Allegheny County School

Health Insurance Consortium

AON

2023/2024 MEDICAL SCHEDULE OF BENEFITS

Listed below is the Medical Schedule of Benefits Comparison for the

Allegheny County Schools Health Insurance Consortium Health Plans

On the chart below, you'll see what your plan pays for specific services. You may be responsible for a facility fee, clinic charge or similar fee or charge (in addition to any

professional fees) if your office visit or service is provided at a location that qualifies as a hospital department or a satellite building of a hospital.
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Coatract Year

Deductibie (per bonefit porod;

Rautine Adult

100% [deductizie doss

|ndivduzl Hans §1.200 £2.000 Mone 500
Family Hone 52 400 54000 Mone $1,000
:I'!i'lﬁ:f: = payment hased o the prag 100% ke atter desuztible 50% alter deduchble 100 0% alter deductivle
Qut-of Pocket Lot {Incudes coinsurance
Once met, plan pays 100% cwnsuranoe for
tne reat of the beneit penad)
Indivdusl Hons 54,000 58,000 MNane $1,600

| Famih Hone 55.00C 515.00C Hone $3.200

i Office/Clinic/Urgent Care Visits
5{;’&5“’ Care Provider Office Visits & \irtua 100% afer S0 copay | 100% sher $20 cosy | 50% sterdeducbble | 100% sher S0copay | 100% adter S20 capay
Specialist OFice Visits & Virtval Vit 100% afer $20 copay 100% after $50 coray 0% afer deduchble 100AE afler 520 copay | 10058 afler 530 copay
Retal Clinic Visits & Virual Visits 100% aftor 35 copay 100% aftor §40copay | 50% ahor doductble | 100% afier 85 copay | 10086 atter 840 copay
Virtual Viss Proveier Cngimaling Site Fes 100% BOAE arfler decuible 50% alter deduchibke 100% 20% after deducticle
Uraant Care Center Vists 100% aher $10 coney 100% after $40 conay 50% afier deductble 1007% after 510 copay | 100% a‘ter 540 copay
Telemedicine Services (5] 100% after 50 cop _100% stter§20 cogay | not covered 1030% 30 copay 10058 aller 530 capay

: __ Preventive Care (2)

100% {d=ductible aoes

[nagneste Services ana Procedures

Frergency Room Sanioes (6)

net appl

50% aher deduchble

Emergency Services
100% atte $700 eopay (wawed || admilled)

Physical Exams 100% niot agply) S50% aker deductibke 1007 not agphy)
100% [deduchinie doas 1008 100% ideduciible goss

Adut immunizations 100% not apply] 50% afer deductble not agply)
100% (deduchple doss 100 100% {deductible coes

Colorecial cances soresning 100% not applyl 50% afier deductible not agphyd
Routne Gynecclageal Exams, incuding a 100% (deductiole doss 50% (deductibe does 100 100% (deductible coes

Pap Test 100% not spply) rof appy! ) not aophy)
100% (deduchoie does 1o 100% (deduetible coes

IWammegrams, Annua Roubne 10C% not apply) 50% afer deductble niot apply)
100% [deduchnie doss 10608 100% (deductible coss

| ammograms, Mecically Necossary 100% nct apply) 50% afer deductble not asply)
100% (deductiols doss 100 100% (deductible coes

Depgnosle Servaes and Procedures 100% nct apply} 50% alter deduclible nal apphyd

Routine Pediatric

e 100 100% |dac_luc1iube does 50% aftar deduclible 100 100% (deductible coes

Physical Evams net apply) not asphy)
) 100% (ceductdie doss 50% [neductipe does 1005 100% (deducrible coes

Pedaine | mmdnEations 100% ___hat apply) not appy’) nat agply)
100% (deductivle does 100% 100% (deductible coes

100% after 3100 upi!y {waeed I admilted)

nal apgl

Ambulance — Emergency (7)

100% (deductiole does not apoly)

100% (deductiode does not apoly)

Ambulance - Mon-Emergency (7]

100% (deducticle dozs not spaly)
Hespital and Medical f Surgleal Expenses (including maternity)

100% (deductivle does not apply)

consultations)/Surgica Ex

100%

‘and Rehahilitation Se

rvices

Hosohal Inpatient 100% 8% atter deductible 50% afer deductble 100% 0% after deductiols
Hosoral Qutpatent 100% 80% ater decuctible 50% afier deductible 100% B0% after deductivle |
Matamily (nan-preventve faciity &
professiona’ services) nguding dependent
daughtes 100% AR atter decuctible 50% aher deductible 1005 20% afler deductinle
Wadizal Care (instuding mpalbant vists and

ENSESs 100% 804 a'ter deauctible 50% afier deductble 100% A% after deductiole

Phyeical Medicing 100% sfter deduct:ble 50% afer deductble 100% 100% ster deductble
Resoiratory Therapy 100% 30 aftor decuctible 50% after doductiblke 100% 30% after deducticle

Speech Tharapy 100% A00% alter deducthle H50% aher deduchible 107 100% =fer deductible
Occupatonal Therapy 100% 100% sher deductble 50% afer deductible 100% 100% a'ter degudtible
Spina Manipulanons 1 00% after 526 copay 100% siter 350 cogay 50% afer deductble 10086 afler 525 copay | 1008 afler $50 copay

Oiner Therapy Services [Cardae Rehab
Infusion Trarapy Chemotherapy, Radistion
Th rd Diply=is]

100%

a0 after devuctible

50% after deductible

1005

0% after deductinle
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Health insurance Consortium

Effective July 1, 2023 Peﬁorma;geo Flex Blue Performance Flex Blue
In-Network Enhanced In-Netwark Standard Not In-Network Enhanced | In-Network Standard
amaﬂt = Value Value e ot ork Value Value

100% (deducibic doos 100% (deductble does

Ingpstent ental Health Services 1C0% net spplyl 50% afer caductible 10C% rol apply)

100% (deductibie does 100% (deducthls does
Ingatient Detoxifizaton | Rehabiliation 100% net applyl 50% after deductible 100% rot applyl
Cutpatient - incluces vinual behavioral heath 100% (deduczibie does 100% [deductble does

visits not applyl 50% afier deductible rof appl

Other Services

Allergy Exlracts ane Injections 100% B0% after dedcuctibhke SC% alter deductible 100% 80% aler dedu [

100% £0% atter deductible G0% aher deductible 10C% d0% sher aeductible
AsiRad Fevtlecon Proceviues Bonofit maximum of $5,000Family/ifetime Benefit maximum of §5,000famiyfifetime
Cental Servces Related to Accidestal Injury 100% BI% after deductible ot Covered 100% 80% afer geductible
Diagnestic Services
Advanced Imaging (MRl CAT PET =can, 5
ote | 100% 52% after deguctible 50% aher seductible 100% B0% aker deductible
Basc Diagneetic Sarvices {sandasd imaging.
diagnoshe medical, labfsatholegy, allergy
testing) 100% 50% sfter deductible 5C% afier deductible 1C0% 0% sfer deductible
Curatie Medica’ Equigment, Orhotics and
Prosthetics 100% BO% after deductible 5C% afior doductiblo 100%
Home Heath Care 1004% 0% sfter deauctible 50% =fer osductible 100% 80% aher ceductible
Hospice _ 100% 1007 after deduclite S50% afer deductible 100% 80% aler deductible
Infert ity Counseiing, Testing and Trestment
(3 100% 50% after decuctible 50% afier caductible 100% 0% sfar ceductible
Prvate Duty Nursing 100FE {deductible coss nal apply] 100% (ceductible does ot apply)
Skitket Nursing Facility Case 100% B0% after deductible 50% afior deductible 100% 80% afor deductible
Iransplant Sarvices 100% 10iEe ater deduchie 50 atier deductible 100% 30% sfier ceductible
Precedificationfudherzabon Reguirements - Yos

WE Yes Yes Yes
Questions? Reference Code: Reference Code:
Call 1-800-215.7865 P0040222 P0050222
{Please have your reference (Please have your reference
code ready when you call) code ready when you call.)

{11 Your group’s bensfit peried s based on 3 Contract Year, The contract year is a consecutive 12-month period, begmning July 15 ang ending June 3pth.

(2} Services ars fmied to those lsted on the Highmark Preventive Schedule. (Women's Health Preventive Schedule may apolyl.

(3} Treatment includes coverage for the correction of a physical or medical problem associated with infertity. Treatment does not inciude Assisted Fertilizaton Procedures

(#) Highmark Healthcare Management Services (HM3) must be contacted prior to 2 plannsd inpatisnt admission or wihin 48 hours of a matemnity related mpatent agmission. Some
facility providers wi contact HM3 and obtain precerificaton of the inpatient admission on your behaif Be sure to verify that your provider is contactng HMS for precertfication. If not.
you are responsible for contacting HMS. If this doss not occur and itis later determined that all or part of the inpatiznt stay was not medically necessary or appropriate, you will be
responsble for payment of any costs not covered.

(5) Services are providged for acuts care for minor ifnesses. Services must be performed by a Highmark approved telemedicne provider. Virtual Behavioral Health visits provided by
2 Highmark approved telemedcine prowicer are eligible under the Outpatient Menta! Health bensfit.

(&) Benefis for Emergency Care Services renderad by an Out-of-Network Provider will be paid at the network services level. Benefits for Hospial Services or Medical Care Services
rendered by an Cut-of-Newvork Provider to a member requiring 2n inpatent agmission or observation immediately following receipt of Emergency Care Servicss will be paid at
the network services level The member will not be responsile for any amounts bilied by the Qut-of-Network Provider that are in excess of the pian allowance for such services.

(7] Benefis for Ambulance Senices provided by air and rendersd by an Out-of-Network provider and/or Emergency Ambulance 3envices rendered by an Out-of-Network Prowvider.
wil be paid at the network leweland are subject to the deductible amount, f any, that is appficable to network services. The member wil not be responstie for any amounts biled by
the Qut-of-Network Provider thatare in excess of the plan allowance for such services

Tne Metwork Total Maximum Qu-of-Pocket (TMOOP ) is mandated by the federal govemment, TMOOF must include deductibie, consurance, copays, and any qualified medical
EXpEnsE,

The terms “enhanced value™ mnd ‘standard value” are not cescriptors of the provider's ability. This is not a contract, This benefts summary presents plan highlights only. Please refer
to the policy / plan documents, s limitatons and exclusions may apply. The policy / plan documents conwol in the event of a conflict with this benefit summary, The ben=fit gnd
has numercus benefits listed at 100% paid. This can include; hospials. doctors. ambulance, therapies/physical medicine. mental health, durable medical equipment. etc. to
name a few. However, that 100% paid is 100% of Highmark's allowance. The important fact 5 Highmark s paying 100% of an allowance not 100% of the biled charge. I your
provider is participating in-n=twork at the Enhanced ter they should accept our 100% payment as payment in full mnus any bensfit copay. However. if your provider is out of
network or non-participating, they may bl you for balance b#is which you will be responsible for. You pay the least if you use 2 provider in the Enhanced Network. You pay more if
you use a provider in the Standard Network. You will pay the mest f you use an cut-of-network provider. and you may recewe 3 bill from a prowvider for the difference between the
provider's charge and what yourglan pays (balance billng).

Special COVID-18 Coverag= Variations.

To the extent requred by lawe you program will provide the following at no cost to you:

ACSHIC Health CareRenewal 7/1/2023 to 6/30/2024



