





What You Will Pay

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

Common Medical

Services You May
Need

Limitations, Exceptions, & Other Important
Information

Event

'
| 1

' Facility fee (e.g.,

| ' 920% coi ' 920% coi ' None
If you have a hospital  hospital room) | 20k coinadrance | 20% coinsurance |
sta ! ! ! |
y - Physician/surgeon fees | 20% coinsurance | 20% coinsurance ' None ,

If you need mental

i
§

Preauthorization required for psychological testing,
neuropsychological testing, electroconvulsive

| : : 0/ i 0/ rei
health, behavioral Qutpatient services A0% SoupHrmce Filh colnsurance  therapy, repetitive transcranial magnetic
health, or substance ' stimulation, and intensive outpatient treatment.
e sanrices Inpatient services - 20% coinsurance ' 20% coinsurance ' Preauthorization required.
_ Office visits 20% cojnsurance 20% coinsurance None
o:__%_q:\ %__<mQ 20% coinsurance | 20% coinsurance " None W
If you are pregnant professional services W
il 20% coinsurance 20% coinsurance None |

facility services

If you need help
recovering or have
other special health
needs

Home health care

20% coinsurance

20% coinsurance

Rehabilitation services

Deductible does not apply = Deductible does not apply
' 20% coinsurance

20% coinsurance

130 visit limit per benefit period

None

Habilitation services

 Skilled nursing care

20% coinsurance

' 20% coinsurance

No Applied Behavior Analysis (ABA) benefits for
Autism Spectrum Disorder available for members
19 years of age or older.

20% coinsurance

Durable medical
equipment

20% coinsurance

- 20% coinsurance

| 20% coinsurance

None

20% coinsurance for repair and replacement.

Hospice services

20% coinsurance

20% coinsurance

Limited to 2 visits/day.

Deductible does not apply = Deductible does not apply
Children’s eye exam Covered ~ Covered $58 Maximum per exam
W Maximum of $61/single lens, $106/bifocal lens,
If your child needs Children’s glasses Covered Covered $121/trifocal lens, $130/lenticular lens. $100
dental or eye care Maximum for frames every 24 months.
i Not covered Not covered See Dental Plan

check-up

* For more information about limitations and exceptions, see the plan or policy document at www.zenith-american.com; or call 1-800-447-7828.
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About these Coverage Examples:

Peg is Having a Baby
(9 months of in-network pre-natal care and a
hospital delivery)

Managing Joe’s Type 2 Diabetes
(a year of routine in-network care of a well-
controlled condition)

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be different
depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost-sharing amounts
(deductibles, copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of costs you might
pay under different health plans. Please note these coverage examples are based on self-only coverage.

Mia’s Simple Fracture
(in-network emergency room visit and follow up

M The plan’s overall deductible $800
® Specialist coinsurance 20%
M Hospital (facility)_coinsurance 20%
® Other coinsurance 20%

This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services
Diagnostic tests (ulfrasounds and blood work)
Specialist visit (anesthesia)

B The plan’s overall deductible $800
B Specialist coinsurance 20%
B Hospital (facility) coinsurance 20%
B Other coinsurance 20%

This EXAMPLE event includes services like:
Primary care physician office visits (including
disease education)

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

care)
® The plan’s overall deductible $800
B Specialist coinsurance 20%
M Hospital (facility) coinsurance 20%
® Other coinsurance 20%

This EXAMPLE event includes services like:
Emergency room care (including medical
supplies)

Diagnostic test (x-ray)

Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

Total mmmiv_om Cost _ $12,700 Total Example Cost “ $5,600 Total Example Cost ,jg
In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:
Cost Sharing Cost Sharing Cost Sharing
Deductibles $800 Deductibles $800 Deductibles $800
Copayments $0 Copayments $0 Copayments $0
Coinsurance $2,380 Coinsurance $960 Coinsurance $400
What isn't covered T Wl isntoovered . What isn’t covered
Limits or exclusions $60 Limits or exclusions $55 Limits or exclusions $0
The total Peg would pay is $3,240 The total Joe would pay is $1,815  The total Mia would pay is $1,200

The plan would be responsible for the other costs of these EXAMPLE covered services.
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