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This Plan Benefits Chart provides alternative health

coverage options from UnitedHealthcare. These plans
feature an array of costs, benefit designs and cost-
sharing options, so they can be tailored to fit your
employees’ health care needs and preferences, as
well as their budgets. And most importantly, all plans
are supported by a national physician network and

dedicated local customer service.

'J@ UnitedHealthcare



Choice Plus Tech 1

Types of Coverage Traditional 10/90% Traditional 15/80% Traditional with Ded
Plan WK-F Plan WK- 10/250/90% Plan WK-H
Non- Non- Non-
Network Network Network Network Network Network
Annual Deductible: Per Year *Family 2X Individual $0 $300 $0 $500 $250 $250
Out-of-Pocket Maximum with Deductible *Family 2X Individual $1,500 $2,300 $2,000 $4,000 $1,250 $2,250
I\N/I:t)\(l:grukr}r;\llzrc])lﬁyétl\?veor;glt per Covered Person (combined $5,000,000 $5.,000,000 $5.000,000
Non-Network Coinsurance 70% 60% 70%
Preventive Care
Office Visit $10 Co'\\l/(e):ed $15 Co'\\l/g:ed $10 Co@g:ed
Lab, X-ray and preventive test 100% 100% 100%
Vi_sio_n Exams _ $10 Not $15 Not $10 Not
(Limited to one per year from a Network Provider) Covered Covered Covered
Emergency/Urgent Care
Ambulance Services - Emergency and Non-Emergency 90% 80% 90%
Emergency Health Services - Outpatient $75 $100 $100
Urgent Care Center Services $35 $50 $50
Professional Care/Diagnostics
Office Visit $10 $15 $10
Professional Fees for Surgical and Medical Services 90% 80% 90%
Outpatient Surgery, Diagnostic and Therapeutic Services:
Surgery 90% 80% 90%
Diagnostic Services 100% 100% 100%
CT Scans, PET Scans, MRI and Nuclear Medicine 90% 80% 90%
Outpatient Therapeutic Treatments 90% 80% 90%
Facility Care
Hospital - Inpatient Stay 90% 80% 90%
Zﬁ:;zig;rﬂg%g;:%gr/ygjgent Rehabilitation Facility Services 90% 80% 90%
Hospice Care 90% 80% 90%
Additional Benefits
'(B\L(;gvr;tue?;g r?OSvei?i/tf %Ser year) i Hilg I
(Limited to $10,000 per yoar 90% 80% 20%
(HL?r?qzltg?:I ?gd$s5, 000 per year) el e el
(HL?gi?egig Itﬁ?g ?geme health care services per year) e 0 Sl
Mental Health Services
Inpatient and Intermediate 90% 80% 90%
Outpatient $10 $15 $10
Neurobiological Disorders - Autism Spectrum Disorder Services
Inpatient and Intermediate 90% 80% 90%
Outpatient $10 $15 $10
Neurodevelopment Therapy $10 $15 $10
l(DL';'cr):l'ttZEc;tllf:o %38%?0 per year) S0 E 0%
_II?;Z?::Ieltnatt:?n Services - Outpatient Therapy and Manipulative $10 $15 $10
Substance Use Disorder Services
Outpatient $10 $15 $10
Inpatient and Intermediate 90% 80% 90%
e e o oy "
Rx Plan Choices (must select one) EM, F5, H9, K6, N7, NR, OL, OO, OP

** Limited to 20 visits of physical therapy; 20 visits of occupational therapy; 20 visits of speech therapy; 24 visits of manipulative treatment; 20 visits of mas-
sage therapy; 20 visits of pulmonary rehabilitation; 36 visits of cardiac rehabilitation; and 30 visits of post-cochlease implant aural therapy Per Year.




Choice Plus Tech 1 continued

Traditional with Ded

Traditional with Ded

Traditional with Ded

Traditional With Ded

Types of Coverage 15/250/90% Plan 15/250/80% Plan 15/500/90% Plan 10/500/80% Plan
WK-K WK-J WK-L WK-G
Non- Non- Non- Non-
Network Network Network Network Network Network Network Network
Annual Deductible: Per Year *Family 2X Individual $250 $500 $250 $500 $500 $500 $500 $1,000
Out-of-Pocket Maximum with Deductible *Family 2X Individual $2,250 $4,500 $2,250 $4,500 $1,500 $2,500 $2,500 $5,000
?g:g)r(rllraﬂ?dpl\?gtfzo?lz?\leglr:-rl)\le;tvcvgylgred Person $5,000,000 $5,000,000 $5,000,000 $5,000,000
Non-Network Coinsurance 70% 60% 70% 60%
Preventive Care
Office Visit $15 Co’\\l/glt'ed $15 Co’\\l/glt'ed $15 Co’\\l/glt'ed $10 Co’\\l/glt'ed
Lab, X-ray and preventive test 100% 100% 100% 100%
X_Iisrlr?i?eg)ésgﬁe per year from a Network Provider) $15 Cor\\l/glt'ed $15 Co’\\l/g:ed $15 Cor\\l/glt'ed $10 Co’\\l/g:ed
Emergency/Urgent Care
Ambulance Services - Emergency and Non-Emergency 90% 80% 90% 80%
Emergency Health Services - Outpatient $100 $100 $100 $100
Urgent Care Center Services $50 $50 $50 $50
Professional Care/Diagnostics
Office Visit $15 $15 $15 $10
Professional Fees for Surgical and Medical Services 90% 80% 90% 80%
Outpatient Surgery, Diagnostic and Therapeutic Services:
Surgery 90% 80% 90% 80%
Diagnostic Services 100% 100% 100% 100%
CT Scans, PET Scans, MRI and Nuclear Medicine 90% 80% 90% 80%
Outpatient Therapeutic Treatments 90% 80% 90% 80%
Facility Care
Hospital - Inpatient Stay 90% 80% 90% 80%
iﬁ%ﬁiéﬂgﬂg%gfgﬂgrll;gsgent Rehabilitation Facility Services 90% 80% 90% 80%
Hospice Care 90% 80% 90% 80%
Additional Benefits
(Limtoa t 10 viss per year) 815 815 815 $10
B o oo
'(_El?vzltre‘% ?gd$s5, 000 per year) £l e 2Lz Sz
Z?n:}?egig I%g ?7r:me health care services per year) 90% 80% 90% 80%
Mental Health Services
Inpatient and Intermediate 90% 80% 90% 80%
Outpatient $15 $15 $15 $10
Neurobiological Disorders - Autism Spectrum Disorder Services
Inpatient and Intermediate 90% 80% 90% 80%
Outpatient $15 $15 $15 $10
Neurodevelopment Therapy $15 $15 $15 $10
(PLr/'%?ittgztlt%%?g,%eOsO per year) 90% 80% 90% 80%
'}?rig?r?:gtnatg?n Services - Outpatient Therapy and Manipulative $15 $15 $15 $10
Skilled Nursing Facility/Inpatient Rehabilitation Facility Services
(Limited to 60 days per year)
Substance Use Disorder Services
Outpatient $15 $15 $15 $10
Inpatient and Intermediate 90% 80% 90% 80%
Transplantation Services (Limited to $350,000 combined 90% 80% 90% 80%

Network/Non-Network and 6-month Waiting Period)

Rx Plan Choices (must select one)

** Limited to 20 visits of physical therapy; 20 visits of occupational therapy; 20 visits of speech therapy; 24 visits of manipulative treatment; 20 visits of massage therapy; 20 visits of




Traditional with Ded
15/500/90%

Plan WK-M

Traditional with Ded
20/500/90% Plan
WK-O

Balanced 20/750/80%

Plan WK-N

Balanced
25/1000/80% Plan
WK-P

Definity HRA
25/1000/80%
Plan WO-Y

Definity HSA

1500/90% Plan WR-L

Non-Differential PPO
20/1000/80%
Plan WC-W
(for out-of-area

employees only)

Non- Non- Non- Non- Non- Non- Network/
Network Network Network Network Network Network Network Network Network Network Network Network Non-Network
$500 $1,500 $500 $1,000 $750 $1,500 $1,000 $2,000 $1,000 $2,000 $1,500 $3,000 $1,000/$1,000
$3,000 $6,500 $3,500 $7,000 $2,750 $5,500 $3,000 $10,000 $3,000 $10,000 $3,000 $6,000 $4,500/$4,500
$5,000,000 $5,000,000 $5,000,000 $5,000,000 $5,000,000 $5,000,000 $5,000,000
70% 70% 60% 60% 60% 60% 80%
Not Not Not Not Not
$15 Covered $20 Covered $20 Covered $25 Covered $25 Covered 100% $20
100% 100% 100% 100% 100% 100% 100%
Not Not Not Not Not
$15 Covered $20 Covered $20 Covered $25 Covered $25 Covered 90% $20
90% 90% 80% 80% 80% 90% 80%
$100 $100 $100 $100 $100 90% 80%
$50 $50 $50 $50 $50 90% 80%
$15 $20 $20 $25 $25 90% $20
90% 90% 80% 80% 80% 90% 80%
90% 90% 80% 80% 80% 90% 80%
100% 100% 100% 100% 100% 90% 80%
90% 90% 80% 80% 80% 90% 80%
90% 90% 80% 80% 80% 90% 80%
90% 90% 80% 80% 80% 90% 80%
90% 90% 80% 80% 80% 90% 80%
90% 90% 80% 80% 80% 90% 80%
$15 $20 $20 $25 $25 90% $20
90% 90% 80% 80% 80% 90% 80%
90% 90% 80% 80% 80% 90% 80%
90% 90% 80% 80% 80% 90% 80%
90% 90% 80% 80% 80% 90% 80%
$15 $20 $20 $25 $25 90% $20
90% 90% 80% 80% 80% 90% 80%
$15 $20 $20 $25 $25 90% $20
$15 $20 $20 $25 $25 90% $20
90% 90% 80% 80% 80% 90% 80%
$15 $20 $20 $25 $25 90% $20
80%
$15 $20 $20 $25 $25 90% $20
90% 90% 80% 80% 80% 90% 80%
90% 90% 80% 80% 80% 90% 80%
H9
pulmonary rehabilitation; 36 visits of cardiac rehabilitation; and 30 visits of post-cochlease implant aural therapy Per Year.




Choice Plus Tech 2

Types of Coverage

Traditional 15/90%

Traditional 20/80%

Traditional with Ded
15/250/90% Plan

Traditional with Ded
20/250/90% Plan

Plan WK-R Plan WK-T WK-S WK-V
Non- Non- Non- Non-
Network Network Network Network Network Network Network Network
Annual Deductible: Per Year *Family 3X Individual $0 $300 $0 $500 $250 $250 $250 $500
%‘;‘n?.f.y":,?;k.ﬁg,“cﬁ‘,ﬂ;”l um with Deductible $2,000 | $4,000 | $2,500 | $5000 | $2,500 | $5,000 | $3,000 | $6,000
xg’;ﬂ‘:‘?dpﬁgméﬁﬁgg_‘,’\,egtvcvg;’lgred Person $5,000,000 $5,000,000 $5,000,000 $5,000,000
Non-Network Coinsurance 60% 50% 60% 60%
Preventive Care
Office Visit $15 Co'\\l/g:ed $20 Co'\\l/g:ed $15 Co'\\l/(g:ed B2y Co'\\l/g:ed
Lab, X-ray and preventive test 100% 100% 100% 100%
Xi?;(i)tre]dEt)c(Jao?: exam every 3 years from a Network Provider) S Coﬁg:ed % Co@g:ed L% Coﬁg:ed 2% Cogg:ed
Emergency/Urgent Care
Ambulance Services - Emergency and Non-Emergency 90% 80% 90% 90%
Emergency Health Services - Outpatient $150 + 90% $150+ 80% $150+ 90% $150+ 90%
Urgent Care Center Services $75 $75 $75 $75
Professional Care/Diagnostics
Office Visit $15 $20 $15 $20
Professional Fees for Surgical and Medical Services 90% 80% 90% 90%
Outpatient Surgery, Diagnostic and Therapeutic Services:
Surgery 90% 80% 90% 90%
Diagnostic Services 90% 80% 90% 90%
CT Scans, PET Scans, MRI and Nuclear Medicine 90% 80% 90% 90%
Outpatient Therapeutic Treatments 90% 80% 90% 90%
Facility Care
ggjﬁﬁ,@ ?fp;ggg)t Stay (Inpatient per occurrence 90% 80% 90% 90%
Sorvices (Limied to 60 days peryeary o 90% 80% 90% 90%
Hospice Care 90% 80% 90% 90%
Additional Benefits
(ALCI;IL;SI‘L;ZCE r?osvei;vitlg (-:)ser year) wle B wle B
Durable Medical Equipment (Limited to $5,000 per year) 90% 80% 90% 90%
Z?ri:;g% '?gd;& 000 per year) <l e 2z S0
(HL?r%?egig I%(C): 77I:me health care services per year) ST 07 Sl 20
Mental Health Services
Inpatient and Intermediate 90% 80% 90% 90%
Outpatient $15 $20 $15 $20
Neurobiological Disorders - Autism Spectrum Disorder
Services
Inpatient and Intermediate 90% 80% 90% 90%
Outpatient $15 $20 $15 $20
Neurodevelopment Therapy $15 $20 $15 $20
Z?r?ittr;?ll% I16)965\/2)(2)608 per year) 207 80% 207 <0
rl?if)zlaati:lx;teatll'?gafﬁgr:(t:’is Outpatient Therapy and Ma $15 $20 $15 $20
Substance Use Disorder Services
Outpatient $15 $20 $15 $20
Inpatient and Intermediate 90% 80% 90% 90%
Transplantation Services (Limited to $350,000
combined Network/Non-Network and 6-month Waiting 90% 80% 90% 90%

Period)

Rx Plan Choices (must select one)

** Limited to 30 visits combined for physical therapy, occupational therapy, speech therapy, massage therapy, pulmonary rehabilitation, cardiac rehabilitation and post-cochlear




Traditional with Ded | Traditional with Ded | Traditional with Ded | Traditional with Ded Traditional with Ded Balanced 25/750/80% Balanced
20/250/80% Plan 20/500/90% 15/500/80% Plan 20/500/90% Plan 25/500/90% Plan Plan WK-Y ° 30/1000/80%
WK-U Plan WK-W WK-Q WK-X WK-Z Plan WO-R
Non- Non- Non- Non- Non- Non- Non-
Network Network Network Network Network Network Network Network Network Network Network Network Network Network
$250 $500 $500 $500 $500 $1,000 $500 $1,500 $500 $1,000 $750 $1,500 $1,000 $2,000
$3,000 $6,000 $2,500 $5,000 $3,000 $6,000 $3,000 $6,000 $3,500 $7,000 $3,500 $7,000 $4,000 $8,000
$5,000,000 $5,000,000 $5,000,000 $5,000,000 $5,000,000 $5,000,000 $5,000,000
50% 60% 50% 60% 60% 50% 50%
Not Not Not Not Not Not Not
$20 Covered $20 Covered $15 Covered $20 Covered $25 Covered $25 Covered $30 Covered
100% 100% 100% 100% 100% 100% 100%
Not Not Not Not Not Not Not
% Covered Sl Covered e Covered Sl Covered ST Covered e Covered e Covered
80% 90% 80% 90% 90% 80% 80%
$150+ 80% $150+ 90% $150+ 80% $150+ 90% $150+ 90% $150+ 80% $150+ 80%
$75 $75 $75 $75 $75 $75 $75
$20 $20 $15 $20 $25 $25 $30
80% 90% 80% 90% 90% 80% 80%
80% 90% 80% 90% 90% 80% 80%
80% 90% 80% 90% 90% 80% 80%
80% 90% 80% 90% 90% 80% 80%
80% 90% 80% 90% 90% 80% 80%
80% 90% 80% 90% 90% 80% 80%
80% 90% 80% 90% 90% 80% 80%
80% 90% 80% 90% 90% 80% 80%
$20 $20 $15 $20 $25 $25 $30
80% 90% 80% 90% 90% 80% 80%
80% 90% 80% 90% 90% 80% 80%
80% 90% 80% 90% 90% 80% 80%
80% 90% 80% 90% 90% 80% 80%
$20 $20 $15 $20 $25 $25 $30
80% 90% 80% 90% 90% 80% 80%
$20 $20 $15 $20 $25 $25 $30
$20 $20 $15 $20 $25 $25 $30
80% 90% 80% 90% 90% 80% 80%
$20 $20 $15 $20 $25 $25 $30
$20 $20 $15 $20 $25 $25 $30
80% 90% 80% 90% 90% 80% 80%
80% 90% 80% 90% 90% 80% 80%

EM, F5, H9, K6, N7, NR, OL, OO, OP

implant aural therapy Per Year. Manipulative Treatment is limited to 18 visits Per Year.




Choice Plus Tech 3

Traditional with Ded o Balanced Balanced
Types of Coverage 20/500/80% Ba'anlfl‘:‘:'] 33’;_5)((” 80% 30/1250/80% 30/1500/80%
Plan WO-T Plan WO-U Plan WO-V
Non- Non- Non- Non-
Network Network Network Network Network Network Network Network
Annual Deductible: Per Year *Family 3X Individual $500 $1,000 $750 $1,500 $1,250 $2,500 $1,500 $3,000
Out-of-Pocket Maximum with Deductible *Family 3X Individual $2,500 $5,000 $3,500 $7,000 $4,500 $9,000 $5,000 $10,000
Maximum Policy Benefit per Covered Person (combined
Network/Non-Network) $5,000,000 $5,000,000 $5,000,000 $5,000,000
Non-Network Coinsurance 50% 50% 50% 50%
Preventive Care
) . Not Not Not Not
Office Visit $20 Covered $30 Covered $30 Covered $30 Covered
Lab, X-ray and preventive test 100% 100% 100% 100%
Vision Exams ® Not a Not Q Not o Not
(Limited to one exam every 3 years from a Network Provider) e Covered S Covered e Covered e Covered
Emergency/Urgent Care
Ambulance Services - Emergency and Non-Emergency 80% 80% 80% 80%
Emergency Health Services - Outpatient $150 + 80% $150 + 80% $150 + 80% $150 + 80%
Urgent Care Center Services $75 $75 $75 $75
Professional Care/Diagnostics
Office Visit $20 $30 $30 $30
Professional Fees for Surgical and Medical Services 80% 80% 80% 80%
Outpatient Surgery, Diagnostic and Therapeutic Services:
Surgery 80% 80% 80% 80%
Diagnostic Services 80% 80% 80% 80%
CT Scans, PET Scans, MRI and Nuclear Medicine 80% 80% 80% 80%
Outpatient Therapeutic Treatments 80% 80% 80% 80%
Facility Care
Hospital — Inpatient Stay (Inpatient per occurrence deductible 80% 80% 80% 80%
of $250)
Skilled Nursing Facility/Inpatient Rehabilitation Facility Services
(Limited to 60 days per year) e e e e
Hospice Care 80% 80% 80% 80%
Additional Benefits
Acupuncture Services
(Limited to 10 visits per year) $20 $30 $30 $30
Durable Medical Equipment
(Limited to $5,000 per year) e e 2 &
Hearing Aids
(Limited to $5,000 per year) e % e S
Home Health Care o o 9 )
(Limited to 130 home health care services per year) 80% 80% 80% 80%
Mental Health Services
Inpatient and Intermediate 80% 80% 80% 80%
Outpatient $20 $30 $30 $30
Neurobiological Disorders - Autism Spectrum Disorder Services
Inpatient and Intermediate 80% 80% 80% 80%
Outpatient $20 $30 $30 $30
Neurodevelopment Therapy $20 $30 $30 $30
Prosthetic Devices ® ® ® ®
(Limited to $5,000 per year) S0 S0 S5 g
Rehabilitation Services - Outpatient Therapy and Manipulative
Treatment** $20 $30 $30 $30
Substance Use Disorder Services
Outpatient $20 $30 $30 $30
Inpatient and Intermediate 80% 80% 80% 80%
Transplantation Services (Limited to $350,000 combined 80% 80% 80% 80%

Network/Non-Network and 6-month Waiting Period)

Rx Plan Choices (must select one)

EM, F5, H9, K6, N7, NR, OL, OO, OP

limited to 12 visits Per Year.

** Limited to 30 visits combined for physical therapy, occupational therapy, speech therapy, massage therapy, pulmonary rehabilitation, cardiac rehabilitation and post-cochlear implan




Ealaced Traditional 50%/50%
30/2000/80% Plan WO-S
Plan WO-W
Non- Non-
Network Network Network Network
$2,000 $4,000 None
$5,000 $10,000 None
$5,000,000 $5,000,000
50% 50%
Not Not
$30 Covered e Covered
100% 100%
0 Not 0 Not
el Covered B Covered
| 80% 50%
$150 + 80% 50%
$75 50%
$30 50%
80% 50%
80% 50%
80% 50%
80% 50%
80% 50%
80% 50%
80% 50%
80% 50%
$30 50%
80% 50%
80% 50%
80% 50%
80% 50%
$30 50%
80% 50%
$30 50%
$30 50%
80% 50%
$30 50%
$30 50%
80% 50%
80% 50%

t aural therapy Per Year. Manipulative Treatment is

UnitedHealthcare Prescription Plan Options:

Prescription medications are categorized within three tiers based on our review of their
effectiveness and cost.

Compounded medications, those medications containing one or more ingredients that are prepared
“on-site” by a pharmacist, are classified at the Tier 3 level, provided that the individual ingredients
used in compounding are covered under the pharmacy benefit. Specific drugs may move tiers
during the year based upon FDA approvals, generic availability and the like.

PLAN: I?Ecll)i\lljllc:ZEill-yE Tier 1 Copay Tier 2 Copay Tier 3 Copay
N7 $7 $25 $50

K6 $10 $20 $40

OoP $100/$300 $10 $20 $40

F5 $10 $25 $45

(o]0} $100/$300 $10 $25 $50

H9 $10 $30 $50

oL $100/$300 $10 $30 $50

EM $15 $30 $60

NR $10 $35 50%

HO (Only with HSAs) | COombined with $10 $30 $50

lﬂ@ UnitedHealthcare

This benefit grid is intended only to highlight plan benefits and should not be relied upon to fully determine
coverage. Please refer to your Certificate of Coverage and Group Policy for the terms of the plan benefits. These
plans may not cover all health care expenses. The policy has exclusions, limitations and terms under which the
policy may be continued in force or discontinued. Network Benefits are payable for Covered Health Services
provided by or under the direction of your Network physician. Prior Notification is required for certain services.

Insurance coverage provided by or through UnitedHealthcare Insurance Company or its affiliates. Administrative
services provided by UnitedHealthcare Insurance Company, United HealthCare Services, Inc. or their affiliates.

UnitedHealthcare and dimensional logo composite are registered service marks of UnitedHealth Group
Incorporated, and is used under license.
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