
                     
              

   

                         
                      

                         
                     
                 

      

    
 

     
     

 

                  
               

                  
          

   
    

 

     
     

              
                 

         

   
  

 

     
     

    

                  
                  

    

    
   

    
   

   
    

    

                
                 

 

     
   

   
      

    
 

             

      
    

 

                    
              

             
                  

   

      
   

             

Summary of Benefits and Coverage: What thi  Plan Cover  & What You Pay For Covered Service  Coverage Period: 01/01/2018 – 12/31/2018 
HealthChoice High: OMES EGID Coverage for: Member, Spouse, Child, Children | Plan Type: Indemnity 

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would 
share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately. 
This is only a summary. For more information about your coverage, or to get a copy of the complete term  of coverage, www.healthchoiceok.com. For 

general definition  of common term ,  uch a  allowed amount, balance billing, coin urance, copayment, deductible, provider, or other underlined term   ee the 
Glo  ary. You can view the Glo  ary at www.healthchoiceok.com or call 1-800-752-9475 to reque t a copy. 

Important Questions Answers Why This Matters: 

What is the overall 
deductible? 

$750 per on/$2,000 family. Doe  not 
apply to preventive care and 
pharmacy. 

You mu t pay all the co t  up to the deductible amount before thi  plan begin  to pay for 
covered  ervice  you u e. Check your policy or plan document to  ee when the deductible 
 tart  over (u ually, but not alway , January 1 t). See the chart  tarting on page 2 for how much 
you pay for covered  ervice  after you meet the deductible. 

Are there services 
covered before you meet 
your deductible? 

Ye . Preventive Service  are covered 
at 100% of allowed charge . 

$0 copayment for two preventive  ervice  office vi it  per calendar year for member  and 
dependent  age  18 and older one mammogram per year at no charge for women age  40 and 
older. No deductible for well child care vi it. http ://www.ok.gov/ ib/Preventive_Service .html 

Are there other 
deductibles for specific 
services? 

Ye . $100 per on/$300 family for 
pre cription drug coverage. There are 
no other  pecific deductibles. 

You mu t pay all of the co t  for the e  ervice  up to the  pecific deductible amount before thi  
plan begin  to pay for the e  ervice . See the chart  tarting on page 2 for other co t  for 
 ervice  thi  plan cover . 

What is the out-of-pocket 
limit for this plan? 

For Network Providers $3,300 
per on/$8,400 family; For non-
Network providers $3,800 
per on/$9,900 family. For Network 
pharmacy $2,500 per on/$4,000 family 

The out-of-pocket limit i  the mo t you could pay during a coverage period (u ually one year) 
for your  hare of the co t of covered  ervice . Thi  limit help  you plan for health care 
expen e . 

What is not included in 
the out-of-pocket limit? 

Premium , balance-billed charge , 
health care thi  plan doe n’t cover, 
amount  above maximum benefit 
limitation . 

Even though you pay the e expen e , they don’t count toward the out-of-pocket limit. 

Will you pay less if you 
use a network provider? 

Ye . 

If you u e a Network doctor or other health care provider, thi  plan will pay  ome or all of the 
co t  of covered  ervice . Be aware, your in-network doctor or ho pital may u e an out-of-
network provider for  ome  ervice . Plans u e the term in-network, preferred, or participating 
for providers in their Network. See the chart  tarting on page 2 for how thi  plan pay  different 
kind  of providers 

Do you need a referral to 
see a specialist? 

No. You can  ee the specialist you choo e without permi  ion from thi  plan. 

1 of 6 
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All copayment and coinsurance co t   hown in thi  chart are after your deductible ha  been met, if a deductible applie . 

Common 

Medical Event 
Services You May Need 

What You Will Pay Limitations, Exceptions, & Other Important 

Information 
Network Provider 

(You will pay the least) 
Out of Network Provider 
(You will pay the most) 

If you visit a health care 
provider’s office or 
clinic 

Primary care vi it to treat an 
injury or illne   

$30 copayment/vi it 50% coinsurance Charge  other than for an office vi it apply to 
deductible and coinsurance. Balance billing 
applie  to non-Network claim . Speciali t vi it $50 copayment/vi it 50% coinsurance 

Preventive care/ creening/ 
immunization 

No charge 50% coinsurance Balance billing applie  to non-Network claim . 

If you have a test 

Diagno tic te t (x-ray, blood 
work) 

20% coinsurance 50% coinsurance 
Certification may be required. If certification i  
not obtained, a 10% penalty or denial of 
benefit  may occur. 
See plan handbook for detail . Balance billing 
applie  to non-Network claim . 

Imaging (CT/PET  can , MRI ) 20% coinsurance 50% coinsurance 

If you need drugs to 
treat your illness or 
condition 
More information about 
prescription drug 
coverage i  available at 
www.healthchoiceok.com 

Generic drug  

$10 copayment 30 day 
 upply/$25 copayment 
31- 90 day  upply/ 
pre cription 

50%/pre cription See plan handbook for detail . 

Preferred brand drug  

$45 copayment 30 day 
 upply/$90 copayment 
31- 90 day  upply/ 
pre cription 

50%/pre cription See plan handbook for detail . 

Non-preferred brand drug  

$75 copayment 30 day 
 upply/$150 
copayment 31- 90 day 
 upply/ pre cription 

75%/pre cription See plan handbook for detail . 

Specialty drug  

Generic - $10 
copayment* Preferred -
$100 copayment* Non-
preferred - $200 
copayment 

Not Covered 

*Specialty medication  are covered only when 
ordered through CVS/caremark  pecialty 
pharmacy. Specialty medication  are covered 
only up to a 30 day  upply per copayment. 

If you have outpatient 
surgery 

Facility fee (e.g., ambulatory 
 urgery center) 

20% coinsurance 50% coinsurance 
Certification may be required. If certification i  
not obtained, a 10% penalty or denial of 
benefit  may occur. 
See plan handbook for detail . Balance billing 
applie  to non-Network claim . 

Phy ician/ urgeon fee  20% coinsurance 50% coinsurance 

If you need immediate Emergency room care $200 copayment $200 copayment 

[* For more information about limitation  and exception ,  ee the plan or policy document at www.healthchoiceok.com.] 2 of 6 
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Common 

Medical Event 
Services You May Need 

What You Will Pay Limitations, Exceptions, & Other Important 

Information 
Network Provider 

(You will pay the least) 
Out of Network Provider 
(You will pay the most) 

medical attention 20% coinsurance 20% coinsurance Balance billing applie  to non-Network claim . 
$200 copayment i  waived if admitted to 
ho pital or death occur . 

Emergency medical 
tran portation 

20% coinsurance 50% coinsurance 

Urgent care 20% coinsurance 50% coinsurance 

If you have a hospital 
stay 

Facility fee (e.g., ho pital room) 20% coinsurance 

50% coinsurance 
$300 copayment (for each 
non-network non-emergent 
ho pital  tay) 

Certification may be required. If certification i  
not obtained, a 10% penalty or denial of 
benefit  may occur. 
See plan handbook for detail . Balance billing 
applie  to non-Network claim . Phy ician/ urgeon fee  20% coinsurance 50% coinsurance 

If you need mental 
health, behavioral 
health, or substance 
abuse services 

Outpatient  ervice  20% coinsurance 50% coinsurance 
Limit of 20 vi it  per calendar year without 
certification. 
Balance billing applie  to non-Network claim . 

Inpatient  ervice  20% coinsurance 
50% coinsurance $300 
copayment (for each non-
network ho pital  tay) 

Certification may be required. If certification i  
not obtained, a 10% penalty or denial of 
benefit  may occur. 
See plan handbook for detail . Balance billing 
applie  to non-Network claim . 

If you are pregnant 

Office vi it  

$30 copayment/ 
Primary care vi it 
$50 copayment/ 
Speciali t vi it 

50% coinsurance Balance billing applie  to non-Network claim . 

Childbirth/delivery profe  ional 
 ervice  

20% coinsurance 50% coinsurance 
Include  one po tpartum home vi it, criteria 
mu t be met. Balance billing applie  to non-
Network claim . 

Childbirth/delivery facility 
 ervice  

20% coinsurance 
50% coinsurance $300 
copayment (for each non-
network ho pital  tay) 

Certification may be required. If certification i  
not obtained, a 10% penalty or denial of 
benefit  may occur. 
See plan handbook for detail . Balance billing 
applie  to non-Network claim . 

If you need help 
recovering or have 
other special health 
needs 

Home health care 20% coinsurance 50% coinsurance 

Certification may be required, if not obtained, a 
10% penalty or denial of benefit  may occur. 
See plan handbook for detail . (Up to 100 
vi it  per calendar year) 

Rehabilitation  ervice  20% coinsurance 50% coinsurance Certification may be required, if not obtained, a 

[* For more information about limitation  and exception ,  ee the plan or policy document at www.healthchoiceok.com.] 3 of 6 
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Common 

Medical Event 
Services You May Need 

What You Will Pay Limitations, Exceptions, & Other Important 

Information 
Network Provider 

(You will pay the least) 
Out of Network Provider 
(You will pay the most) 

10% penalty or denial of benefit  may occur. 
See plan handbook for detail . (Up to 60 vi it  
per calendar year for each type of therapy 
including phy ical, occupational, and  peech) 

Habilitation  ervice  Not Covered Not Covered Excluded service. 

Skilled nur ing care 20% coinsurance 50% coinsurance 

Certification may be required, if not obtained, a 
10% penalty or denial of benefit  may occur. 
See plan handbook for detail . (Up to 100 
day  per calendar year) 

Durable medical equipment 20% coinsurance 50% coinsurance Certification may be required, if not obtained, a 
10% penalty or denial of benefit  may occur. 
See plan handbook for detail . 

Ho pice  ervice  
20% coinsurance 50% coinsurance 

If your child needs 
dental or eye care 

Children’  eye exam Not Covered Not Covered Excluded service. 

Children’  gla  e  Not Covered Not Covered Excluded service. 

Children’  dental check-up Not Covered Not Covered Excluded service. 

Excluded Services & Other Covered Services: 

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.) 

• Acupuncture (except for ane the ia) • Habilitation  ervice  • Routine eye care (Adult) 
• Co metic  urgery • Long-term care • Routine foot care 
• Dental care • Private-duty nur ing • Weight lo   program  

Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.) 

• Hearing aid  (under the age of 18, 1 every 48 • Bariatric Surgery (Limited coverage for certain 
month  per hearing impaired ear) • Non-emergency care when traveling out ide the 

treatment .) • Infertility treatment (Limited coverage for certain U.S • Chiropractic care (60 vi it  per calendar year) 
 ervice , drug  and treatment.) 

Your Rights to Continue Coverage: There are agencie  that can help if you want to continue your coverage after it end . The contact information for tho e 
agencie  i : contact the plan at 1-800-752-9475. You may al o contact your  tate in urance department, the U.S. Department of Labor, Employee Benefit  Security 
Admini tration at 1-866-444-3272 or www.dol.gov/agencie /eb a, or the U.S. Department of Health and Human Service  at 1-877-267-2323 x61565 or 
www.cciio.cm .gov. Other coverage option  may be available to you too, including buying individual in urance coverage through the Health In urance Marketplace. 
For more information about the Marketplace, vi it www.HealthCare.gov or call 1-800-318-2596. 

Your Grievance and Appeals Rights: There are agencie  that can help if you have a complaint again t your plan for a denial of a claim. Thi  complaint i  called a 
grievance or appeal. For more information about your right , look at the explanation of benefit  you will receive for that medical claim. Your plan document  al o 
provide complete information to  ubmit a claim, appeal, or a grievance for any rea on to your plan. For more information about your right , thi  notice, or a  i tance, 

[* For more information about limitation  and exception ,  ee the plan or policy document at www.healthchoiceok.com.] 4 of 6 
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contact: EGID Health Claim  Admini trator 405-416-1800 or toll free 1-800-782-5218, HealthChoice Member Service  405-717-8780 or toll free 1-800-752-9475 TDD 
Oklahoma City Area: 1-405-949-2281, TDD All Area : 1-866-447-0436. Additionally, a con umer a  i tance program can help you file your appeal. Contact the 
Oklahoma In urance Department at http://www.ok.gov/oid/Con umer /Con umer_A  i tance/index.html. 

Does this plan provide Minimum Essential Coverage? Yes 
If you don’t have Minimum E  ential Coverage for a month, you’ll have to make a payment when you file your tax return unle   you qualify for an exemption from the 
requirement that you have health coverage for that month. 

Does this plan meet the Minimum Value Standards? Yes 
If your plan doe n’t meet the Minimum Value Standard , you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace. 

Language Access Services: 
[Spani h (E pañol): Para obtener a i tencia en E pañol, llame al 1-800-323-4314.] 
[Tagalog (Tagalog): Kung kailangan ninyo ang tulong  a Tagalog tumawag  a 1-800-323-4314.] 

[Chine e (中文 ):如果需要中文的帮助，请请打这个号码1-800-323-4314.] 

[Navajo (Dine): Dinek'ehgo  hika at'ohwol nini ingo, kwiijigo holne' 1-800-323-4314.] 
––––––––––––––––––––––To see ex mples of how this pl n might cover costs for  s mple medic l situ tion, see the next section.–––––––––––––––––––––– 

[* For more information about limitation  and exception ,  ee the plan or policy document at www.healthchoiceok.com.] 5 of 6 
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About these Coverage Examples: 

This is not a cost estimator. Treatment   hown are ju t example  of how thi  plan might cover medical care. Your actual co t  will be 
different depending on the actual care you receive, the price  your provider  charge, and many other factor . Focu  on the co t  haring 
amount  (deductible , copayment  and coin urance) and excluded  ervice  under the plan. U e thi  information to compare the portion of 
co t  you might pay under different health plan . Plea e note the e coverage example  are ba ed on  elf-only coverage. 

Peg is Having a Baby 
(9 month  of in network pre natal care and a 

ho pital delivery) 

Mia’s Simple Fracture 
(in network emergency room vi it and follow 

up care) 

Managing Joe’s type 2 Diabetes 
(a year of routine in network care of a well 

controlled condition) 

• The plan’s overall deductible $750 • The plan’s overall deductible $750 • The plan’s overall deductible $750 
• Specialist [cost s aring] $50 • Specialist [cost s aring] $50 • Specialist [cost s aring] $50 
• Hospital (facility) [cost s aring] 20% • Hospital (facility) [cost s aring] 20% • Hospital (facility) [cost s aring] 20% 
• Other [cost s aring] 20% • Other [cost s aring] 20% • Other [cost s aring] 20% 

This EXAMPLE event includes services like: This EXAMPLE event includes services like: This EXAMPLE event includes services like: 
Speciali t office vi it  (pren t l c re) Primary care phy ician office vi it  (including Emergency room care (including medic l 
Childbirth/Delivery Profe  ional Service  dise se educ tion) supplies) 
Childbirth/Delivery Facility Service  Diagno tic te t  (blood work) Diagno tic te t (x-r y) 
Diagno tic te t  (ultr sounds  nd blood work) Pre cription drug  Durable medical equipment (crutches) 
Speciali t vi it ( nesthesi ) Durable medical equipment (glucose meter) Rehabilitation  ervice  (physic l ther py) 

Total Example Cost $12,800 Total Example Cost $7,400 Total Example Cost $1,900 

In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay: 

Cost Sh ring Cost Sh ring Cost Sh ring 

Deductible  $750 

Copayment  $70 

Coin urance $2,500 

Deductible * $850 

Copayment  $1,200 

Coin urance $400 

Deductible  $750 

Copayment  $350 

Coin urance $100 

Wh t isn’t covered Wh t isn’t covered Wh t isn’t covered 

Limit  or exclu ion  $60 Limit  or exclu ion  $60 Limit  or exclu ion  

The total Peg would pay is $3,380 The total Joe would pay is $2,510 

$0 

The total Mia would pay is $1,200 

The plan would be re pon ible for the other co t  of the e EXAMPLE covered  ervice . 6 of 6 


