Bronze CoventryOne Health Plan options in East Missour

Plan E-MO Coventry Bronze $25 Copay
Deductible (ded) individual/family $5,900/$11,800 $11,800/$23,600
(applies to out-of-pocket maximum)
Membercomsurance 0% ..................................................... 5 O% ................................................
Out-of-pocket m ax|mum . |nd|v|dua|/fam| | y1 .......................................... $6 600/$13200 $19800/$39 6 0 0 ............................
(maximum you will pay for all covered services)
P"ma rycare . v |s |t .................................................................................... $2 5 C opayde dwa|ved ....................... 5 0% after ded ..................................
Spec|a||stv|s|t .......................................................................................... $5 0 C Opay a fte r d ed ........................... 5 O% after ded ..................................
. Hosplta | . s tay ............................................................................................ $2 50 CO pay pe r . a dm |ss| On after ded . 50% after ded ..................................
Outpatient surgery (ambulatory surgical centerfhospita) $250 copay after ded 50% afterded
Emergencyroom ...................................................................................... $250copayafterded $250copayafterded ......................
copay waived if admitted copay waived if admitted
Urgen t care ............................................................................................... $6 0 C Opay a fte r d ed ........................... 5 O% after ded ..................................
Preventwecare Coveredmfulldedwawed ................. 5 o%afterded ..................................
Dlagnostlclab Coveredmfullafterded ....................... o%afterded ..................................
Dlagnostlc X_ray ...................................................................................... $1 00 CO pay af t e r d e d ........................... 0% after ded ..................................
ImagmgCT/PETscansl\/IRls .................................................................... $25OCo payafter ded ........................... O%aﬁerded ..................................
isn P
Pediatric eye exam (1 visit per year)? Covered in full; ded waived 50% after ded
[
Dental checkup/preventive dental care (2 visits per year)2 Not covered Not covered
Bas|cdenta|care Notcovered ........................................ N otcovered ......................................
[
Pharmacy deductible Integrated with medical ded Integrated with medical ded
Preferredgenencdrugs P$15copaydedwa|ved .................. 5 O%aﬁerded ..................................
NP: $20 copay; ded waived
Preferredbranddrugs P$45copayafterded ...................... 5 o%afterded ..................................
NP: $55 copay after ded
Nonpreferreddrugs** P$75copayafterded ...................... 5 o%afterded ..................................
NP: $85 copay after ded
Speclaltydrugs*** P40%afterded ............................... 5 O%aﬂerded ..................................
NP: 50% after ded

*P=Preferred in-network pharmacy; NP=Nonpreferred in-network pharmacy.
**Includes nonpreferred generic and brand drugs.
***P=Preferred specialty drugs; NP=Nonpreferred specialty drugs.

1The family deductible and/or out-of-pocket limit can be met by a combination of family members. Each covered family member only needs to satisfy
his or her individual deductible and/or out-of-pocket limit. Deductible and/or out-of-pocket limit are separate in and out of network.

2Any applicable benefit maximums are combined in and out of network.

CoventryOneis a health insurance product in Missouri underwritten by Coventry Health and Life Insurance Company and/or Coventry Health
Care of Missouri, Inc. CoventryOne health benefits products are administered by Coventry Health Care of Missouri, Inc.
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Bronze CoventryOne Health Plan options in East Missouri
(Continued)

E-MO Coventry Bronze Deductible Only
HSA Eligible

In network Out of network
$6,300/$12,600 $12,600/$25,200

Covered in full after ded 50% after ded

Covered in full; ded waived 50% after ded

Not covered Not covered

Not covered Not covered

Integrated with medical ded Integrated with medical ded
AT o
o
e o
e G

This material is for information only. Rates and benefits vary by location. Health benefits plans contain exclusions and limitation

S. Investment services are

independently offered by the HSA Administrator. Providers are independent contractors and are not agents of Coventry. Provider participation may change

without notice. Coventry does not provide care or guarantee access to health services. Information is believed to be accurate
however, it is subject to change.

as of the production date;
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Silver CoventryOne Health Plan options in East Missour

Plan E-MO Coventry Silver $15 Copay
Deductible (ded) individual/family? $3,750/$7,500 $7,500/$15,000
(applies to out-of-pocket maximum)
Membercomsurance 30% .......................................................... 5 0% ........................................................
Out-of-pocketmax|mum|nd|v|duallfam|Iy‘ $6600/$13200$19800/$39600 ....................................
(maximum you will pay for all covered services)
P"marycarews“ $1500paydedwa|ved ............................... 5 O%afterded ..........................................
Speclallstv|s|t ............................................................................. V|5|t 1_2$75copay ................................. 5 o%afterded ..........................................
Visits 3+: $75 copay after ded
Hospltalstay $50000payperadm|ss|0n+ded$1000copayperadm|ss|on+ded ..........
then 30% then 50%
Outpatient surgery (amoulatory surgical center/hospita) ~ $250 copay affer ded; then30%  $250 copay after ded; then 50%
E m erge n cy . room ......................................................................... VISIt 1$ 500 Copay ded Wa|ved V|3|t1 $50000pa yded Wa|ved ...............
Visits 2+ $500 copay after ded; Visits 2+: $500 copay after ded;
copay waived if admitted copay waived if admitted
Urgentcare $75copaydedwa|ved ............................... 5 o%afterded ..........................................
Preventwecare Coveredmfulldedwawed .......................... 5 O%afterded ..........................................
Dlagnostlclab so%afterded ............................................ 5 O%afterded ..........................................
D|agnost|cX-ray SO%afterded .............................................. O%afterded ..........................................
Imaging (CT/PETscans, MR~ $250copayafterded; then30% 250 copay after ded; then 50%
vison P
Pediatric eye exam (1 visit per year)? Covered in full; ded waived 50% after ded
[
Dental checkup/preventive dental care (2 visits per year)? Not covered Not covered
Baslcdentalcare Notcovered ................................................ N otcovered ..............................................
I
Pharmacy deductible $500 per member $1000 per member
Preferredgenerlcdrugs** PT1A$5copaydedwa|ved/ .................... 5 o%afterded ..........................................

T1-$15 copay; ded waived;
NP: T1A-$20 copay; ded waived/
T1-$20 copay; ded waived

Preferred brand drugs P: $45 copay after ded: 50% after ded
NP: $55 copay after ded

Nonpreferred drugs*** P: $75 copay after ded; 50% after ded
NP: $85 copay after ded

Specialty drugst P: 40% after ded; NP: 50% after ded 50% after ded

*P=Preferred in-network pharmacy; NP=Nonpreferred in-network pharmacy.
**T1A=Value drugs; T1=Preferred generic drugs.
***Includes nonpreferred generic and brand drugs.
TP=Preferred specialty drugs; NP=Nonpreferred specialty drugs.
1The family deductible and/or out-of-pocket limit can be met by a combination of family members. Each covered family member only needs to satisfy his
or her individual deductible and/or out-of-pocket limit. Deductible and/or out-of-pocket limit are separate in and out of network.

CoventryOneis a health insurance product in Missouri underwritten by Coventry Health and Life Insurance Company and/or Coventry Health
Care of Missouri, Inc. CoventryOne health benefits products are administered by Coventry Health Care of Missouri, Inc.
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Silver CoventryOne Health Plan options in East Missouri

(Continued)

E-MO Coventry Silver $10 Copay 2750

$2,750/$5,500 $7,500/$15,000
40% ........................................................ 5 0% .....................................................
$6600/$13200$19800/$39600 .................................
$10copayded o Lo
V|s|t 1_2 $ 75 C Opay ............................... 5 0% af ter d e d .......................................
Visits 3+: $75 copay after ded
40%afterded$1000copayperadm|ss|on+ded .......
then 50%
40%afterded$25000payafterdedthen50% ............

Visit 1: $500 copay; ded waived
Visits 2+ $500 copay after ded;
copay waived if admitted

Visit 1: $500 copay; ded waived
Visits 2+ $500 copay after ded;
copay waived if admitted

$75 copay; ded waived 50% after ded
Coveredmfulldedvvawed50%afterded .......................................
T o
T Lo
40%afterded$25000payafterdedthen50% ............

Covered in full; ded waived 50% after ded

Not covered Not covered

Not covered Not covered

Integrated with medical ded Integrated with medical ded

P: T1A-$5 copay; ded waived/ 50% after ded
T1-$15 copay; ded waived;

NP: T1A-$20 copay; ded waived/

T1-$20 copay; ded waived

P: $45 copay after ded: 50% after ded
NP: $55 copay after ded
P: $75 copay after ded; 50% after ded
NP: $85 copay after ded

P: 40% after ded; NP: 50% after ded 50% after ded

2Any applicable benefit maximums are combined in and out of network.

This material is for information only. Rates and benefits vary by location. Health benefits plans contain exclusions and limitations. Investment services are
independently offered by the HSA Administrator. Providers are independent contractors and are not agents of Coventry. Provider participation may change
without notice. Coventry does not provide care or guarantee access to health services. Information is believed to be accurate as of the production date;

however, it is subject to change.
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Gold CoventryOne Health Plan option in East Missouri

Plan E-MO Coventry Gold $10 Copay
Deductible (ded) individual/family! $1,400/$2,800 $6,750/$13,500
(applies to out-of-pocket maximum)
o o
out-of-pocketmax|mummd|v|dua|/fam||y1 $5500/$11000$16500/$33000 .................................
(maximum you will pay for all covered services)
Pr|marycarev|s|t $10c0paydedwa|ved ............................ o
Spec|aI|stv|s|t ................................................................................. V|s|t15$50(;0pay ................................ o
Visits 6+ $50 copay after ded
Hosp|ta|stay 2O%afterded$1000copayperadm|33|on+ded ......
then 50%
Outpa tlentsurgery(amb ulatorysurg|ca|center/hosp|ta|) e o
Emergencyroom ............................................................................. V|s|t1—3$25000payV|s|t1—3$250copay ..........................
Visits 4+ $250 copay after ded; Visits 4+: $250 copay after ded;
copay waived if admitted copay waived if admitted
Urgentcare $75copaydedwa|ved ............................ o
ey T
Dlagnostlclah o o
D|agnost|cX-ray ................................................................................ Gy o
ImagmgCT/PETscansMRIs .............................................................. S %afterded$25000payafterdedthen50% ............
vson [
Pediatric eye exam (1 visit per year)? Covered in full; ded waived 50% after ded
-
Dental checkup/preventive dental care (2 visits per year)? Not covered Not covered
S L
.
Pharmacy deductible $250 per member $500 per member
Preferredgenencdrugs** PT1A$3copaydedwa|ved/ ................. o

T1-$10 copay; ded waived;
NP: T1A-$15 copay; ded waived/
T1-$15 copay; ded waived

Preferred brand drugs P: $35 copay after ded; 50% after ded
NP: $45 copay after ded

Nonpreferred drugs*** P: $65 copay after ded; 50% after ded
NP: $80 copay after ded

Specialty drugst P: 30% after ded; 50% after ded

NP: 50% after ded

*P=Preferred in-network pharmacy; NP=Nonpreferred in-network pharmacy.
**T1A=Value drugs; T1=Preferred generic drugs.
***Includes nonpreferred generic and brand drugs.
TP=Preferred specialty drugs; NP=Nonpreferred specialty drugs.

CoventryOneis a health insurance product in Missouri underwritten by Coventry Health and Life Insurance Company and/or Coventry Health
Care of Missouri, Inc. CoventryOne health benefits products are administered by Coventry Health Care of Missouri, Inc.

5 | www.coventryone.com
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1The family deductible and/or out-of-pocket limit can be met by a combination of family members. Each covered family member only needs to satisfy his
or her individual deductible and/or out-of-pocket limit. Deductible and/or out-of-pocket limit are separate in and out of network.

2Any applicable benefit maximums are combined in and out of network.

This material is for information only. Rates and benefits vary by location. Health benefits plans contain exclusions and limitations. Investment services are
independently offered by the HSA Administrator. Providers are independent contractors and are not agents of Coventry. Provider participation may change
without notice. Coventry does not provide care or guarantee access to health services. Information is believed to be accurate as of the production date;
however, it is subject to change.
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Bronze CoventryOne Health Plan options in East Missour

Plan E-MO Coventry Bronze $20 Copay Carelink
Deductible (ded) individual/family* $5,900/$11,800 $11,800/$23,600
(applies to out-of-pocket maximum)
Membercomsurance 0% ..................................................... 5 0% ................................................
Outofpocket m aX|mum . mdmdual/faml | y1 .......................................... $6600/$13 20 0 $198 00/$3 9 6 00 ...........................
(maximum you will pay for all covered services)
Pr|ma ry care ‘ v |s |t .................................................................................... $2 0 CO p ay ded wa|ved ........................ 0% afterded ..................................
Spec|a||stv|s|t .......................................................................................... $50 CO p ay after ded ........................... 5 0% afterded ..................................
. Hosplta | . s tay ............................................................................................ $2 50 cop ay per ad m ISSIOn afterded . 50% afterded ..................................
 Outpatient surgery (ambulatory surgical center/hospital) $250 copay afterded 50%afterded
E m erge n cy . room ...................................................................................... $2 50 Cop ay after ded $25000pa yafterded ......................
copay waived if admitted copay waived if admitted
Urgen t care ............................................................................................... $60 co p ay after ded ........................... 5 0% afterded ..................................
Preventwecare Coveredmfulldedwawed ................. 5 O%afterded ..................................
D|agnost|c|ab Coveredmfullafterded ..................... 5 O%afterded ..................................
D|agnost|c Xray ...................................................................................... $1 0 0 . CO pay a fter d e d ........................... 0% afterded ..................................
| m agmgCT /PET SC ansMRIs .................................................................... $2 50 cop ay after ded ........................... 0% afterded ..................................
v [
Pediatric eye exam (1 visit per year)? Covered in full; ded waived 50% after ded
.
Dental checkup/preventive dental care (2 visits per year)2 Not covered Not covered
Bas|cdenta|care Notcovered ........................................ N otcovered ......................................
.
Pharmacy deductible Integrated with medical ded Integrated with medical ded
Preferredgenerlcdrugs P$15copaydedwa|ved .................. 5 O%afterded ..................................
NP: $20 copay; ded waived
Preferredbranddrugs P$45copayafterded ...................... 5 O%afterded ..................................
NP: $55 copay after ded
Nonpreferreddrugs** P$75copayafterded ...................... 5 O%afterded ..................................
NP: $85 copay after ded
Speclaltydrugs*** P40%afterded ............................... 5 O%afterded ..................................

NP: 50% after ded

*P=Preferred in-network pharmacy; NP=Nonpreferred in-network pharmacy.
**Includes nonpreferred generic and brand drugs.
***P=Preferred specialty drugs; NP=Nonpreferred specialty drugs.

1The family deductible and/or out-of-pocket limit can be met by a combination of family members. Each covered family member only needs to satisfy
his or her individual deductible and/or out-of-pocket limit. Deductible and/or out-of-pocket limit are separate in and out of network.

2Any applicable benefit maximums are combined in and out of network.

CoventryOneis a health insurance product in Missouri underwritten by Coventry Health and Life Insurance Company and/or Coventry Health
Care of Missouri, Inc. CoventryOne health benefits products are administered by Coventry Health Gare of Missouri, Inc.

1 | www.coventryone.com
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Bronze CoventryOne Health Plan options in East Missouri

(Continued)

E-MO Coventry Bronze Deductible Only HSA
Eligible Carelink

e o
$6,300/$12,600 $12,600/$25,200

e
[
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Covered in full; ded waived 50% after ded

Not covered Not covered

Integrated with medical ded Integrated with medical ded
e
e
T
e

This material is for information only. Rates and benefits vary by location. Health benefits plans contain exclusions and limitations. Investment services are
independently offered by the HSA Administrator. Providers are independent contractors and are not agents of Coventry. Provider participation may change
without notice. Coventry does not provide care or guarantee access to health services. Information is believed to be accurate as of the production date;

however, it is subject to change.
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Silver CoventryOne Health Plan options in East Missour

Plan E-MO Coventry Silver $10 Copay Carelink
Member benefits In network Out of network
Deductible (ded) individual/family! $3,750/$7,500 $7,500/$15,000
(applies to out-of-pocket maximum)
Member coinsurance 50%
Out-of-pocket maximum individual/family® $19,800/$39,600
(maximum you will pay for all covered services)
Primary care visit 50% after ded
Specialist visit Visit 1-2: $75 copay 50% after ded
Visits 3+: $75 copay after ded
Hospital stay $500 copay per admission + ded:; $1,000 copay per admission + ded:;
then 30% then 50%
Outpatient surgery (ambulatory surgical center/hospital) $250 copay after ded; then 30% $250 copay after ded; then 50%
Emergency room Visit 1: $500 copay; ded waived Visit 1: $500 copay; ded waived
Visits 2+: $500 copay after ded:; Visits 2+: $500 copay after ded;
copay waived if admitted copay waived if admitted
Urgent care $75 copay; ded waived 0% after ded
Preventive care Covered in full; ded waived 50% after ded
Diagnostic lab 30% after ded 50% after ded
Diagnostic X-ray 30% after ded 50% after ded
Imaging (CT/PET scans, MRIs) $250 copay after ded; then 30% $250 copay after ded; then 50%
Pediatric eye exam (1 visit per year)? Covered in full; ded waived 50% after ded
Dental checkup/preventive dental care (2 visits per year)2  Not covered Not covered
Basic dental care Not covered Not covered
I
Pharmacy deductible $500 per member $1000 per member
Preferred generic drugs** P: T1A-$5 copay; ded waived/ 50% after ded
T1-$15 copay; ded waived;
NP: T1A-$20 copay; ded waived/
T1-$20 copay; ded waived
Preferred brand drugs P: $45 copay after ded; 50% after ded
NP: $55 copay after ded
Nonpreferred drugs*** P: $75 copay after ded; 50% after ded
NP: $85 copay after ded
Specialty drugst P: 40% after ded; NP: 50% after ded 50% after ded

*P=Preferred in-network pharmacy; NP=Nonpreferred in-network pharmacy.
**T1A=Value drugs; T1=Preferred generic drugs.
***Includes nonpreferred generic and brand drugs.

CoventryOneis a health insurance product in Missouri underwritten by Coventry Health and Life Insurance Company and/or Coventry Health
Care of Missouri, Inc. CoventryOne health benefits products are administered by Coventry Health Care of Missouri, Inc.

3 | www.coventryone.com
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Silver CoventryOne Health Plan options in East Missouri

(Continued)

E-MO Coventry Silver $5 Copay 2750 Carelink

$2,750/$5,500 $7,500/$15,000
40%50% .....................................................
$6600/$13200$19800/$39600 ................................
$5copaydedwa|ved50%aﬂerded .......................................
V|s|t1—2$75copay50%afterded .......................................
Visits 3+: $75 copay after ded
40%afterded$1000copayperadm|ss|on+ded .....
then 50%
40%afterded$250copayafterdedthen50% ..........

Visit 1: $500 copay; ded waived
Visits 2+: $500 copay after ded;
copay waived if admitted

Visit 1: $500 copay; ded waived
Visits 2+: $500 copay after ded;
copay waived if admitted

$75 copay; ded waived 50% after ded
Coveredmfulldedwawed50%afterded .......................................
L
e
40%afterded$25000payafterdedthen50% ..........

Covered in full; ded waived 50% after ded

Not covered Not covered

Not covered Not covered

Integrated with medical ded Integrated with medical ded

P: T1A-$5 copay; ded waived/ 50% after ded
T1-$15 copay; ded waived;

NP: T1A-$20 copay; ded waived/

T1-$20 copay; ded waived

P: $45 copay after ded;
NP: $55 copay after ded

P: $75 copay after ded;
NP: $85 copay after ded

P: 40% after ded; NP: 50% after ded  50% after ded

TP=Preferred specialty drugs; NP=Nonpreferred specialty drugs.

This material is for information only. Rates and
benefits vary by location. Health benefits plans
contain exclusions and limitations. Investment
services are independently offered by the HSA
Administrator. Providers are independent contractors
and are not agents of Coventry. Provider participation
may change without notice. Coventry does not
provide care or guarantee access to health services.
Information is believed to be accurate as of the
production date; however, it is subject to change.

1The family deductible and/or out-of-pocket limit can be met by a combination of family members. Each covered family member only needs to satisfy his
or her individual deductible and/or out-of-pocket limit. Deductible and/or out-of-pocket limit are separate in and out of network.

2Any applicable benefit maximums are combined in and out of network.
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Gold CoventryOne Health Plan option in East Missouri

Plan E-MO Coventry Gold $5 Copay Carelink

Member benefits In network Out of network

Deductible (ded) individual/family! $1,400/$2,800 $6,750/$13,500

(applies to out-of-pocket maximum)

Member coinsurance 20% 50%

Out-of-pocket maximum individual/family? $5,650/$11,300 $16,950/$33,900

(maximum you will pay for all covered services)

Primary care visit $5 copay; ded waived 50% after ded

Specialist visit Visit 1-5: $50 copay 50% after ded
Visits 6-+: $50 copay after ded

Hospital stay 20% after ded $1,000 copay per admission + ded;

then 50%

Outpatient surgery (ambulatory surgical center/hospital) 20% after ded 50% after ded

Emergency room Visit 1-3: $250 copay Visit 1-3: $250 copay
Visits 4-++: $250 copay after ded; Visits 4+ $250 copay after ded;
copay waived if admitted copay waived if admitted

Imaging (CT/PET scans, MRiIs) 20% after ded $250 copay after ded then 50%
N ——
Pediatric eye exam (1 visit per year)? Covered in full; ded waived 50% after ded
I
Dental checkup/preventive dental care (2 visits per year)2  Not covered Not covered
e P S L
I
Pharmacy deductible $250 per member $500 per member
Preferredgenerlcdrugs** PT1A$3copaydedwa|ved/50%afterded ......................................

T1-$10 copay; ded waived;
NP: T1A-$15 copay; ded waived/
T1-$15 copay; ded waived

Preferred brand drugs P: $35 copay after ded; 50% after ded
NP: $45 copay after ded

Nonpreferred drugs*** P: $65 copay after ded; 50% after ded
NP: $80 copay after ded

Specialty drugst P: 30% after ded; NP: 50% after ded 50% after ded

*P=Preferred in-network pharmacy; NP=Nonpreferred in-network pharmacy.
**T1A=Value drugs; T1=Preferred generic drugs.
***Includes nonpreferred generic and brand drugs.

TP=Preferred specialty drugs; NP=Nonpreferred specialty drugs.

CoventryOneis a health insurance product in Missouri underwritten by Coventry Health and Life Insurance Company and/or Coventry Health
Care of Missouri, Inc. CoventryOne health benefits products are administered by Coventry Health Care of Missouri, Inc.

5 | www.coventryone.com
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1The family deductible and/or out-of-pocket limit can be met by a combination of family members. Each covered family member only needs to satisfy his
or her individual deductible and/or out-of-pocket limit. Deductible and/or out-of-pocket limit are separate in and out of network.

2Any applicable benefit maximums are combined in and out of network.

This material is for information only. Rates and benefits vary by location. Health benefits plans contain exclusions and limitations. Investment services are
independently offered by the HSA Administrator. Providers are independent contractors and are not agents of Coventry. Provider participation may change
without notice. Coventry does not provide care or guarantee access to health services. Information is believed to be accurate as of the production date;
however, it is subject to change.
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Bronze CoventryOne Health Plan options in East Missour

E-MO Coventry Bronze $25 Copay

Plan FocusedCare HPN

Deductible (ded) individual/family $5,900/$11,800 $11,800/$23,600

(applies to out-of-pocket maximum)
e
Outofpocketmaxnmum|nd|V|dua|/fam||y1 $6600/$13200$19800/$39600 .............................

(maximum you will pay for all covered services)

Primary care visit $25 copay; ded waived 50% after ded
Speclallstwslt $50copayafterded50%afterded ...................................
Hosmtalstay $25000payperadmlssmnafterded50%afterded ...................................
Outpatient surgery (ambulatory surgical centerfhospita) ~~~ $250copayafterded  50%afterded
Emergencyroom $25000payafterded$25000payafterded .......................

copay waived if admitted

copay waived if admitted

Imaging (CT/PET scans, MRIs) $250 copay after ded 50% after ded

Pediatric eye exam (1 visit per year)? Covered in full; ded waived 50% after ded

Dental checkup/preventive dental care (2 visits per year)2 Not covered Not covered

Basic dental care Not covered Not covered

N

Pharmacy deductible Integrated with medical ded Integrated with medical ded

Preferred generic drugs P: $15 copay; ded waived; 0% after ded
NP: $20 copay; ded waived

Preferred brand drugs P: $45 copay after ded; 0% after ded
NP: $55 copay after ded

Nonpreferred drugs** P: $75 copay after ded; 0% after ded
NP: $85 copay after ded

Specialty drugs*** P: 40% after ded; 50% after ded

NP: 50% after ded

*P=Preferred in-network pharmacy; NP=Nonpreferred in-network pharmacy.

**Includes nonpreferred generic and brand drugs.

***P=Preferred specialty drugs; NP=Nonpreferred specialty drugs.

1The family deductible and/or out-of-pocket limit can be met by a combination of family members. Each covered family member only needs to satisfy
his or her individual deductible and/or out-of-pocket limit. Deductible and/or out-of-pocket limit are separate in and out of network.

2Any applicable benefit maximums are combined in and out of network.

CoventryOneis a health insurance product in Missouri underwritten by Coventry Health and Life Insurance Company and/or Coventry Health
Care of Missouri, Inc. CoventryOne health benefits products are administered by Coventry Health Gare of Missouri, Inc.

1 | www.coventryone.com
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Bronze CoventryOne Health Plan options in East Missouri
(Continued)

E-MO Coventry Bronze Deductible Only HSA
Eligible FocusedCare HPN

In network Out of network
$6,300/$12,600 $12,600/$25,200

Covered in full after ded 50% after ded

Covered in full; ded waived 50% after ded

Not covered Not covered

Integrated with medical ded Integrated with medical ded
S
e
e
o

This material is for information only. Rates and benefits vary by location. Health benefits plans contain exclusions and limitations. Investment services are
independently offered by the HSA Administrator. Providers are independent contractors and are not agents of Coventry. Provider participation may change

without notice. Coventry does not provide care or guarantee access to health services. Information is believed to be accurate
however, it is subject to change.

as of the production date;

Simple and Affordable | 2



Silver CoventryOne Health Plan options in East Missour

Plan E-MO Coventry Silver $15 Copay FocusedCare HPN
Deductible (ded) individual/family? $3,750/$7,500 $7,500/$15,000
(applies to out-of-pocket maximum)
Membercomsurance 30%50% ......................................................
Out-of-pocketmax|mum|nd|v|duallfam|Iy1 $6600/$13200$19800/$39600 .................................
(maximum you will pay for all covered services)
anarycarewsn $15copaydedwa|ved50%afterded .......................................
SpeclalIStVISIt ................................................................................ V|3|t1—2$75copay50%afterded .......................................
Visits 3+ $75 copay after ded
Hospltalstay $500C0payperadm|SS|0n+ded$1000COpayperadmISS|On+ded .......
then 30% then 50%
 Outpatient surgery (ambulatory surgical center/hospital) ~ $250 copay after ded; then 30%  $250 copay after ded; then 50%
E m erge n cy . room ............................................................................ V|3|t1 $500 Copay d edwawed V|s |t1 $500 . copayde dwa|ved ............
Visits 2+: $500 copay after ded; Visits 2+: $500 copay after ded;
copay waived if admitted copay waived if admitted
Urgentcare $75copaydedwa|ved50%afterded .......................................
Preventwecare Coveredmfulldedwawed50%afterded .......................................
Dlagnostlclab 30%afterded50%afterded .......................................
D|agnost|cx-ray SO%afterdedSO%afterded .......................................
Imagmg(CT/PETscansMRls $25OCopayafterdedthen30%$25000payafterdedthen50% ...........
vison
Pediatric eye exam (1 visit per year)? Covered in full; ded waived 50% after ded
I
Dental checkup/preventive dental care (2 visits per year)? Not covered Not covered
Baslcdentalcare Notcovered ............................................. N otcovered ...........................................
[
Pharmacy deductible $500 per member $1000 per member
Preferredgenencdrugs** PT1A$5copaydedwa|ved/50%afterded .......................................

T1-$15 copay; ded waived;
NP: T1A-$20 copay; ded waived/
T1-$20 copay; ded waived

Preferred brand drugs P: $45 copay after ded; 50% after ded
NP: $55 copay after ded

Nonpreferred drugs*** P: $75 copay after ded; 50% after ded
NP: $85 copay after ded

Specialty drugst P: 40% after ded; 50% after ded

NP: 50% after ded

*P=Preferred in-network pharmacy; NP=Nonpreferred in-network pharmacy.
**T1A=Value drugs; T1=Preferred generic drugs.

***Includes nonpreferred generic and brand drugs.
TP=Preferred specialty drugs; NP=Nonpreferred specialty drugs.

CoventryOneis a health insurance product in Missouri underwritten by Coventry Health and Life Insurance Company and/or Coventry Health
Care of Missouri, Inc. CoventryOne health benefits products are administered by Coventry Health Gare of Missouri, Inc.
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Silver CoventryOne Health Plan options in East Missouri

(Continued)

E-MO Coventry Silver $10 Copay 2750
FocusedCare HPN

$2,750/$5,500 $7,500/$15,000
i
$6600/$13200$19800/$39600 ...........................
$10copaydedwa|ved50%afterded ..................................
V|3|t1—2$75copay50%afterded ..................................
Visits 3+ $75 copay after ded
40%afterded$1OOOCopayperadm|ss|on+ded
then 50%
40%afterded$25000payafterdedthen50% ......

Visit 1: $500 copay; ded waived Visit 1: $500 copay; ded waived
Visits 2+: $500 copay after ded; Visits 2+: $500 copay after ded;
copay waived if admitted copay waived if admitted

$75 copay; ded waived 50% after ded
ot |ded T
T
T
40%afterded$25000payafterdedthen50% ......

Covered in full; ded waived 50% after ded

Not covered Not covered

Not covered Not covered

Integrated with medical ded Integrated with medical ded

P: T1A-$5 copay; ded waived/ 50% after ded
T1-$15 copay; ded waived;

NP: T1A-$20 copay; ded waived/

T1-$20 copay; ded waived

P: $45 copay after ded; 50% after ded
NP: $55 copay after ded
P: $75 copay after ded; 50% after ded
NP: $85 copay after ded
P: 40% after ded; 50% after ded

NP: 50% after ded

This material is for information only. Rates and
benefits vary by location. Health benefits plans
contain exclusions and limitations. Investment
services are independently offered by the HSA
Administrator. Providers are independent contractors
and are not agents of Coventry. Provider participation
may change without notice. Coventry does not
provide care or guarantee access to health services.
Information is believed to be accurate as of the
production date; however, it is subject to change.

The family deductible and/or out-of-pocket limit can be met by a combination of family members. Each covered family member only needs to satisfy his
or her individual deductible and/or out-of-pocket limit. Deductible and/or out-of-pocket limit are separate in and out of network.

2Any applicable benefit maximums are combined in and out of network.

Simple and Affordable | 4



Gold CoventryOne Health Plan option in East Missouri

Plan E-MO Coventry Gold $10 Copay FocusedCare HPN

In network Qut of network*

Member benefits

Deductible (ded) individual/family $1,400/$2,800 $6,750/$13,500

(applies to out-of-pocket maximum)

Member coinsurance 50%

Out-of-pocket maximum individual/family? $16,500/$33,000

(maximum you will pay for all covered services)

Primary care visit 50% after ded

Specialist visit Visit 1-5: $50 copay 50% after ded
Visits 6+ $50 copay after ded

Hospital stay 20% after ded $1,000 copay per admission + ded;

then 50%
Outpatient surgery (ambulatory surgical center/hospital) 20% after ded 50% after ded

Emergency room Visit 1-3: $250 copay Visit 1-3: $250 copay
Visits 4-+: $250 copay after ded; Visits 4-+: $250 copay after ded;
copay waived if admitted copay waived if admitted

Urgent care $75 copay; ded waived 50% after ded

Preventive care Covered in full; ded waived 50% after ded

Diagnostic lab 0% after ded 0% after ded

Diagnostic X-ray 0% after ded 50% after ded

Imaging (CT/PET scans, MRiIs) 20% after ded $250 copay after ded then 50%

Pediatric eye exam (1 visit per year)? Covered in full; ded waived 50% after ded

Dental checkup/preventive dental care (2 visits per year)? Not covered Not covered

Basic dental care Not covered Not covered

N [

Pharmacy deductible $250 per member $500 per member

Preferred generic drugs** P: T1A-$3 copay; ded waived/ 50% after ded
T1-$10 copay; ded waived;
NP: T1A-$15 copay; ded waived/
T1-$15 copay; ded waived

Preferred brand drugs P: $35 copay after ded; 50% after ded
NP: $45 copay after ded

Nonpreferred drugs*** P: $65 copay after ded; 50% after ded
NP: $80 copay after ded

Specialty drugst P: 30% after ded; 50% after ded
NP: 50% after ded

*P=Preferred in-network pharmacy; NP=Nonpreferred in-network pharmacy.
**T1A=Value drugs; T1=Preferred generic drugs.

***Includes nonpreferred generic and brand drugs.
TP=Preferred specialty drugs; NP=Nonpreferred specialty drugs.

CoventryOneis a health insurance product in Missouri underwritten by Coventry Health and Life Insurance Company and/or Coventry Health
Care of Missouri, Inc. CoventryOne health benefits products are administered by Coventry Health Care of Missouri, Inc.
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1The family deductible and/or out-of-pocket limit can be met by a combination of family members. Each covered family member only needs to satisfy his
or her individual deductible and/or out-of-pocket limit. Deductible and/or out-of-pocket limit are separate in and out of network.

2Any applicable benefit maximums are combined in and out of network.

This material is for information only. Rates and benefits vary by location. Health benefits plans contain exclusions and limitations. Investment services are
independently offered by the HSA Administrator. Providers are independent contractors and are not agents of Coventry. Provider participation may change
without notice. Coventry does not provide care or guarantee access to health services. Information is believed to be accurate as of the production date;
however, it is subject to change.
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