Coventry

@

Individual Plans Off-Exchange

Benefit Grid for the following Networks:

LA Full Network - all CoventryOne Service Areas

New Orleans Local HMO - Orleans, Jefferson and Plaguemines Parishes
Shreveport Local HMO - Bossier and Caddo Parishes

PLAN BENEFITS

Gold $5 Copay HMO Plan

In-Network Only

Silver $10 Copay HMO Plan

In-Network Only

Bronze $10 Copay HMO Plan

In-Network Only

Bronze Deductible Only HMO Plan
HSA Eligible

In-Network Only

Catastrophic 100% HMO Plan

In-Network Only

Lifetime Maximum Unlimited Unlimited Unlimited Unlimited Unlimited

Annual Deductible (per calendar year, Individual/Family) $1,750 Individual $3,500 Family $3,750 Individual $7,500 Family $5,600 Individual $11,200 Family $6,300 Individual $12,600 Family $6,350 Individual* $12,700 Family**
Coinsurance 20% 30% 30% 0% 0%

Out-of-Pocket Maximum* (per calendar year, Individual/Family) $5,000 Individual $10,000 Family $6,350 Individual $12,700 Family $6,350 Individual $12,700 Family $6,300 Individual $12,600 Family $6,350 Individual™* $12,700 Family**
Medical benefits sho Copays are not subject to Deductibles unless spet

Primary Care Physician (PCP) Office Visit $5 Copay $10 Copay $10 Copay Deductible First 3 visits: $20 Copay; 4+ visits: Deductible
Specialist Office Visit First 5 visits: $50; 6+ visits $50 Copay + Deductible First visit: $75; 2+ visits $75 Copay + Deductible $75 Copay + Deductible Deductible Deductible

Rt e e e % 2 2 2 2

Lab/Radiology** Included in szd%féi‘?;ev/iéiot;nSS;‘)f;inacliesVOutpatiem: Included in szdtzjféi‘(i:;ev/iéiot;nsszfginacliesthutpatiem: Included in szdouf;i:i:;e\;cOinssﬁfgiliesUOmpa!iem: Deductible Deductible

Urgent Care $75 Copay $75 Copay $75 Copay + Deductible Deductible Deductible

Emergency Care First 3 visits: $250 Copay; 4+ visits: $250 Copay + Deductible First visit: $500 Copay; 2+ visits: $500 Copay + Deductible $500 Copay + Deductible Deductible Deductible

Inpatient Hospitalization (Physician and surgical services) Deductible/Coinsurance $500 Copay + Deductible/Coinsurance $500 Copay + Deductible/Coinsurance Deductible Deductible
g:rt;e)lal—:ioesrl;is:/csittm:dnilulihs?/:;cLTCiﬁte;vices/Home L Deductible/Coinsurance Deductible/Coinsurance Deductible/Coinsurance Deductible Deductible

SEULETI SRR (A TR e (s Deductible/Coinsurance Deductible/Coinsurance Deductible/Coinsurance Deductible Deductible

Respiratory). Up to 25 visits for all therapies combined

Maternity and Newborn Care

Prenatal office visits: $0 Copay; Physician: $250 one-time Copay;
Inpatient: Deductible/Coinsurance

Prenatal office visits: $0 Copay; Physician:
$250 one-time Copay; Inpatient: $500 Copay +
Deductible/Coinsurance

Prenatal office visits: $0 Copay: Physician: $500 one-time Copay;
Inpatient: $500 Copay + Deductible/Coinsurance

Prenatal office visits: $0 Copay; Physician/Inpatient: Deductible

Prenatal office visits: $0 Copay; Physician/Inpatient: Deductible

Mental Health Office Visit/Outpatient/Inpatient***

First 5 office visits: $50 Copay; 6+ visits: $50 Copay + Deductible;
Outpatient/Inpatient Deductible/Coinsurance

First office visit: $75 Copay; 2+ visits: $75 Copay + Deductible;
Outpatient: Deductible/Coinsurance; Inpatient: $500 Copay +
Deductible/Coinsurance

$75 Copay + Deductible; Outpatient:
i B ient: $500 Copay +
Deductible/Coinsurance

Deductible

Deductible

Pediatric Vision

One pair of eyeglasses with frame or contact lenses per year; one
routine eye exam.

One pair of eyeglasses with frame or contact lenses per year; one
routine eye exam.

One pair of eyeglasses with frame or contact lenses per year; one
routine eye exam.

One pair of eyeglasses with frame or contact lenses per year; one
routine eye exam.

One pair of eyeglasses with frame or contact lenses per year; one
routine eye exam.

Pediatric Dental

Pharmacy

- Tier 1A: Lower Cost Preferred Generic Drugs

- Tier 1: Preferred Generic Drugs

- Tier 2: Preferred Brand Drugs

- Tier 3: Non-preferred Brand/Generic Drugs

- Tier 4: Preferred Specialty Drugs

- Tier 5: Non-preferred Specialty Drugs

One check-up every 6 months; Preventive & Diagnostic 100%:
exams, cleanings, x-rays; Basic 50%: filings, anesthesia, general
services; Major 50%: crowns, dentures, bridges, oral surgery,
orthodontia

Separate $250 Rx Deductible on Tiers 2-5

No Deductible; Retail pharmacy: $3 copay

One check-up every 6 months; Preventive & Diagnostic 100%:
exams, cleanings, x-rays; Basic 50%: fillings, anesthesia, general
services; Major 50%: crowns, dentures, bridges, oral surgery,
orthodontia

Separate $1000 Rx Deductible on Tiers 2-5

No Deductible; Retail pharmacy: $5 copay

One check-up every 6 months; Preventive & Diagnostic 100%:
exams, cleanings, x-rays; Basic 50%: filings, anesthesia, general
services; Major 50%: crowns, dentures, bridges, oral surgery,
orthodontia

Integrated Medical/RX Deductible Tiers 2-5

One check-up every 6 months; Preventive & Diagnostic 100%:
exams, cleanings, x-rays; Basic 50%: filings, anesthesia, general
services; Major 50%: crowns, dentures, bridges, oral surgery,
orthodontia

Integrated Medical/Rx Deductible

One check-up every 6 months; Preventive & Diagnostic 100%:
exams, cleanings, x-rays; Basic 50%: filings, anesthesia, general
services; Major 50%: crowns, dentures, bridges, oral surgery,
orthodontia

Integrated Medical/Rx Deductible

i A A N/A
Mail order: $6 copay Mail order: $10 copay % N
No Deductible; Retail pharmacy: $5 copay No Deductible; Retail pharmacy: $15 copay Retail Pharmacy: $15 copay q q
Mail order: $10 copay Mail order: $30 copay Mail order: $30 copay DeelEE DEES
Retail pharmacy: Deductible + $30 copay Retail pharmacy: Deductible + $45 copay Mail order: Retail pharmacy: Deductible + $45 copay Deductible Deductible
Mail order: Deductible + $75 copay Deductible + $112.50 copay Mail order: Deductible + $112.50 copay
Retail pharmacy: Deductible + $60 copay Retail pharmacy: Deductible + $75 copay Retail pharmacy: Deductible + $75 copay Deductible Deductible
Mail order: Deductible + $180 copay Mail order: Deductible + $225 copay Mail order: Deductible + $225 copay
Retail Pharmacy: Deductible + 20% Coinsurance Retail pharmacy: Deductible + 30% Coinsurance Retail ph: : Deductible + 30% Coil Deductible Deductible
Retail Pharmacy: Deductible + 30% Coinsurance Retail pharmacy: Deductible + 40% Coinsurance Retail pharmacy: Deductible + 40% Coinsurance Deductible Deductible

Note: *The out-of-pocket maximum includes Deductible, Copays, Coinsurance. **When more than one person is applying for coverage, the Family Deductible and out-of-pocket maximum must be met before any benefits are paid that are subject to the Deductible or out-of-pocket maximum. ***Lab work drawn at PCP but processed by outside vendor, will not be included in Copay. ***MHNET Providers only. The
following individuals are eligible for catastrophic plans On-Exchange: individuals who have not attained the age of 30 prior to the first day of the contract year or individuals who have received a certificate of exemption for the reasons identified in section 1302(e)(2)(B)(i) or (ii) of PPACA. CoventryOne is a health insurance product underwritten by Coventry Health Care of Louisiana, Inc. This information is a partial
description of the benefits and in no way details all of the benefits, limitations, or exclusions of the plan. Please refer to the Individual Policy, Schedule of Payments, and applicable Riders to determine exact terms, conditions and scope of coverage, including all exclusions and limitations and defined terms.




