THIS MATRIX IS INTENDED TO BE USED TO HELP YOU COMPARE COVERAGE BENEFITS AND IS A SUMMARY ONLY. THE EVIDENCE OF

Employer Group Benefit Matrix

COVERAGE AND PLAN CONTRACT SHOULD BE CONSULTED FOR A DETAILED DESCRIPTION OF COVERAGE BENEFITS AND LIMITATIONS.

CCHPRuby 10 | CCHPRuby20 | CCHPRuby40 | CCHPOpal25 | CCHP Opal50

ANNUAL DEDUCTIBLE (PER CALENDAR YEAR) No Deductible No Deductible No Deductible $1,500 / $3,000 $2,500 / $5,000
ANNUAL OUT OF POCKET MAXIMUM
Individual/Family per Calendar Year $2,000 / $4,000 $2,500 / $5,000 $3,000 / $6,000 $3,000/ $6,000 $4,000 / $6,000
LIFETIME BENEFIT MAXIMUM No Limit No Limit No Limit No Limit No Limit
PROFESSIONAL PREVENTIVE CARE SERVICES
Preventive Services - Children
Preventive Services - Women No Charge No Charge No Charge No Charge No Charge
Preventive Services - All Adults
PROFESSIONAL SERVICES
First (3) PCP visits /  First (3) PCP visits /
. . . ear at no charge; ear at no charge;
P.”’.“ary Care Provider (PCP) and Specialty Care $10 copay / visit $20 copay / visit $40 copay / visit idditional visitsgat ),;dditional visitsgat
Visits $25 copay after $50 copay after
deductible deductible
Maternity Care No Charge No Charge No Charge Aftﬁ;?ﬁ;r;téble Aﬂﬁ;?ﬁ;g;ble
Immunizations No Charge No Charge No Charge No Charge No Charge
Allergy Testing, Diagnosis & Treatment
Vision Exam/Screening - - - After Deductible After Deductible
Hearing Exam/Screening $10 copay [ visi $20 copay [ visi AV EERED $25 copay / visit $50 copay / visit

Acupuncture

Infertility Services

50% of covered

50% of covered

50% of covered

50% of covered

50% of covered

(Does not apply to annual out of pocket maximum) charged charges charges charges charges
OUTPATIENT SERVICES After Deductible  After Deductible
Routine Lab Tests & X-Ray Diagnosis No Charge No Charge No Charge No Charge No Charge
Diagnostic Services (e.g. CT, PET, MRI - see
Evidence of Coverage for details) $100 copay $100 copay $100 copay $100 copay $100 copay
Physical Therapy, Outpatient Rehabilitation, . . . . .
Speech, andlor Occupational Therapy $10 copay / visit $20 copay / visit $40 copay / visit $25 copay / visit $25 copay / visit
HOSPITALIZATION SERVICES After Deductible  After Deductible
. . . . $100 copay /day  $150 copay /day  $200 copay / day
Inpatient Hospital Stays at Chinese Hospital (Limit of $400) (Limit of $600) (Limit of $800) $150 copay / day $200 copay / day
Inpatient Hospital Stays at other contracted $200 copay / day $250 copay / day $300 copay / day
facilities (Limitof $800) (Limitof$1,000)  (Limitof$1,200) 20 Copay/day  $300 copay/day
Outpatient Services at Chinese Hospital facility $50 copay / visit $50 copay / visit $75 copay / visit $50 copay / visit $75 copay / visit
Outpatient Services at other contracted facilities & - - - - -
ambulatory surgical centers $75 copay / visit $75 copay / visit $100 copay / visit $75 copay / visit $100 copay / visit
First 10 daysatno  First 10 daysatno  First 10 days at no F|rséh1§;:)§t:: no Flrs;hl{fr;:?t:: o
Skilled Nursing Care chacrgei'jl th/e(r;jloo chaége;1 th/eg a$100 chacrgei'jl th/e(rj\a$loo deductible: then $100 deductible: then $100
pay faay pay fday pay faay copay / day copay / day
EMERGENCY SERVICES After Deductible  After Deductible
ES::&?:;)CY Room Services (copay waived i $100 copay / visit ~ $100 copay / visit ~ $100 copay / visit ~ $100 copay / visit ~ $100 copay / visit
Ambulance (Medical Transportation) $100 copay / trip $100 copay / trip $100 copay / trip $100 copay / trip $100 copay / trip
HOME HEALTH & HOSPICE SERVICES After Deductible  After Deductible
Home Health Services
Hospice Care (refer to the Evidence of Coverage No Charge No Charge No Charge No Charge No Charge
for more information)
MENTAL HEALTH & CHEMICAL DEPENDENCY After Deductible  After Deductible
Inpatient Mental Health Services
. : ——— $100 copay /day ~ $100 copay /day  $100 copay / day
Igslatlent Chemical Dependency - Detoxification (Limit of $400) (Limit of $400) (Limit of $400) $150 copay / day $200 copay / day
y
Outpatient Care (Individual/Group Treatment) $10 copay/$5 copay $20 copay/$10 copay $40 copay/$20 copay 2 cc;r;?))gjlz.so $50 copay/$25 copay
DURABLE MEDICAL EQUIPMENT After Deductible  After Deductible
Inpatient No Charge No Charge No Charge No Charge No Charge
Outpatient (Maximum annual benefit of $2,000) 50% of cost 50% of cost 50% of cost 50% of cost 50% of cost
PROSTHETICS After Deductible  After Deductible
Inpatient No Charge No Charge No Charge No Charge No Charge
Outpatient $10 copay / item $20 copay / item $40 copay / item $25 copay / item $50 copay / item

PRESCRIPTION DRUG COVERAGE
Annual Brand Name Drug Deductible

$250 copay / person  $250 copay / person $250 copay / person $250 copay / person $250 copay / person

Generic Drugs (up to 30 days supply) $10 copay $10 copay $10 copay $10 copay $10 copay
Brand-name Drugs on Formulay (up to 30 days After Deductible After Deductible After Deductible After Deductible After Deductible
supply) $30 copay $30 copay $30 copay $30 copay $30 copay

Prescription Drugs filled at Chinese Hospital
Pharmacy (up to 90 days supply)

Mail Order (up to 90 days supply)

Generic: $20 copay ~ Generic: $20 copay  Generic: $20 copay ~ Generic: $20 copay ~ Generic: $20 copay

After Deductible

Brand-name Drugs:

$60 copay

After Deductible

Brand-name Drugs:

$60 copay

After Deductible

Brand-name Drugs:

$60 copay

After Deductible

Brand-name Drugs:

$60 copay

After Deductible

Brand-name Drugs:

$60 copay
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