Medical Plan
Options

Wellmark Blue Cross and Blue Shield of lowa

PPO Plan High Deductible Plan

In Network

Out of Network*

Preventative Care
(Annual Wellness Visit)

100% covered by the plan

100% covered by the plan

100% covered by the plan

Annual Medical Deductible
Individual Limit $1,500 $3,400
Family Limit $3,000 $6,800
Annual Out-of-Pocket Maximum
Individual Limit $4,500 $3,400
Family Limit $9,000 $6,800
Office Visits
Primary Care Provider - Deductible and . o
(PCP) Office Visit $25 copay per visit 40% coinsurance Deductible and then covered at 100%
Specialist Office Visit $40 copay per visit Deduc.tlble and Deductible and then covered at 100%
40% coinsurance
.. Deductible and . o
Urgent Care $25 copay per visit 40% coinsurance Deductible and then covered at 100%
\(gr;gf;rcjr:%eman d) $10 copay per visit $10 copay per visit
Hospital Care
i . .
E.mergency Room Ser $200 copay per visit DRI PIGENEI, Ol Deductible and then covered at 100%
vices surance
. . . 5 . O et
Icnpatlent/Outpatlent Deductlple and then 20% | Deductible and 40% coin Deductible and then covered at 100%
are coinsurance surance

Rehabilitation Services

. . e
Home Health Care De;;;télz)lien;r};jatnfleen a Deductlbsljraa:(iSOA coin Deductible and then covered at 100%
(s]
$40 Non-PCP. Facility: . o
Physical Therapy Deductible and then 20% Deducubslsri:(i:'(% com Deductible and then covered at 100%
coinsurance
. . ey
Skilled Nursing Care De2d (;J‘;tlctz)lﬁzg:ia:\hczn a Deductﬂ:;lsg:i:OA con Deductible and then covered at 100%
(s]
E}z:]atble Medical Equip De;g;tétz:;ggﬁia;hceen a Deductlliljrzzil:fOA coin Deductible and then covered at 100%
(s]
. . DR et
Hospice Services Dezdout;t.l;tz,lﬁggfatnllin a Deductlbsljrz:ci:O/o com Deductible and then covered at 100%
(]

Infertility Tre

atments

Treatment

Members share the cost of services based on plan
coverage up to a $15,000 lifetime maximum

Deductible and then covered at 100%
up to $15,000 lifetime maximum

Continued on the next page >

* lowa residents covered under the PPO Plan will not have Out of Network coverage for most services and will be responsible for the full cost of care.



Medical Plan High Deductible Plan

Optlons In Network Out of Network*
Mental Health & Substance Abuse
H o)
Outpatient Office Visits PRy orFE D Deducjclble and 40% Deductible and then covered at 100%
copay for non-PCP coinsurance
1 0, 1 O,
Inpatient DedUCtlb.le R0 Deduc.tlble I Deductible and then covered at 100%
coinsurance coinsurance
Virtual Care $10 copay per visit $10 copay per visit

(Doctor on Demand)

Outpatient Lab and Imaging

Lab and Imaging (if not | Deductible and then 20% Deductible and 40%

. . . Deductible and then covered at 100%
preventative care) co-insurance coinsurance

For additional information, visit www.wellmark.com.

PHARMACY BENEFIT

Employees enrolled in a health insurance plan will receive pharmacy benefit coverage through Optum Rx. If you are new to the health
plan, you will receive a separate pharmacy benefit card from Optum Rx. You do not need to enroll in the pharmacy benefit if you enroll
in medical benefits.

.
Plan Options

In Network Out of Network ‘

Prescription Drug

$15

H 0,
Nt fleetin t ned ety o Deductible and then covered at 100%

Generic Drugs

$40 for Tier 2
Copayments $60 for Tier 3 Deductible and then covered at 100%
$100 for Specialty

$100 for single

1 O,
$200 for family Deductible and then covered at 100%

Deductibles

[ L ) =

TWC SERV/ICES

People Connect: 515-247-9649 | Email: peopleconnect@twcservices.com




