services that aren’t preventive. Ask your
provider if the services needed are preventive. Then check what
your plan will pay for.

---none---

Limited to 15 visits per member, per year combined for in-network
and out-of-network acupuncture. Limited to 15 visits per member,
per year for out-of-network chiropractic care.

Limitations, Exceptions & Other Important Information

All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.
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If you are pregnant

If you need mental health,
behavioral health, or substance
abuse services

If you have a hospital stay

If you need immediate medical
attention

If you have outpatient surgery

Common Medical Event

0% coinsurance

0% coinsurance

0% coinsurance

0% coinsurance
20% coinsurance

20% coinsurance

20% coinsurance

20% coinsurance

0% coinsurance
0% coinsurance

0% coinsurance

0% coinsurance
0% coinsurance

20% coinsurance

0% coinsurance

0% coinsurance

20% coinsurance

(You will pay the most)

0% coinsurance

(You will pay the least)

What You Will Pay
In-Network
Out-of-Network
Provider
Provider

Prenatal care: 0%
Deductible
No charge. Deductible coinsurance.
Office visits
does
not
apply.
does not apply.
Postnatal care: 0%
coinsurance
Childbirth/delivery
No charge. Deductible 20% coinsurance
professional services does not apply.
Childbirth/delivery
0% coinsurance
20% coinsurance
facility services

Inpatient services

Outpatient services

Facility fee (e.g.,
ambulatory surgery
center)
Physician/surgeon
fees
Emergency room
care
Emergency medical
transportation
Urgent care
Facility fee (e.g.,
hospital room)
Physician/surgeon
fees

Services You May
Need

MSI Medica Choice Passport ASO 1200-0%
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Cost sharing does not apply to in-network preventive services.
Depending on the type of services, a copayment, coinsurance or
deductible may apply. Maternity care may include tests and
services described elsewhere in the SBC (i.e. certain
ultrasounds.)

Residential treatment is covered as part of inpatient services.

---none---

---none---

---none---

In-network deductible and out-of-pocket applies.

In-network deductible and out-of-pocket applies.

In-network deductible and out-of-pocket applies.

---none---

---none---

Limitations, Exceptions & Other Important Information

Coverage Period: Beginning on or after 7/1/2022
Coverage for: Individual/Family | Plan Type: PPO

If your child needs dental
or eye care

If you need help recovering or
have other special health needs

Common Medical Event

20% coinsurance
20% coinsurance
20% coinsurance

Habilitation services 0% coinsurance

Skilled nursing care 0% coinsurance
0% coinsurance

0% coinsurance
Not covered
charge. Deductible 0% coinsurance
Children’s eye exam No
does not apply.
Children’s glasses Not covered
Not covered
Children’s dental
Not covered
Not covered
check-up

Durable medical
equipment
Hospice services

20% coinsurance

0% coinsurance

Rehabilitation
services

20% coinsurance

(You will pay the most)

0% coinsurance

(You will pay the least)

What You Will Pay
In-Network
Out-of-Network
Provider
Provider

Home health care

Services You May
Need

MSI Medica Choice Passport ASO 1200-0%
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Dental check-ups are not covered by the plan.

Glasses are not covered by the plan.

---none---

---none---

---none---
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120 visits in-network and 60 visits out-of-network, per member per
year.
Physical and occupational therapy combined limited to 20 visits
out-of-network per member per year. Out-of-network speech
therapy is limited to 20 visits per member per year.
Physical and occupational therapy combined limited to 20 visits
out-of-network per member per year. Out-of-network speech
therapy is limited to 20 visits per member per year.
120 day limit combined in and out-of-network per member per
year.

Limitations, Exceptions & Other Important Information

Coverage Period: Beginning on or after 7/1/2022
Coverage for: Individual/Family | Plan Type: PPO

Coverage Period: Beginning on or after 7/1/2022
Coverage for: Individual/Family | Plan Type: PPO

Glasses
Hearing aids except for members 18 years of
age and younger for hearing loss that is not
correctable by other covered procedures;
coverage is limited to one hearing aid per ear
every three years.

Bariatric Surgery

Non-emergency care when traveling outside the
U.S.
Private-duty nursing

Routine eye care (Adult)
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Infertility treatment exceeding $5,000 medical/
$3,000 pharmacy per member per year
combined for in-network and out-of-network.
Long Term Care
Routine foot care except for specified conditions
Weight Loss programs

Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)

Acupuncture exceeding 15 visits per member
per year combined for in-network and
out-of-network.
Cosmetic Surgery
Dental Care (Adult)
Dental check-up

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of other excluded services.)

Excluded Services & Other Covered Services:

MSI Medica Choice Passport ASO 1200-0%
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Coverage Period: Beginning on or after 7/1/2022
Coverage for: Individual/Family | Plan Type: PPO

---------------------- To see examples of how this plan might cover costs for a sample medical situation, see the next section. ----------------------

Language Access Services:

If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.

Does this Plan Meet the Minimum Value Standard? Yes

Page 6 of 7

Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare, Medicaid, CHIP,
TRICARE, and certain other coverage. If you are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the premium tax credit.

Does this Plan Provide Minimum Essential Coverage? Yes

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 on how 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 your plan administrator or you may contact Medica at
1-800-952-3455. You may also contact the Department of Labor’s Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform.

Your Grievance and Appeals Rights:

There are agencies that can help if you want to continue your coverage after it ends. The contact information for those agencies is: Medica at 1-800-952-3455 or Department of
Labor’s Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform. Other coverage options may be available to you too,
including buying individual insurance coverage through the Health Insurance Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call
1-800-318-2596.

Your Rights to Continue Coverage:

MSI Medica Choice Passport ASO 1200-0%
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Coverage Period: Beginning on or after 7/1/2022
Coverage for: Individual/Family | Plan Type: PPO

$60
$1,260

$1,200
$0
$0

What isn’t covered
Limits or exclusions
The total Joe would pay is

Deductibles
Copayments
Coinsurance

Cost Sharing

In this example, Joe would pay:

$0
$1,200

$1,200
$0
$0

$1,200
0%
0%
0%

What isn’t covered
Limits or exclusions
The total Mia would pay is

Deductibles
Copayments
Coinsurance

Cost Sharing

In this example, Mia would pay:

Total Example Cost
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$0
$1,200

$1,200
$0
$0

$2,800

This EXAMPLE event includes services like:
Emergency room care (including medical supplies)
Diagnostic test (x-ray)
Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

The plan’s overall deductible:
Specialist coinsurance:
Hospital (facility) coinsurance:
Other coinsurance:

Mia’s Simple fracture
(in-network emergency room visit and follow up care)

This self-funded group health plan is sponsored by your employer and administered by Medica Self Insured (MSI).
The plan would be responsible for the other costs of these EXAMPLE covered services.

What isn’t covered
Limits or exclusions
The total Peg would pay is

Deductibles
Copayments
Coinsurance

Cost Sharing

In this example, Peg would pay:

Total Example Cost

Total Example Cost

$5,600

This EXAMPLE event includes services like:
Primary care physician office visits (including disease
education)
Diagnostic tests (blood work)
Prescription drugs
Durable medical equipment (glucose meter)

This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services
Diagnostic tests (ultrasounds and blood work)
Specialist visit (anesthesia)
$12,700

Managing Joe’s type 2 Diabetes
(a year of routine in-network care of a well-controlled
condition)
The plan’s overall deductible:
$1,200
Specialist coinsurance:
0%
Hospital (facility) coinsurance:
0%
Other coinsurance:
0%

Peg is Having a Baby
(9 months of in-network pre-natal care and a hospital
delivery)
The plan’s overall deductible:
$1,200
Specialist coinsurance:
0%
Hospital (facility) coinsurance:
0%
Other coinsurance:
0%

This is not a cost estimator. Treatments shown are just 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 providers charge, and many other factors. Focus on the cost sharing amounts (deductibles, copayments and
coinsurance) and excluded services under the plan. Use this 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.

About these Coverage Examples:

MSI Medica Choice Passport ASO 1200-0%
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Coverage Period: Beginning on or after 7/1/2022
Coverage for: Individual/Family | Plan Type: PPO

Yes. Preventive care or prenatal care
and postnatal care from in-network
providers or well child and prenatal care
from out-of-network providers.

$1,200 per person/ $2,400 per family
in-network. $3,500 per person/ $6,500
per family for out-of-network services.

Are there services
covered before you
meet your deductible?

What is the
out-of-pocket limit for
this plan?

The out-of-pocket limit is the most you could pay in a year for covered services. If you have other
family members in this plan, they have to meet their own out-of-pocket limits until the overall family
out-of-pocket limit has been met.

You don’t have to meet deductibles for specific services.

This plan covers some items and services even if you haven’t yet met the deductible amount. But a
copayment or coinsurance may apply. For example, this plan covers certain preventive services
without cost sharing and before you meet your deductible. See a list of covered preventive services at
https://www.healthcare.gov/coverage/preventive-care-benefits.

Generally, you must pay all of the costs from providers up to the deductible amount before this plan
begins to pay. If you have other family members on the plan, each family member must meet their own
individual deductible until the total amount of deductible expenses paid by all family members meets
the overall family deductible.

Yes. This plan requires referrals for
outside your care system.
Do you need a referral to specialists
Coordinate
care through your primary
see a specialist?
care clinic or care system for best
in-network benefits.

Yes. See www.medica.com/findcare or
Will you pay less if you call 952-945-8000 or 1-800-952-3455 or
use a network provider? 711 (TTY users) for a list of Medica
Elect network providers.

Page 1 of 7

(202204201536) (179650)

1-00122

This plan will pay some or all of the costs to see a specialist for covered services but only if you have a
referral before you see the specialist.

This plan uses a provider network. You will pay less if you use a provider in the plan’s network. You will
pay the most if you use an out-of-network provider, and you might receive a bill from a provider for the
difference between the provider’s charge and what your plan pays (balance billing). Be aware, your
network provider might use an out-of-network provider for some services (such as lab work). Check
with your provider before you get services.

What is not included in Premiums, balance-billing charges, and Even though you pay these expenses, they don’t count toward the out-of-pocket limit.
the out-of-pocket limit? health care this plan doesn’t cover.

Are there other
deductibles for specific No.
services?

$1,200 per person/ $2,400 per family
combined for in-network and
out-of-network services.

What is the overall
deductible?

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would share the
cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately. This is only a
summary. For more information about your coverage, or to get a copy of the complete terms of coverage, go to www.medica.com or call 952-945-8000
(Minneapolis/St. Paul Metro area) or 1-800-952-3455. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment,
deductible, provider, or other underlined terms, see the Glossary. You can view the Glossary at www.healthcare.gov/sbc-glossary or call 1-800-952-3455 to request a
copy.
Important Questions
Answers
Why This Matters:
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Coverage Period: Beginning on or after 7/1/2022
Coverage for: Individual/Family | Plan Type: PPO

More information about
prescription drug coverage
is available at
www.medica.com/drugcost1

If you need drugs
to treat your illness
or condition

If you have a test

If you visit a health care
provider’s office or clinic

Common Medical Event

0% coinsurance

Retail: 0%
coinsurance
Generic drugs
Mail order: 0%
coinsurance
Retail: 0%
Preferred brand
coinsurance
drugs
Mail order: 0%
coinsurance
Retail: 0%
Non-preferred brand coinsurance
drugs
Mail order: 0%
coinsurance
Preferred: 0%
coinsurance
Specialty drugs
Non-Preferred: 0%
coinsurance

Imaging (CT/PET
scans, MRIs)

Diagnostic test
(x-ray, blood work)

Preventive care/
screening/
immunization

(You will pay the most)

Not covered

20% coinsurance

20% coinsurance

20% coinsurance

20% coinsurance

Primary: 20%
coinsurance
Chiropractic: 20%
coinsurance
Retail Health: 20%
coinsurance
Virtual: 20%
coinsurance
20% coinsurance
Well child care: 0%
Deductible
No charge. Deductible coinsurance.
does
not
apply.
does not apply.
Other services: 0%
coinsurance.
Lab: 0% coinsurance
X-ray: 0%
20% coinsurance
coinsurance

(You will pay the least)

What You Will Pay
In-Network
Out-of-Network
Provider
Provider

Primary care: 0%
coinsurance
Chiropractic:
Primary care visit to coinsurance 0%
treat an injury or
Retail Health: 0%
illness
coinsurance
Virtual: 0%
coinsurance
Specialist visit
0% coinsurance

Services You May
Need
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Up to a 31-day supply per prescription received from a designated
specialty pharmacy.

Up to a 31-day supply/ retail or 93-day supply/ mail order
prescription. Mail order drugs not covered out-of-network. Insulin:
Your cost-share will not exceed $25 per retail prescription unit.
Some Over the Counter drugs can be obtained with a prescription
at the preventive level of coverage. The list of covered drugs
changes periodically. Notification of changes will be available 30
days prior to the change taking effect.

---none---

---none---

You may have to pay for services that aren’t preventive. Ask your
provider if the services needed are preventive. Then check what
your plan will pay for.

---none---

Limited to 15 visits per member, per year combined for in-network
and out-of-network acupuncture. Limited to 15 visits per member,
per year for out-of-network chiropractic care.

Limitations, Exceptions & Other Important Information

All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.
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If you are pregnant

If you need mental health,
behavioral health, or substance
abuse services

If you have a hospital stay

If you need immediate medical
attention

If you have outpatient surgery

Common Medical Event

0% coinsurance

0% coinsurance

0% coinsurance

0% coinsurance
20% coinsurance

20% coinsurance

20% coinsurance

20% coinsurance

0% coinsurance
0% coinsurance

0% coinsurance

0% coinsurance
0% coinsurance

20% coinsurance

0% coinsurance

0% coinsurance

20% coinsurance

(You will pay the most)

0% coinsurance

(You will pay the least)

What You Will Pay
In-Network
Out-of-Network
Provider
Provider

Prenatal care: 0%
Deductible
No charge. Deductible coinsurance.
Office visits
does
not
apply.
does not apply.
Postnatal care: 0%
coinsurance
Childbirth/delivery
No charge. Deductible 20% coinsurance
professional services does not apply.
Childbirth/delivery
0% coinsurance
20% coinsurance
facility services

Inpatient services

Outpatient services

Facility fee (e.g.,
ambulatory surgery
center)
Physician/surgeon
fees
Emergency room
care
Emergency medical
transportation
Urgent care
Facility fee (e.g.,
hospital room)
Physician/surgeon
fees

Services You May
Need

MSI Medica Elect ASO 1200-0%
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Cost sharing does not apply to in-network preventive services.
Depending on the type of services, a copayment, coinsurance or
deductible may apply. Maternity care may include tests and
services described elsewhere in the SBC (i.e. certain
ultrasounds.)

Residential treatment is covered as part of inpatient services.

---none---

---none---

---none---

In-network deductible and out-of-pocket applies.

In-network deductible and out-of-pocket applies.

In-network deductible and out-of-pocket applies.

---none---

---none---

Limitations, Exceptions & Other Important Information

Coverage Period: Beginning on or after 7/1/2022
Coverage for: Individual/Family | Plan Type: PPO

If your child needs dental
or eye care

If you need help recovering or
have other special health needs

Common Medical Event

20% coinsurance
20% coinsurance
20% coinsurance

Habilitation services 0% coinsurance

Skilled nursing care 0% coinsurance
0% coinsurance

0% coinsurance
Not covered
charge. Deductible 0% coinsurance
Children’s eye exam No
does not apply.
Children’s glasses Not covered
Not covered
Children’s dental
Not covered
Not covered
check-up

Durable medical
equipment
Hospice services

20% coinsurance

0% coinsurance

Rehabilitation
services

20% coinsurance

(You will pay the most)

0% coinsurance

(You will pay the least)

What You Will Pay
In-Network
Out-of-Network
Provider
Provider

Home health care

Services You May
Need
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Dental check-ups are not covered by the plan.

Glasses are not covered by the plan.

---none---

---none---

---none---

Page 4 of 7

120 visits in-network and 60 visits out-of-network, per member per
year.
Physical and occupational therapy combined limited to 20 visits
out-of-network per member per year. Out-of-network speech
therapy is limited to 20 visits per member per year.
Physical and occupational therapy combined limited to 20 visits
out-of-network per member per year. Out-of-network speech
therapy is limited to 20 visits per member per year.
120 day limit combined in and out-of-network per member per
year.

Limitations, Exceptions & Other Important Information

Coverage Period: Beginning on or after 7/1/2022
Coverage for: Individual/Family | Plan Type: PPO

Coverage Period: Beginning on or after 7/1/2022
Coverage for: Individual/Family | Plan Type: PPO

Glasses
Hearing aids except for members 18 years of
age and younger for hearing loss that is not
correctable by other covered procedures;
coverage is limited to one hearing aid per ear
every three years.

Bariatric Surgery

Non-emergency care when traveling outside the
U.S.
Private-duty nursing

Routine eye care (Adult)
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Infertility treatment exceeding $5,000 medical/
$3,000 pharmacy per member per year
combined for in-network and out-of-network.
Long Term Care
Routine foot care except for specified conditions
Weight Loss programs

Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)

Acupuncture exceeding 15 visits per member
per year combined for in-network and
out-of-network.
Cosmetic Surgery
Dental Care (Adult)
Dental check-up

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of other excluded services.)

Excluded Services & Other Covered Services:

MSI Medica Elect ASO 1200-0%
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Coverage Period: Beginning on or after 7/1/2022
Coverage for: Individual/Family | Plan Type: PPO

---------------------- To see examples of how this plan might cover costs for a sample medical situation, see the next section. ----------------------

Language Access Services:

If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.

Does this Plan Meet the Minimum Value Standard? Yes

Page 6 of 7

Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare, Medicaid, CHIP,
TRICARE, and certain other coverage. If you are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the premium tax credit.

Does this Plan Provide Minimum Essential Coverage? Yes

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 on how 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 your plan administrator or you may contact Medica at
1-800-952-3455. You may also contact the Department of Labor’s Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform.

Your Grievance and Appeals Rights:

There are agencies that can help if you want to continue your coverage after it ends. The contact information for those agencies is: Medica at 1-800-952-3455 or Department of
Labor’s Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform. Other coverage options may be available to you too,
including buying individual insurance coverage through the Health Insurance Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call
1-800-318-2596.

Your Rights to Continue Coverage:

MSI Medica Elect ASO 1200-0%
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Coverage Period: Beginning on or after 7/1/2022
Coverage for: Individual/Family | Plan Type: PPO

$60
$1,260

$1,200
$0
$0

What isn’t covered
Limits or exclusions
The total Joe would pay is

Deductibles
Copayments
Coinsurance

Cost Sharing

In this example, Joe would pay:

$0
$1,200

$1,200
$0
$0

$1,200
0%
0%
0%

What isn’t covered
Limits or exclusions
The total Mia would pay is

Deductibles
Copayments
Coinsurance

Cost Sharing

In this example, Mia would pay:

Total Example Cost
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$0
$1,200

$1,200
$0
$0

$2,800

This EXAMPLE event includes services like:
Emergency room care (including medical supplies)
Diagnostic test (x-ray)
Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

The plan’s overall deductible:
Specialist coinsurance:
Hospital (facility) coinsurance:
Other coinsurance:

Mia’s Simple fracture
(in-network emergency room visit and follow up care)

This self-funded group health plan is sponsored by your employer and administered by Medica Self Insured (MSI).
The plan would be responsible for the other costs of these EXAMPLE covered services.

What isn’t covered
Limits or exclusions
The total Peg would pay is

Deductibles
Copayments
Coinsurance

Cost Sharing

In this example, Peg would pay:

Total Example Cost

Total Example Cost

$5,600

This EXAMPLE event includes services like:
Primary care physician office visits (including disease
education)
Diagnostic tests (blood work)
Prescription drugs
Durable medical equipment (glucose meter)

This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services
Diagnostic tests (ultrasounds and blood work)
Specialist visit (anesthesia)
$12,700

Managing Joe’s type 2 Diabetes
(a year of routine in-network care of a well-controlled
condition)
The plan’s overall deductible:
$1,200
Specialist coinsurance:
0%
Hospital (facility) coinsurance:
0%
Other coinsurance:
0%

Peg is Having a Baby
(9 months of in-network pre-natal care and a hospital
delivery)
The plan’s overall deductible:
$1,200
Specialist coinsurance:
0%
Hospital (facility) coinsurance:
0%
Other coinsurance:
0%

This is not a cost estimator. Treatments shown are just 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 providers charge, and many other factors. Focus on the cost sharing amounts (deductibles, copayments and
coinsurance) and excluded services under the plan. Use this 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.

About these Coverage Examples:

MSI Medica Elect ASO 1200-0%

Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services
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Coverage Period: Beginning on or after 7/1/2022
Coverage for: Individual/Family | Plan Type: PPO

$1,200 per person/ $2,400 per family The out-of-pocket limit is the most you could pay in a year for covered services. If you have other family
in-network. $3,500 per person/ $6,500 members in this plan, they have to meet their own out-of-pocket limits until the overall family
per family for out-of-network services. out-of-pocket limit has been met.

What is the
out-of-pocket limit for
this plan?
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1-00122

This plan uses a provider network. You will pay less if you use a provider in the plan’s network. You will
pay the most if you use an out-of-network provider, and you might receive a bill from a provider for the
difference between the provider’s charge and what your plan pays (balance billing). Be aware, your
network provider might use an out-of-network provider for some services (such as lab work). Check with
your provider before you get services.

Even though you pay these expenses, they don’t count toward the out-of-pocket limit.

You don’t have to meet deductibles for specific services.

Do you need a referral to No. You don’t need a referral to see a You can see the specialist you choose without a referral.
see a specialist?
specialist.

Yes. See www.medica.com/findcare or
Will you pay less if you call 1-855-727-5178 or 711 (TTY
use a network provider? users) for a list of Park Nicollet
network providers.

balance-billing charges,
What is not included in Premiums,
and
health
care
this plan doesn’t
the out-of-pocket limit? cover.

Are there other
deductibles for specific No.
services?

This plan covers some items and services even if you haven’t yet met the deductible amount. But a
copayment or coinsurance may apply. For example, this plan covers certain preventive services without
cost sharing and before you meet your deductible. See a list of covered preventive services at
https://www.healthcare.gov/coverage/preventive-care-benefits.

Yes. Preventive care or prenatal care
and postnatal care from in-network
providers or well child and prenatal
care from out-of-network providers.

Are there services
covered before you meet
your deductible?

Generally, you must pay all of the costs from providers up to the deductible amount before this plan
begins to pay. If you have other family members on the plan, each family member must meet their own
individual deductible until the total amount of deductible expenses paid by all family members meets the
overall family deductible.

$1,200 per person/ $2,400 per family
combined for in-network and
out-of-network services.

What is the overall
deductible?

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would share the
cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately. This is only a
summary. For more information about your coverage, or to get a copy of the complete terms of coverage, go to www.medica.com or call 1-855-727-5178. For
general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined terms, see the
Glossary. You can view the Glossary at www.healthcare.gov/sbc-glossary or call 1-855-727-5178 to request a copy.
Important Questions
Answers
Why This Matters:

MSI Park Nicollet First with Medica ASO 1200-0%

Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services
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Coverage Period: Beginning on or after 7/1/2022
Coverage for: Individual/Family | Plan Type: PPO

More information about
prescription drug coverage
is available at
www.medica.com/drugcost1

If you need drugs
to treat your illness
or condition

If you have a test

If you visit a health care
provider’s office or clinic

Common Medical Event

0% coinsurance

Retail: 0%
coinsurance
Generic drugs
Mail order: 0%
coinsurance
Retail: 0%
Preferred brand
coinsurance
drugs
Mail order: 0%
coinsurance
Retail: 0%
Non-preferred brand coinsurance
drugs
Mail order: 0%
coinsurance
Preferred: 0%
coinsurance
Specialty drugs
Non-Preferred: 0%
coinsurance

Imaging (CT/PET
scans, MRIs)

Diagnostic test
(x-ray, blood work)

Preventive care/
screening/
immunization

(You will pay the most)

Not covered

20% coinsurance

20% coinsurance

20% coinsurance

20% coinsurance

Primary: 20%
coinsurance
Chiropractic: 20%
coinsurance
Retail Health: 20%
coinsurance
Virtual: 20%
coinsurance
20% coinsurance
Well child care: 0%
Deductible
No charge. Deductible coinsurance.
does
not
apply.
does not apply.
Other services: 0%
coinsurance.
Lab: 0% coinsurance
X-ray: 0%
20% coinsurance
coinsurance

(You will pay the least)

What You Will Pay
In-Network
Out-of-Network
Provider
Provider

Primary care: 0%
coinsurance
Chiropractic:
Primary care visit to coinsurance 0%
treat an injury or
Retail Health: 0%
illness
coinsurance
Virtual: 0%
coinsurance
Specialist visit
0% coinsurance

Services You May
Need
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Up to a 31-day supply per prescription received from a designated
specialty pharmacy.

Up to a 31-day supply/ retail or 93-day supply/ mail order
prescription. Mail order drugs not covered out-of-network. Insulin:
Your cost-share will not exceed $25 per retail prescription unit.
Some Over the Counter drugs can be obtained with a prescription
at the preventive level of coverage. The list of covered drugs
changes periodically. Notification of changes will be available 30
days prior to the change taking effect.

---none---

---none---

You may have to pay for services that aren’t preventive. Ask your
provider if the services needed are preventive. Then check what
your plan will pay for.

---none---

Limited to 15 visits per member, per year combined for in-network
and out-of-network acupuncture. Limited to 15 visits per member,
per year for out-of-network chiropractic care.

Limitations, Exceptions & Other Important Information

All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

MSI Park Nicollet First with Medica ASO 1200-0%
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If you are pregnant

If you need mental health,
behavioral health, or substance
abuse services

If you have a hospital stay

If you need immediate medical
attention

If you have outpatient surgery

Common Medical Event

0% coinsurance

0% coinsurance

0% coinsurance

0% coinsurance
20% coinsurance

20% coinsurance

20% coinsurance

20% coinsurance

0% coinsurance
0% coinsurance

0% coinsurance

0% coinsurance
0% coinsurance

20% coinsurance

0% coinsurance

0% coinsurance

20% coinsurance

(You will pay the most)

0% coinsurance

(You will pay the least)

What You Will Pay
In-Network
Out-of-Network
Provider
Provider

Prenatal care: 0%
Deductible
No charge. Deductible coinsurance.
Office visits
does
not
apply.
does not apply.
Postnatal care: 0%
coinsurance
Childbirth/delivery
No charge. Deductible 20% coinsurance
professional services does not apply.
Childbirth/delivery
0% coinsurance
20% coinsurance
facility services

Inpatient services

Outpatient services

Facility fee (e.g.,
ambulatory surgery
center)
Physician/surgeon
fees
Emergency room
care
Emergency medical
transportation
Urgent care
Facility fee (e.g.,
hospital room)
Physician/surgeon
fees

Services You May
Need

MSI Park Nicollet First with Medica ASO 1200-0%
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Cost sharing does not apply to in-network preventive services.
Depending on the type of services, a copayment, coinsurance or
deductible may apply. Maternity care may include tests and
services described elsewhere in the SBC (i.e. certain
ultrasounds.)

Residential treatment is covered as part of inpatient services.

---none---

---none---

---none---

In-network deductible and out-of-pocket applies.

In-network deductible and out-of-pocket applies.

In-network deductible and out-of-pocket applies.

---none---

---none---

Limitations, Exceptions & Other Important Information

Coverage Period: Beginning on or after 7/1/2022
Coverage for: Individual/Family | Plan Type: PPO

If your child needs dental
or eye care

If you need help recovering or
have other special health needs

Common Medical Event

20% coinsurance
20% coinsurance
20% coinsurance

Habilitation services 0% coinsurance

Skilled nursing care 0% coinsurance
0% coinsurance

0% coinsurance
Not covered
charge. Deductible 0% coinsurance
Children’s eye exam No
does not apply.
Children’s glasses Not covered
Not covered
Children’s dental
Not covered
Not covered
check-up

Durable medical
equipment
Hospice services

20% coinsurance

0% coinsurance

Rehabilitation
services

20% coinsurance

(You will pay the most)

0% coinsurance

(You will pay the least)

What You Will Pay
In-Network
Out-of-Network
Provider
Provider

Home health care

Services You May
Need

MSI Park Nicollet First with Medica ASO 1200-0%
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Dental check-ups are not covered by the plan.

Glasses are not covered by the plan.

---none---

---none---

---none---
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120 visits in-network and 60 visits out-of-network, per member per
year.
Physical and occupational therapy combined limited to 20 visits
out-of-network per member per year. Out-of-network speech
therapy is limited to 20 visits per member per year.
Physical and occupational therapy combined limited to 20 visits
out-of-network per member per year. Out-of-network speech
therapy is limited to 20 visits per member per year.
120 day limit combined in and out-of-network per member per
year.

Limitations, Exceptions & Other Important Information

Coverage Period: Beginning on or after 7/1/2022
Coverage for: Individual/Family | Plan Type: PPO

Coverage Period: Beginning on or after 7/1/2022
Coverage for: Individual/Family | Plan Type: PPO

Glasses
Hearing aids except for members 18 years of
age and younger for hearing loss that is not
correctable by other covered procedures;
coverage is limited to one hearing aid per ear
every three years.

Bariatric Surgery

Non-emergency care when traveling outside the
U.S.
Private-duty nursing

Routine eye care (Adult)
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Infertility treatment exceeding $5,000 medical/
$3,000 pharmacy per member per year
combined for in-network and out-of-network.
Long Term Care
Routine foot care except for specified conditions
Weight Loss programs

Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)

Acupuncture exceeding 15 visits per member
per year combined for in-network and
out-of-network.
Cosmetic Surgery
Dental Care (Adult)
Dental check-up

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of other excluded services.)

Excluded Services & Other Covered Services:

MSI Park Nicollet First with Medica ASO 1200-0%
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Coverage Period: Beginning on or after 7/1/2022
Coverage for: Individual/Family | Plan Type: PPO

---------------------- To see examples of how this plan might cover costs for a sample medical situation, see the next section. ----------------------

Language Access Services:

If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.

Does this Plan Meet the Minimum Value Standard? Yes

Page 6 of 7

Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare, Medicaid, CHIP,
TRICARE, and certain other coverage. If you are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the premium tax credit.

Does this Plan Provide Minimum Essential Coverage? Yes

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 on how 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 your plan administrator or you may contact Medica at
1-855-727-5178. You may also contact the Department of Labor’s Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform.

Your Grievance and Appeals Rights:

There are agencies that can help if you want to continue your coverage after it ends. The contact information for those agencies is: Medica at 1-855-727-5178 or Department of
Labor’s Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform. Other coverage options may be available to you too,
including buying individual insurance coverage through the Health Insurance Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call
1-800-318-2596.

Your Rights to Continue Coverage:

MSI Park Nicollet First with Medica ASO 1200-0%
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Coverage Period: Beginning on or after 7/1/2022
Coverage for: Individual/Family | Plan Type: PPO

$60
$1,260

$1,200
$0
$0

What isn’t covered
Limits or exclusions
The total Joe would pay is

Deductibles
Copayments
Coinsurance

Cost Sharing

In this example, Joe would pay:

$0
$1,200

$1,200
$0
$0

$1,200
0%
0%
0%

What isn’t covered
Limits or exclusions
The total Mia would pay is

Deductibles
Copayments
Coinsurance

Cost Sharing

In this example, Mia would pay:

Total Example Cost
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$0
$1,200

$1,200
$0
$0

$2,800

This EXAMPLE event includes services like:
Emergency room care (including medical supplies)
Diagnostic test (x-ray)
Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

The plan’s overall deductible:
Specialist coinsurance:
Hospital (facility) coinsurance:
Other coinsurance:

Mia’s Simple fracture
(in-network emergency room visit and follow up care)

This self-funded group health plan is sponsored by your employer and administered by Medica Self Insured (MSI).
The plan would be responsible for the other costs of these EXAMPLE covered services.

What isn’t covered
Limits or exclusions
The total Peg would pay is

Deductibles
Copayments
Coinsurance

Cost Sharing

In this example, Peg would pay:

Total Example Cost

Total Example Cost

$5,600

This EXAMPLE event includes services like:
Primary care physician office visits (including disease
education)
Diagnostic tests (blood work)
Prescription drugs
Durable medical equipment (glucose meter)

This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services
Diagnostic tests (ultrasounds and blood work)
Specialist visit (anesthesia)
$12,700

Managing Joe’s type 2 Diabetes
(a year of routine in-network care of a well-controlled
condition)
The plan’s overall deductible:
$1,200
Specialist coinsurance:
0%
Hospital (facility) coinsurance:
0%
Other coinsurance:
0%

Peg is Having a Baby
(9 months of in-network pre-natal care and a hospital
delivery)
The plan’s overall deductible:
$1,200
Specialist coinsurance:
0%
Hospital (facility) coinsurance:
0%
Other coinsurance:
0%

This is not a cost estimator. Treatments shown are just 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 providers charge, and many other factors. Focus on the cost sharing amounts (deductibles, copayments and
coinsurance) and excluded services under the plan. Use this 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.

About these Coverage Examples:

MSI Park Nicollet First with Medica ASO 1200-0%

Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services
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Coverage Period: Beginning on or after 7/1/2022
Coverage for: Individual/Family | Plan Type: PPO

$1,200 per person/ $2,400 per family The out-of-pocket limit is the most you could pay in a year for covered services. If you have other family
in-network. $3,500 per person/ $6,500 members in this plan, they have to meet their own out-of-pocket limits until the overall family
per family for out-of-network services. out-of-pocket limit has been met.

What is the
out-of-pocket limit for
this plan?
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1-00122

This plan uses a provider network. You will pay less if you use a provider in the plan’s network. You will
pay the most if you use an out-of-network provider, and you might receive a bill from a provider for the
difference between the provider’s charge and what your plan pays (balance billing). Be aware, your
network provider might use an out-of-network provider for some services (such as lab work). Check with
your provider before you get services.

Even though you pay these expenses, they don’t count toward the out-of-pocket limit.

You don’t have to meet deductibles for specific services.

Do you need a referral to No. You don’t need a referral to see a You can see the specialist you choose without a referral.
see a specialist?
specialist.

Yes. See www.medica.com/findcare or
Will you pay less if you call 1-866-882-8493 or 711 (TTY
use a network provider? users) for a list of VantagePlus with
Medica network providers.

balance-billing charges,
What is not included in Premiums,
and
health
care
this plan doesn’t
the out-of-pocket limit? cover.

Are there other
deductibles for specific No.
services?

This plan covers some items and services even if you haven’t yet met the deductible amount. But a
copayment or coinsurance may apply. For example, this plan covers certain preventive services without
cost sharing and before you meet your deductible. See a list of covered preventive services at
https://www.healthcare.gov/coverage/preventive-care-benefits.

Yes. Preventive care or prenatal care
and postnatal care from in-network
providers or well child and prenatal
care from out-of-network providers.

Are there services
covered before you meet
your deductible?

Generally, you must pay all of the costs from providers up to the deductible amount before this plan
begins to pay. If you have other family members on the plan, each family member must meet their own
individual deductible until the total amount of deductible expenses paid by all family members meets the
overall family deductible.

$1,200 per person/ $2,400 per family
combined for in-network and
out-of-network services.

What is the overall
deductible?

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would share the
cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately. This is only a
summary. For more information about your coverage, or to get a copy of the complete terms of coverage, go to www.medica.com or call 1-866-882-8493. For
general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined terms, see the
Glossary. You can view the Glossary at www.healthcare.gov/sbc-glossary or call 1-866-882-8493 to request a copy.
Important Questions
Answers
Why This Matters:

MSI VantagePlus with Medica ASO 1200-0%
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Coverage Period: Beginning on or after 7/1/2022
Coverage for: Individual/Family | Plan Type: PPO

More information about
prescription drug coverage
is available at
www.medica.com/drugcost1

If you need drugs
to treat your illness
or condition

If you have a test

If you visit a health care
provider’s office or clinic

Common Medical Event

0% coinsurance

Retail: 0%
coinsurance
Generic drugs
Mail order: 0%
coinsurance
Retail: 0%
Preferred brand
coinsurance
drugs
Mail order: 0%
coinsurance
Retail: 0%
Non-preferred brand coinsurance
drugs
Mail order: 0%
coinsurance
Preferred: 0%
coinsurance
Specialty drugs
Non-Preferred: 0%
coinsurance

Imaging (CT/PET
scans, MRIs)

Diagnostic test
(x-ray, blood work)

Preventive care/
screening/
immunization

(You will pay the most)

Not covered

20% coinsurance

20% coinsurance

20% coinsurance

20% coinsurance

Primary: 20%
coinsurance
Chiropractic: 20%
coinsurance
Retail Health: 20%
coinsurance
Virtual: 20%
coinsurance
20% coinsurance
Well child care: 0%
Deductible
No charge. Deductible coinsurance.
does
not
apply.
does not apply.
Other services: 0%
coinsurance.
Lab: 0% coinsurance
X-ray: 0%
20% coinsurance
coinsurance

(You will pay the least)

What You Will Pay
In-Network
Out-of-Network
Provider
Provider

Primary care: 0%
coinsurance
Chiropractic:
Primary care visit to coinsurance 0%
treat an injury or
Retail Health: 0%
illness
coinsurance
Virtual: 0%
coinsurance
Specialist visit
0% coinsurance

Services You May
Need
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Up to a 31-day supply per prescription received from a designated
specialty pharmacy.

Up to a 31-day supply/ retail or 93-day supply/ mail order
prescription. Mail order drugs not covered out-of-network. Insulin:
Your cost-share will not exceed $25 per retail prescription unit.
Some Over the Counter drugs can be obtained with a prescription
at the preventive level of coverage. The list of covered drugs
changes periodically. Notification of changes will be available 30
days prior to the change taking effect.

---none---

---none---

You may have to pay for services that aren’t preventive. Ask your
provider if the services needed are preventive. Then check what
your plan will pay for.

---none---

Limited to 15 visits per member, per year combined for in-network
and out-of-network acupuncture. Limited to 15 visits per member,
per year for out-of-network chiropractic care.

Limitations, Exceptions & Other Important Information

All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

MSI VantagePlus with Medica ASO 1200-0%
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If you are pregnant

If you need mental health,
behavioral health, or substance
abuse services

If you have a hospital stay

If you need immediate medical
attention

If you have outpatient surgery

Common Medical Event

0% coinsurance

0% coinsurance

0% coinsurance

0% coinsurance
20% coinsurance

20% coinsurance

20% coinsurance

20% coinsurance

0% coinsurance
0% coinsurance

0% coinsurance

0% coinsurance
0% coinsurance

20% coinsurance

0% coinsurance

0% coinsurance

20% coinsurance

(You will pay the most)

0% coinsurance

(You will pay the least)

What You Will Pay
In-Network
Out-of-Network
Provider
Provider

Prenatal care: 0%
Deductible
No charge. Deductible coinsurance.
Office visits
does
not
apply.
does not apply.
Postnatal care: 0%
coinsurance
Childbirth/delivery
No charge. Deductible 20% coinsurance
professional services does not apply.
Childbirth/delivery
0% coinsurance
20% coinsurance
facility services

Inpatient services

Outpatient services

Facility fee (e.g.,
ambulatory surgery
center)
Physician/surgeon
fees
Emergency room
care
Emergency medical
transportation
Urgent care
Facility fee (e.g.,
hospital room)
Physician/surgeon
fees

Services You May
Need

MSI VantagePlus with Medica ASO 1200-0%
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Cost sharing does not apply to in-network preventive services.
Depending on the type of services, a copayment, coinsurance or
deductible may apply. Maternity care may include tests and
services described elsewhere in the SBC (i.e. certain
ultrasounds.)

Residential treatment is covered as part of inpatient services.

---none---

---none---

---none---

In-network deductible and out-of-pocket applies.

In-network deductible and out-of-pocket applies.

In-network deductible and out-of-pocket applies.

---none---

---none---

Limitations, Exceptions & Other Important Information

Coverage Period: Beginning on or after 7/1/2022
Coverage for: Individual/Family | Plan Type: PPO

If your child needs dental
or eye care

If you need help recovering or
have other special health needs

Common Medical Event

20% coinsurance
20% coinsurance
20% coinsurance

Habilitation services 0% coinsurance

Skilled nursing care 0% coinsurance
0% coinsurance

0% coinsurance
Not covered
charge. Deductible 0% coinsurance
Children’s eye exam No
does not apply.
Children’s glasses Not covered
Not covered
Children’s dental
Not covered
Not covered
check-up

Durable medical
equipment
Hospice services

20% coinsurance

0% coinsurance

Rehabilitation
services

20% coinsurance

(You will pay the most)

0% coinsurance

(You will pay the least)

What You Will Pay
In-Network
Out-of-Network
Provider
Provider

Home health care

Services You May
Need

MSI VantagePlus with Medica ASO 1200-0%
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Dental check-ups are not covered by the plan.

Glasses are not covered by the plan.

---none---

---none---

---none---
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120 visits in-network and 60 visits out-of-network, per member per
year.
Physical and occupational therapy combined limited to 20 visits
out-of-network per member per year. Out-of-network speech
therapy is limited to 20 visits per member per year.
Physical and occupational therapy combined limited to 20 visits
out-of-network per member per year. Out-of-network speech
therapy is limited to 20 visits per member per year.
120 day limit combined in and out-of-network per member per
year.

Limitations, Exceptions & Other Important Information

Coverage Period: Beginning on or after 7/1/2022
Coverage for: Individual/Family | Plan Type: PPO

Coverage Period: Beginning on or after 7/1/2022
Coverage for: Individual/Family | Plan Type: PPO

Glasses
Hearing aids except for members 18 years of
age and younger for hearing loss that is not
correctable by other covered procedures;
coverage is limited to one hearing aid per ear
every three years.

Bariatric Surgery

Non-emergency care when traveling outside the
U.S.
Private-duty nursing

Routine eye care (Adult)
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Infertility treatment exceeding $5,000 medical/
$3,000 pharmacy per member per year
combined for in-network and out-of-network.
Long Term Care
Routine foot care except for specified conditions
Weight Loss programs

Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)

Acupuncture exceeding 15 visits per member
per year combined for in-network and
out-of-network.
Cosmetic Surgery
Dental Care (Adult)
Dental check-up

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of other excluded services.)

Excluded Services & Other Covered Services:

MSI VantagePlus with Medica ASO 1200-0%

Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services
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Coverage Period: Beginning on or after 7/1/2022
Coverage for: Individual/Family | Plan Type: PPO

---------------------- To see examples of how this plan might cover costs for a sample medical situation, see the next section. ----------------------

Language Access Services:

If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.

Does this Plan Meet the Minimum Value Standard? Yes

Page 6 of 7

Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare, Medicaid, CHIP,
TRICARE, and certain other coverage. If you are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the premium tax credit.

Does this Plan Provide Minimum Essential Coverage? Yes

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 on how 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 your plan administrator or you may contact Medica at
1-866-882-8493. You may also contact the Department of Labor’s Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform.

Your Grievance and Appeals Rights:

There are agencies that can help if you want to continue your coverage after it ends. The contact information for those agencies is: Medica at 1-866-882-8493 or Department of
Labor’s Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform. Other coverage options may be available to you too,
including buying individual insurance coverage through the Health Insurance Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call
1-800-318-2596.

Your Rights to Continue Coverage:

MSI VantagePlus with Medica ASO 1200-0%

Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services
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Coverage Period: Beginning on or after 7/1/2022
Coverage for: Individual/Family | Plan Type: PPO

$60
$1,260

$1,200
$0
$0

What isn’t covered
Limits or exclusions
The total Joe would pay is

Deductibles
Copayments
Coinsurance

Cost Sharing

In this example, Joe would pay:

$0
$1,200

$1,200
$0
$0

$1,200
0%
0%
0%

What isn’t covered
Limits or exclusions
The total Mia would pay is

Deductibles
Copayments
Coinsurance

Cost Sharing

In this example, Mia would pay:

Total Example Cost

Page 7 of 7

$0
$1,200

$1,200
$0
$0

$2,800

This EXAMPLE event includes services like:
Emergency room care (including medical supplies)
Diagnostic test (x-ray)
Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

The plan’s overall deductible:
Specialist coinsurance:
Hospital (facility) coinsurance:
Other coinsurance:

Mia’s Simple fracture
(in-network emergency room visit and follow up care)

This self-funded group health plan is sponsored by your employer and administered by Medica Self Insured (MSI).
The plan would be responsible for the other costs of these EXAMPLE covered services.

What isn’t covered
Limits or exclusions
The total Peg would pay is

Deductibles
Copayments
Coinsurance

Cost Sharing

In this example, Peg would pay:

Total Example Cost

Total Example Cost

$5,600

This EXAMPLE event includes services like:
Primary care physician office visits (including disease
education)
Diagnostic tests (blood work)
Prescription drugs
Durable medical equipment (glucose meter)

This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services
Diagnostic tests (ultrasounds and blood work)
Specialist visit (anesthesia)
$12,700

Managing Joe’s type 2 Diabetes
(a year of routine in-network care of a well-controlled
condition)
The plan’s overall deductible:
$1,200
Specialist coinsurance:
0%
Hospital (facility) coinsurance:
0%
Other coinsurance:
0%

Peg is Having a Baby
(9 months of in-network pre-natal care and a hospital
delivery)
The plan’s overall deductible:
$1,200
Specialist coinsurance:
0%
Hospital (facility) coinsurance:
0%
Other coinsurance:
0%

This is not a cost estimator. Treatments shown are just 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 providers charge, and many other factors. Focus on the cost sharing amounts (deductibles, copayments and
coinsurance) and excluded services under the plan. Use this 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.

About these Coverage Examples:

MSI VantagePlus with Medica ASO 1200-0%

Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services
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Coverage Period: Beginning on or after 7/1/2022
Coverage for: Individual/Family | Plan Type: PPO

$1,200 per person/ $2,400 per family The out-of-pocket limit is the most you could pay in a year for covered services. If you have other family
in-network. $3,500 per person/ $6,500 members in this plan, they have to meet their own out-of-pocket limits until the overall family
per family for out-of-network services. out-of-pocket limit has been met.

What is the
out-of-pocket limit for
this plan?

Page 1 of 7
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1-00122

This plan uses a provider network. You will pay less if you use a provider in the plan’s network. You will
pay the most if you use an out-of-network provider, and you might receive a bill from a provider for the
difference between the provider’s charge and what your plan pays (balance billing). Be aware, your
network provider might use an out-of-network provider for some services (such as lab work). Check with
your provider before you get services.

Even though you pay these expenses, they don’t count toward the out-of-pocket limit.

You don’t have to meet deductibles for specific services.

Do you need a referral to No. You don’t need a referral to see a You can see the specialist you choose without a referral.
see a specialist?
specialist.

Yes. See www.medica.com/findcare or
Will you pay less if you call 1-888-592-8202 or 711 (TTY
use a network provider? users) for a list of Ridgeview network
providers.

balance-billing charges,
What is not included in Premiums,
and
health
care
this plan doesn’t
the out-of-pocket limit? cover.

Are there other
deductibles for specific No.
services?

This plan covers some items and services even if you haven’t yet met the deductible amount. But a
copayment or coinsurance may apply. For example, this plan covers certain preventive services without
cost sharing and before you meet your deductible. See a list of covered preventive services at
https://www.healthcare.gov/coverage/preventive-care-benefits.

Yes. Preventive care or prenatal care
and postnatal care from in-network
providers or well child and prenatal
care from out-of-network providers.

Are there services
covered before you meet
your deductible?

Generally, you must pay all of the costs from providers up to the deductible amount before this plan
begins to pay. If you have other family members on the plan, each family member must meet their own
individual deductible until the total amount of deductible expenses paid by all family members meets the
overall family deductible.

$1,200 per person/ $2,400 per family
combined for in-network and
out-of-network services.

What is the overall
deductible?

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would share the
cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately. This is only a
summary. For more information about your coverage, or to get a copy of the complete terms of coverage, go to www.medica.com or call 1-888-592-8202. For
general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined terms, see the
Glossary. You can view the Glossary at www.healthcare.gov/sbc-glossary or call 1-888-592-8202 to request a copy.
Important Questions
Answers
Why This Matters:

MSI Ridgeview Community Network ASO 1200-0%
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Coverage Period: Beginning on or after 7/1/2022
Coverage for: Individual/Family | Plan Type: PPO

More information about
prescription drug coverage
is available at
www.medica.com/drugcost1

If you need drugs
to treat your illness
or condition

If you have a test

If you visit a health care
provider’s office or clinic

Common Medical Event

0% coinsurance

Retail: 0%
coinsurance
Generic drugs
Mail order: 0%
coinsurance
Retail: 0%
Preferred brand
coinsurance
drugs
Mail order: 0%
coinsurance
Retail: 0%
Non-preferred brand coinsurance
drugs
Mail order: 0%
coinsurance
Preferred: 0%
coinsurance
Specialty drugs
Non-Preferred: 0%
coinsurance

Imaging (CT/PET
scans, MRIs)

Diagnostic test
(x-ray, blood work)

Preventive care/
screening/
immunization

(You will pay the most)

Not covered

20% coinsurance

20% coinsurance

20% coinsurance

20% coinsurance

Primary: 20%
coinsurance
Chiropractic: 20%
coinsurance
Retail Health: 20%
coinsurance
Virtual: 20%
coinsurance
20% coinsurance
Well child care: 0%
Deductible
No charge. Deductible coinsurance.
does
not
apply.
does not apply.
Other services: 0%
coinsurance.
Lab: 0% coinsurance
X-ray: 0%
20% coinsurance
coinsurance

(You will pay the least)

What You Will Pay
In-Network
Out-of-Network
Provider
Provider

Primary care: 0%
coinsurance
Chiropractic:
Primary care visit to coinsurance 0%
treat an injury or
Retail Health: 0%
illness
coinsurance
Virtual: 0%
coinsurance
Specialist visit
0% coinsurance

Services You May
Need
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Up to a 31-day supply per prescription received from a designated
specialty pharmacy.

Up to a 31-day supply/ retail or 93-day supply/ mail order
prescription. Mail order drugs not covered out-of-network. Insulin:
Your cost-share will not exceed $25 per retail prescription unit.
Some Over the Counter drugs can be obtained with a prescription
at the preventive level of coverage. The list of covered drugs
changes periodically. Notification of changes will be available 30
days prior to the change taking effect.

---none---

---none---

You may have to pay for services that aren’t preventive. Ask your
provider if the services needed are preventive. Then check what
your plan will pay for.

---none---

Limited to 15 visits per member, per year combined for in-network
and out-of-network acupuncture. Limited to 15 visits per member,
per year for out-of-network chiropractic care.

Limitations, Exceptions & Other Important Information

All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

MSI Ridgeview Community Network ASO 1200-0%
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If you are pregnant

If you need mental health,
behavioral health, or substance
abuse services

If you have a hospital stay

If you need immediate medical
attention

If you have outpatient surgery

Common Medical Event

0% coinsurance

0% coinsurance

0% coinsurance

0% coinsurance
20% coinsurance

20% coinsurance

20% coinsurance

20% coinsurance

0% coinsurance
0% coinsurance

0% coinsurance

0% coinsurance
0% coinsurance

20% coinsurance

0% coinsurance

0% coinsurance

20% coinsurance

(You will pay the most)

0% coinsurance

(You will pay the least)

What You Will Pay
In-Network
Out-of-Network
Provider
Provider

Prenatal care: 0%
Deductible
No charge. Deductible coinsurance.
Office visits
does
not
apply.
does not apply.
Postnatal care: 0%
coinsurance
Childbirth/delivery
No charge. Deductible 20% coinsurance
professional services does not apply.
Childbirth/delivery
0% coinsurance
20% coinsurance
facility services

Inpatient services

Outpatient services

Facility fee (e.g.,
ambulatory surgery
center)
Physician/surgeon
fees
Emergency room
care
Emergency medical
transportation
Urgent care
Facility fee (e.g.,
hospital room)
Physician/surgeon
fees

Services You May
Need

MSI Ridgeview Community Network ASO 1200-0%
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Cost sharing does not apply to in-network preventive services.
Depending on the type of services, a copayment, coinsurance or
deductible may apply. Maternity care may include tests and
services described elsewhere in the SBC (i.e. certain
ultrasounds.)

Residential treatment is covered as part of inpatient services.

---none---

---none---

---none---

In-network deductible and out-of-pocket applies.

In-network deductible and out-of-pocket applies.

In-network deductible and out-of-pocket applies.

---none---

---none---

Limitations, Exceptions & Other Important Information

Coverage Period: Beginning on or after 7/1/2022
Coverage for: Individual/Family | Plan Type: PPO

If your child needs dental
or eye care

If you need help recovering or
have other special health needs

Common Medical Event

20% coinsurance
20% coinsurance
20% coinsurance

Habilitation services 0% coinsurance

Skilled nursing care 0% coinsurance
0% coinsurance

0% coinsurance
Not covered
charge. Deductible 0% coinsurance
Children’s eye exam No
does not apply.
Children’s glasses Not covered
Not covered
Children’s dental
Not covered
Not covered
check-up

Durable medical
equipment
Hospice services

20% coinsurance

0% coinsurance

Rehabilitation
services

20% coinsurance

(You will pay the most)

0% coinsurance

(You will pay the least)

What You Will Pay
In-Network
Out-of-Network
Provider
Provider

Home health care

Services You May
Need

MSI Ridgeview Community Network ASO 1200-0%
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Dental check-ups are not covered by the plan.

Glasses are not covered by the plan.

---none---

---none---

---none---

Page 4 of 7

120 visits in-network and 60 visits out-of-network, per member per
year.
Physical and occupational therapy combined limited to 20 visits
out-of-network per member per year. Out-of-network speech
therapy is limited to 20 visits per member per year.
Physical and occupational therapy combined limited to 20 visits
out-of-network per member per year. Out-of-network speech
therapy is limited to 20 visits per member per year.
120 day limit combined in and out-of-network per member per
year.

Limitations, Exceptions & Other Important Information

Coverage Period: Beginning on or after 7/1/2022
Coverage for: Individual/Family | Plan Type: PPO

Coverage Period: Beginning on or after 7/1/2022
Coverage for: Individual/Family | Plan Type: PPO

Glasses
Hearing aids except for members 18 years of
age and younger for hearing loss that is not
correctable by other covered procedures;
coverage is limited to one hearing aid per ear
every three years.

Bariatric Surgery

Non-emergency care when traveling outside the
U.S.
Private-duty nursing

Routine eye care (Adult)
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Infertility treatment exceeding $5,000 medical/
$3,000 pharmacy per member per year
combined for in-network and out-of-network.
Long Term Care
Routine foot care except for specified conditions
Weight Loss programs

Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)

Acupuncture exceeding 15 visits per member
per year combined for in-network and
out-of-network.
Cosmetic Surgery
Dental Care (Adult)
Dental check-up

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of other excluded services.)

Excluded Services & Other Covered Services:

MSI Ridgeview Community Network ASO 1200-0%
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Coverage Period: Beginning on or after 7/1/2022
Coverage for: Individual/Family | Plan Type: PPO

---------------------- To see examples of how this plan might cover costs for a sample medical situation, see the next section. ----------------------

Language Access Services:

If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.

Does this Plan Meet the Minimum Value Standard? Yes

Page 6 of 7

Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare, Medicaid, CHIP,
TRICARE, and certain other coverage. If you are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the premium tax credit.

Does this Plan Provide Minimum Essential Coverage? Yes

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 on how 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 your plan administrator or you may contact Medica at
1-888-592-8202. You may also contact the Department of Labor’s Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform.

Your Grievance and Appeals Rights:

There are agencies that can help if you want to continue your coverage after it ends. The contact information for those agencies is: Medica at 1-888-592-8202 or Department of
Labor’s Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform. Other coverage options may be available to you too,
including buying individual insurance coverage through the Health Insurance Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call
1-800-318-2596.

Your Rights to Continue Coverage:

MSI Ridgeview Community Network ASO 1200-0%
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Coverage Period: Beginning on or after 7/1/2022
Coverage for: Individual/Family | Plan Type: PPO

$60
$1,260

$1,200
$0
$0

What isn’t covered
Limits or exclusions
The total Joe would pay is

Deductibles
Copayments
Coinsurance

Cost Sharing

In this example, Joe would pay:

$0
$1,200

$1,200
$0
$0

$1,200
0%
0%
0%

What isn’t covered
Limits or exclusions
The total Mia would pay is

Deductibles
Copayments
Coinsurance

Cost Sharing

In this example, Mia would pay:

Total Example Cost
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$0
$1,200

$1,200
$0
$0

$2,800

This EXAMPLE event includes services like:
Emergency room care (including medical supplies)
Diagnostic test (x-ray)
Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

The plan’s overall deductible:
Specialist coinsurance:
Hospital (facility) coinsurance:
Other coinsurance:

Mia’s Simple fracture
(in-network emergency room visit and follow up care)

This self-funded group health plan is sponsored by your employer and administered by Medica Self Insured (MSI).
The plan would be responsible for the other costs of these EXAMPLE covered services.

What isn’t covered
Limits or exclusions
The total Peg would pay is

Deductibles
Copayments
Coinsurance

Cost Sharing

In this example, Peg would pay:

Total Example Cost

Total Example Cost

$5,600

This EXAMPLE event includes services like:
Primary care physician office visits (including disease
education)
Diagnostic tests (blood work)
Prescription drugs
Durable medical equipment (glucose meter)

This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services
Diagnostic tests (ultrasounds and blood work)
Specialist visit (anesthesia)
$12,700

Managing Joe’s type 2 Diabetes
(a year of routine in-network care of a well-controlled
condition)
The plan’s overall deductible:
$1,200
Specialist coinsurance:
0%
Hospital (facility) coinsurance:
0%
Other coinsurance:
0%

Peg is Having a Baby
(9 months of in-network pre-natal care and a hospital
delivery)
The plan’s overall deductible:
$1,200
Specialist coinsurance:
0%
Hospital (facility) coinsurance:
0%
Other coinsurance:
0%

This is not a cost estimator. Treatments shown are just 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 providers charge, and many other factors. Focus on the cost sharing amounts (deductibles, copayments and
coinsurance) and excluded services under the plan. Use this 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.

About these Coverage Examples:

MSI Ridgeview Community Network ASO 1200-0%
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Coverage Period: Beginning on or after 7/1/2022
Coverage for: Individual/Family | Plan Type: PPO

Yes. In-network services and prescription
drugs , well child and prenatal care from
out-of-network providers.

Are there services
covered before you
meet your deductible?

Do you need a referral
to see a specialist?

No. You don’t need a referral to see a
specialist.

Yes. See www.medica.com/findcare or call
Will you pay less if you 952-945-8000 or 1-800-952-3455 or 711
use a network provider? (TTY users) for a list of Medica Choice with
UnitedHealthcare network providers.

What is not included in Premiums, balance-billing charges, and
the out-of-pocket limit? health care this plan doesn’t cover.

What is the
out-of-pocket limit for
this plan?

You don’t have to meet deductibles for specific services.

This plan covers some items and services even if you haven’t yet met the deductible amount. But a
copayment or coinsurance may apply. For example, this plan covers certain preventive services
without cost sharing and before you meet your deductible. See a list of covered preventive services
at https://www.healthcare.gov/coverage/preventive-care-benefits.

Generally, you must pay all of the costs from providers up to the deductible amount before this plan
begins to pay. If you have other family members on the plan, each family member must meet their
own individual deductible until the total amount of deductible expenses paid by all family members
meets the overall family deductible.

You can see the specialist you choose without a referral.
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This plan uses a provider network. You will pay less if you use a provider in the plan’s network. You
will pay the most if you use an out-of-network provider, and you might receive a bill from a provider
for the difference between the provider’s charge and what your plan pays (balance billing). Be
aware, your network provider might use an out-of-network provider for some services (such as lab
work). Check with your provider before you get services.

Even though you pay these expenses, they don’t count toward the out-of-pocket limit.

$500 per person/ $1,000 per family
in-network. $3,250 per person/ $6,500 per The out-of-pocket limit is the most you could pay in a year for covered services. If you have other
family for out-of-network services.
members in this plan, they have to meet their own out-of-pocket limits until the overall family
Pharmacy limit: $5,000 per person/ $10,000 family
out-of-pocket
limit has been met.
per family combined for in-network and
out-of-network.

Are there other
deductibles for specific No.
services?

No deductible in-network. $450 per person/
$1,350 per family for out-of-network
services.

What is the overall
deductible?

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would share the
cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately. This is only a
summary. For more information about your coverage, or to get a copy of the complete terms of coverage, go to www.medica.com or call 952-945-8000
(Minneapolis/St. Paul Metro area) or 1-800-952-3455. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment,
deductible, provider, or other underlined terms, see the Glossary. You can view the Glossary at www.healthcare.gov/sbc-glossary or call 1-800-952-3455 to request a
copy.
Important Questions
Answers
Why This Matters:

MSI Medica Choice Passport ASO 20%-25
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Coverage Period: Beginning on or after 7/1/2022
Coverage for: Individual/Family | Plan Type: PPO

If you have a test

If you visit a health care
provider’s office or clinic

Common Medical Event
(You will pay the least)

No charge

Lab: No charge
X-ray: No charge

No charge

Preventive care/
screening/
immunization

Diagnostic test
(x-ray, blood work)
Imaging (CT/PET
scans, MRIs)

$25 copay/ visit

Specialist visit

In-network specialist visits provided at an outpatient facility may
be subject to coinsurance.

Limited to 15 visits per member, per year combined for in-network
and out-of-network acupuncture. Limited to 15 visits per member,
per year for out-of-network chiropractic care.

Limitations, Exceptions & Other Important Information

25% coinsurance

25% coinsurance

---none---

---none---
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Well child care: 0%
coinsurance. Deductible You may have to pay for services that aren’t preventive. Ask your
does not apply.
provider if the services needed are preventive. Then check what
Other services: 0%
your plan will pay for.
coinsurance.

25% coinsurance

Primary: 25%
coinsurance
Chiropractic: 25%
coinsurance
Retail Health: 25%
coinsurance
Virtual: 25%
coinsurance

(You will pay the most)

What You Will Pay
In-Network
Out-of-Network
Provider
Provider

Primary care: $25
copay/ visit
Chiropractic: $25
Primary care visit to copay/
visit
treat an injury or
Retail
Health:
$15
illness
copay/ visit
Virtual: $15 copay/
visit

Services You May
Need

All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

MSI Medica Choice Passport ASO 20%-25
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If you have a hospital stay

If you need immediate medical
attention

If you have outpatient surgery

Facility fee (e.g.,
hospital room)
Physician/surgeon
fees

Urgent care

25% coinsurance

25% coinsurance

20% coinsurance

$25 copay/ visit.
Deductible does not
apply.

20% coinsurance

$25 copay/ visit

0% coinsurance.

20% coinsurance.
Deductible does not
apply.

25% coinsurance

20% coinsurance
20% coinsurance

25% coinsurance

20% coinsurance

Emergency medical No charge
transportation

Emergency room
care

Facility fee (e.g.,
ambulatory surgery
center)
Physician/surgeon
fees

Specialty drugs

25% coinsurance.
Deductible does not
apply.

Retail: $75/
Non-preferred brand prescription
Mail order: $150/
drugs
prescription

More information about
prescription drug coverage
is available at
www.medica.com/drugcost1
Preferred: $25 copay/
prescription
Non-Preferred: $50 Not covered
copay/ prescription

25% coinsurance.
Deductible does not
apply.

Preferred brand
drugs

25% coinsurance.
Deductible does not
apply.

If you need drugs
to treat your illness
or condition

Generic drugs

(You will pay the most)

Retail: $15/
prescription
Mail order: $30/
prescription

(You will pay the least)

What You Will Pay
In-Network
Out-of-Network
Provider
Provider

Retail: $30/
prescription
Mail order: $60/
prescription

Common Medical Event

Services You May
Need
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---none---

---none---

In-network out-of-pocket applies.

In-network out-of-pocket applies.

In-network out-of-pocket applies.

---none---

---none---
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Up to a 31-day supply per prescription received from a
designated specialty pharmacy.

Up to a 31-day supply/ retail or 93-day supply/ mail order
prescription. Mail order drugs not covered out-of-network. Insulin:
Your cost-share will not exceed $25 per retail prescription unit.
Some Over the Counter drugs can be obtained with a prescription
at the preventive level of coverage. The list of covered drugs
changes periodically. Notification of changes will be available 30
days prior to the change taking effect.

Limitations, Exceptions & Other Important Information

Coverage Period: Beginning on or after 7/1/2022
Coverage for: Individual/Family | Plan Type: PPO

If your child needs dental
or eye care

If you need help recovering or
have other special health needs

If you are pregnant

If you need mental health,
behavioral health, or substance
abuse services

Common Medical Event

No charge

Not covered

No charge
No charge
Not covered

Not covered

Not covered
0% coinsurance
Not covered

25% coinsurance

Skilled nursing care 20% coinsurance

25% coinsurance

25% coinsurance

Habilitation services $25 copay/ visit

No charge

25% coinsurance

$25 copay/ visit

Rehabilitation
services

25% coinsurance

25% coinsurance

No charge

Durable medical
equipment
Hospice services
Children’s eye exam
Children’s glasses
Children’s dental
check-up

Coinsurance may apply for some in-network outpatient services
such as intensive outpatient programs.
Residential treatment is covered as part of inpatient services.

Limitations, Exceptions & Other Important Information

Coverage Period: Beginning on or after 7/1/2022
Coverage for: Individual/Family | Plan Type: PPO

Dental check-ups are not covered by the plan.

---none-----none--Glasses are not covered by the plan.

---none---
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120 visits in-network and 60 visits out-of-network, per member
per year.
Physical and occupational therapy combined limited to 20 visits
out-of-network per member per year. Out-of-network speech
therapy is limited to 20 visits per member per year.
Physical and occupational therapy combined limited to 20 visits
out-of-network per member per year. Out-of-network speech
therapy is limited to 20 visits per member per year.
120 day limit combined in and out-of-network per member per
year.

25% coinsurance
Prenatal care: 0%
coinsurance. Deductible
does not apply.
Cost sharing does not apply to in-network preventive services.
Postnatal care: 0%
Depending on the type of services, a copayment, coinsurance or
coinsurance
deductible may apply. Maternity care may include tests and
services
described elsewhere in the SBC (i.e. certain
25% coinsurance
ultrasounds.)

25% coinsurance

(You will pay the most)

Home health care

Childbirth/delivery
professional services No charge
Childbirth/delivery
No charge
facility services

20% coinsurance

Office visits

Inpatient services

$25 copay/ visit

(You will pay the least)

What You Will Pay
In-Network
Out-of-Network
Provider
Provider

Outpatient services

Services You May
Need
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Coverage Period: Beginning on or after 7/1/2022
Coverage for: Individual/Family | Plan Type: PPO

Glasses
Hearing aids except for members 18 years of
age and younger for hearing loss that is not
correctable by other covered procedures;
coverage is limited to one hearing aid per ear
every three years.

Bariatric Surgery

Non-emergency care when traveling outside the
U.S.
Private-duty nursing

Routine eye care (Adult)
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Infertility treatment exceeding $5,000 medical/
$3,000 pharmacy per member per year
combined for in-network and out-of-network.
Long Term Care
Routine foot care except for specified conditions
Weight Loss programs

Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)

Acupuncture exceeding 15 visits per member
per year combined for in-network and
out-of-network.
Cosmetic Surgery
Dental Care (Adult)
Dental check-up

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of other excluded services.)

Excluded Services & Other Covered Services:
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Coverage Period: Beginning on or after 7/1/2022
Coverage for: Individual/Family | Plan Type: PPO

---------------------- To see examples of how this plan might cover costs for a sample medical situation, see the next section. ----------------------

Language Access Services:

If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.

Does this Plan Meet the Minimum Value Standard? Yes
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Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare, Medicaid, CHIP,
TRICARE, and certain other coverage. If you are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the premium tax credit.

Does this Plan Provide Minimum Essential Coverage? Yes

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 on how 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 your plan administrator or you may contact Medica at
1-800-952-3455. You may also contact the Department of Labor’s Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform.

Your Grievance and Appeals Rights:

There are agencies that can help if you want to continue your coverage after it ends. The contact information for those agencies is: Medica at 1-800-952-3455 or Department of
Labor’s Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform. Other coverage options may be available to you too,
including buying individual insurance coverage through the Health Insurance Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call
1-800-318-2596.

Your Rights to Continue Coverage:
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Coverage Period: Beginning on or after 7/1/2022
Coverage for: Individual/Family | Plan Type: PPO

$60
$560

$0
$0
$500

What isn’t covered
Limits or exclusions
The total Joe would pay is

Deductibles
Copayments
Coinsurance

Cost Sharing

In this example, Joe would pay:

$0
$400

$0
$400
$0

$25
20%
0%

What isn’t covered
Limits or exclusions
The total Mia would pay is

Deductibles
Copayments
Coinsurance

Cost Sharing

In this example, Mia would pay:

Total Example Cost
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$0
$430

$0
$400
$30

$2,800

This EXAMPLE event includes services like:
Emergency room care (including medical supplies)
Diagnostic test (x-ray)
Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

The plan’s overall deductible:
Specialist copayment:
Hospital (facility) coinsurance:
Other coinsurance:

Mia’s Simple fracture
(in-network emergency room visit and follow up care)

This self-funded group health plan is sponsored by your employer and administered by Medica Self Insured (MSI).
The plan would be responsible for the other costs of these EXAMPLE covered services.

What isn’t covered
Limits or exclusions
The total Peg would pay is

Deductibles
Copayments
Coinsurance

Cost Sharing

In this example, Peg would pay:

Total Example Cost

Total Example Cost

$5,600

This EXAMPLE event includes services like:
Primary care physician office visits (including disease
education)
Diagnostic tests (blood work)
Prescription drugs
Durable medical equipment (glucose meter)

This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services
Diagnostic tests (ultrasounds and blood work)
Specialist visit (anesthesia)
$12,700

Managing Joe’s type 2 Diabetes
(a year of routine in-network care of a well-controlled
condition)
The plan’s overall deductible:
Specialist copayment:
$25
Hospital (facility) coinsurance:
20%
Other coinsurance:
0%

Peg is Having a Baby
(9 months of in-network pre-natal care and a hospital
delivery)
The plan’s overall deductible:
Specialist copayment:
$25
Hospital (facility) coinsurance:
20%
Other coinsurance:
0%

This is not a cost estimator. Treatments shown are just 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 providers charge, and many other factors. Focus on the cost sharing amounts (deductibles, copayments and
coinsurance) and excluded services under the plan. Use this 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.

About these Coverage Examples:
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Coverage Period: Beginning on or after 7/1/2022
Coverage for: Individual/Family | Plan Type: PPO

Yes. Preventive care, prenatal care,
postnatal care and prescription drugs
from in-network providers or well child
and prenatal care from out-of-network
providers.

$1,200 per person/ $2,400 per family
in-network. $2,300 per person/ $4,600
per family for out-of-network services.

Are there services
covered before you
meet your deductible?

What is the
out-of-pocket limit for
this plan?

The out-of-pocket limit is the most you could pay in a year for covered services. If you have other
family members in this plan, they have to meet their own out-of-pocket limits until the overall family
out-of-pocket limit has been met.

You don’t have to meet deductibles for specific services.

This plan covers some items and services even if you haven’t yet met the deductible amount. But a
copayment or coinsurance may apply. For example, this plan covers certain preventive services
without cost sharing and before you meet your deductible. See a list of covered preventive services at
https://www.healthcare.gov/coverage/preventive-care-benefits.

Generally, you must pay all of the costs from providers up to the deductible amount before this plan
begins to pay. If you have other family members on the plan, each family member must meet their own
individual deductible until the total amount of deductible expenses paid by all family members meets
the overall family deductible.

Do you need a referral to No. You don’t need a referral to see a
see a specialist?
specialist.

Yes. See www.medica.com/findcare or
952-945-8000 or 1-800-952-3455 or
Will you pay less if you call
711
(TTY users) for a list of Medica
use a network provider? Choice
with UnitedHealthcare network
providers.

You can see the specialist you choose without a referral.
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This plan uses a provider network. You will pay less if you use a provider in the plan’s network. You will
pay the most if you use an out-of-network provider, and you might receive a bill from a provider for the
difference between the provider’s charge and what your plan pays (balance billing). Be aware, your
network provider might use an out-of-network provider for some services (such as lab work). Check
with your provider before you get services.

What is not included in Premiums, balance-billing charges, and Even though you pay these expenses, they don’t count toward the out-of-pocket limit.
the out-of-pocket limit? health care this plan doesn’t cover.

Are there other
deductibles for specific No.
services?

$750 per person/ $1,250 per family
in-network and $750 per person/ $1,250
per family for out-of-network services.

What is the overall
deductible?

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would share the
cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately. This is only a
summary. For more information about your coverage, or to get a copy of the complete terms of coverage, go to www.medica.com or call 952-945-8000
(Minneapolis/St. Paul Metro area) or 1-800-952-3455. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment,
deductible, provider, or other underlined terms, see the Glossary. You can view the Glossary at www.healthcare.gov/sbc-glossary or call 1-800-952-3455 to request a
copy.
Important Questions
Answers
Why This Matters:
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Coverage Period: Beginning on or after 7/1/2022
Coverage for: Individual/Family | Plan Type: PPO

If you have a test

If you visit a health care
provider’s office or clinic

Common Medical Event
(You will pay the least)

Diagnostic test
(x-ray, blood work)
Imaging (CT/PET
scans, MRIs)

Preventive care/
screening/
immunization

25% coinsurance

45% coinsurance

Lab: 25% coinsurance 45% coinsurance
X-ray: 25% coinsurance

No charge. Deductible
does not apply.

Primary: 45%
coinsurance
Chiropractic: 45%
coinsurance
Retail Health: 45%
coinsurance
Virtual: 45%
coinsurance
45% coinsurance
Well child care: 0%
coinsurance. Deductible
does not apply.
Other services: 0%
coinsurance.

(You will pay the most)

What You Will Pay
In-Network
Out-of-Network
Provider
Provider

Primary care: 25%
coinsurance
Chiropractic: 25%
Primary care visit to coinsurance
treat an injury or
Retail Health: 25%
illness
coinsurance
Virtual: 25%
coinsurance
Specialist visit
25% coinsurance

Services You May
Need

---none---

---none---
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You may have to pay for services that aren’t preventive. Ask
your provider if the services needed are preventive. Then
check what your plan will pay for.

---none---

Limited to 15 visits per member, per year combined for
in-network and out-of-network acupuncture. Limited to 15 visits
per member, per year for out-of-network chiropractic care.

Limitations, Exceptions & Other Important Information

All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.
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If you need immediate medical
attention

If you have outpatient surgery

More information about
prescription drug coverage
is available at
www.medica.com/drugcost1

If you need drugs
to treat your illness
or condition

Common Medical Event
(You will pay the least)

In-network deductible and out-of-pocket applies.
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In-network deductible and out-of-pocket applies.

25% coinsurance
25% coinsurance

---none---

45% coinsurance

In-network deductible and out-of-pocket applies.

---none---

45% coinsurance

25% coinsurance

Up to a 31-day supply per prescription received from a
designated specialty pharmacy.

Up to a 31-day supply/ retail or 93-day supply/ mail order
prescription. Mail order drugs not covered out-of-network.
Insulin: Your cost-share will not exceed $25 per retail
prescription unit. Some Over the Counter drugs can be
obtained with a prescription at the preventive level of coverage.
The list of covered drugs changes periodically. Notification of
changes will be available 30 days prior to the change taking
effect.

Limitations, Exceptions & Other Important Information

Coverage Period: Beginning on or after 7/1/2022
Coverage for: Individual/Family | Plan Type: PPO

Not covered

45% coinsurance

45% coinsurance.

45% coinsurance

(You will pay the most)

What You Will Pay
In-Network
Out-of-Network
Provider
Provider

Retail: $25/ prescription
Deductible does not
apply.
Generic drugs
Mail order: $50/
prescription
Deductible does not
apply.
Retail: $50/ prescription
Deductible does not
apply.
Preferred brand
Mail order: $100/
drugs
prescription
Deductible does not
apply.
Retail: $100/ prescription
Deductible does not
apply.
Non-preferred brand Mail order: $200/
drugs
prescription
Deductible does not
apply.
Preferred: $25 copay/
prescription. Deductible
does not apply.
Specialty drugs
Non-Preferred: $50
copay/ prescription.
Deductible does not
apply.
Facility fee (e.g.,
ambulatory surgery 25% coinsurance
center)
Physician/surgeon 25% coinsurance
fees
Emergency room
25% coinsurance
care
Emergency medical 25% coinsurance
transportation
Urgent care
25% coinsurance

Services You May
Need
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45% coinsurance

25% coinsurance

No charge. Deductible
does not apply.

Office visits

Residential treatment is covered as part of inpatient services.

---none---

---none---

---none---

0% coinsurance

If your child needs dental
or eye care

---none---

45% coinsurance

25% coinsurance

25% coinsurance
charge. Deductible
Children’s eye exam No
does not apply.
Children’s glasses Not covered
Children’s dental
Not covered
check-up

Not covered

Not covered

Dental check-ups are not covered by the plan.

Glasses are not covered by the plan.

---none---

45% coinsurance

Skilled nursing care 25% coinsurance

Not covered

---none---

45% coinsurance

If you need help recovering or
Habilitation services 25% coinsurance
have other special health needs

Durable medical
equipment
Hospice services

45% coinsurance

25% coinsurance
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120 visits in-network and 60 visits out-of-network, per member
per year.
Physical and occupational therapy combined limited to 20 visits
out-of-network per member per year. Out-of-network speech
therapy is limited to 20 visits per member per year.
Physical and occupational therapy combined limited to 20 visits
out-of-network per member per year. Out-of-network speech
therapy is limited to 20 visits per member per year.
120 day limit combined in and out-of-network per member per
year.

Rehabilitation
services

45% coinsurance

45% coinsurance

Prenatal care: 0%
coinsurance. Deductible
does not apply.
Cost sharing does not apply to in-network preventive services.
Postnatal care: 0%
Depending
on the type of services, a copayment, coinsurance
coinsurance
or deductible may apply. Maternity care may include tests and
services described elsewhere in the SBC (i.e. certain
45% coinsurance
ultrasounds.)

45% coinsurance

Coverage Period: Beginning on or after 7/1/2022
Coverage for: Individual/Family | Plan Type: PPO

Limitations, Exceptions & Other Important Information

25% coinsurance

Childbirth/delivery No charge. Deductible
professional services does not apply.
Childbirth/delivery 25% coinsurance
facility services

25% coinsurance

Inpatient services

45% coinsurance

45% coinsurance

(You will pay the most)

25% coinsurance

Outpatient services 25% coinsurance

Facility fee (e.g.,
hospital room)
Physician/surgeon
fees

(You will pay the least)

What You Will Pay
In-Network
Out-of-Network
Provider
Provider

Home health care

If you are pregnant

If you need mental health,
behavioral health, or substance
abuse services

If you have a hospital stay

Common Medical Event

Services You May
Need
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Coverage Period: Beginning on or after 7/1/2022
Coverage for: Individual/Family | Plan Type: PPO

Glasses
Hearing aids except for members 18 years of
age and younger for hearing loss that is not
correctable by other covered procedures;
coverage is limited to one hearing aid per ear
every three years.

Bariatric Surgery

Non-emergency care when traveling outside the
U.S.
Private-duty nursing

Routine eye care (Adult)
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Infertility treatment exceeding $5,000 medical/
$3,000 pharmacy per member per year
combined for in-network and out-of-network.
Long Term Care
Routine foot care except for specified conditions
Weight Loss programs

Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)

Acupuncture exceeding 15 visits per member
per year combined for in-network and
out-of-network.
Cosmetic Surgery
Dental Care (Adult)
Dental check-up

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of other excluded services.)

Excluded Services & Other Covered Services:
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Coverage Period: Beginning on or after 7/1/2022
Coverage for: Individual/Family | Plan Type: PPO

---------------------- To see examples of how this plan might cover costs for a sample medical situation, see the next section. ----------------------

Language Access Services:

If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.

Does this Plan Meet the Minimum Value Standard? Yes
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Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare, Medicaid, CHIP,
TRICARE, and certain other coverage. If you are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the premium tax credit.

Does this Plan Provide Minimum Essential Coverage? Yes

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 on how 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 your plan administrator or you may contact Medica at
1-800-952-3455. You may also contact the Department of Labor’s Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform.

Your Grievance and Appeals Rights:

There are agencies that can help if you want to continue your coverage after it ends. The contact information for those agencies is: Medica at 1-800-952-3455 or Department of
Labor’s Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform. Other coverage options may be available to you too,
including buying individual insurance coverage through the Health Insurance Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call
1-800-318-2596.

Your Rights to Continue Coverage:
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Coverage Period: Beginning on or after 7/1/2022
Coverage for: Individual/Family | Plan Type: PPO

$60
$1,260

$750
$0
$450

What isn’t covered
Limits or exclusions
The total Joe would pay is

Deductibles
Copayments
Coinsurance

Cost Sharing

In this example, Joe would pay:

$0
$1,150

$750
$100
$300

$750
25%
25%
25%

What isn’t covered
Limits or exclusions
The total Mia would pay is

Deductibles
Copayments
Coinsurance

Cost Sharing

In this example, Mia would pay:

Total Example Cost
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$0
$1,160

$750
$10
$400

$2,800

This EXAMPLE event includes services like:
Emergency room care (including medical supplies)
Diagnostic test (x-ray)
Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

The plan’s overall deductible:
Specialist coinsurance:
Hospital (facility) coinsurance:
Other coinsurance:

Mia’s Simple fracture
(in-network emergency room visit and follow up care)

This self-funded group health plan is sponsored by your employer and administered by Medica Self Insured (MSI).
The plan would be responsible for the other costs of these EXAMPLE covered services.

What isn’t covered
Limits or exclusions
The total Peg would pay is

Deductibles
Copayments
Coinsurance

Cost Sharing

In this example, Peg would pay:

Total Example Cost

Total Example Cost

$5,600

This EXAMPLE event includes services like:
Primary care physician office visits (including disease
education)
Diagnostic tests (blood work)
Prescription drugs
Durable medical equipment (glucose meter)

This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services
Diagnostic tests (ultrasounds and blood work)
Specialist visit (anesthesia)
$12,700

Managing Joe’s type 2 Diabetes
(a year of routine in-network care of a well-controlled
condition)
The plan’s overall deductible:
$750
Specialist coinsurance:
25%
Hospital (facility) coinsurance:
25%
Other coinsurance:
25%

Peg is Having a Baby
(9 months of in-network pre-natal care and a hospital
delivery)
The plan’s overall deductible:
$750
Specialist coinsurance:
25%
Hospital (facility) coinsurance:
25%
Other coinsurance:
25%

This is not a cost estimator. Treatments shown are just 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 providers charge, and many other factors. Focus on the cost sharing amounts (deductibles, copayments and
coinsurance) and excluded services under the plan. Use this 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.

About these Coverage Examples:
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