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Providence Health Plan Benefit Option Guide

New reasons to recommend Providence to your employer clients

Providence Health Plans continues to provide quality products your clients can rely upon.
New products and services for employers and their employees make Providence the choice

of many businesses looking for value from their premiums. Agents and employers are supported
by local Providence sales and account management staff. We are here to help you transition
new groups, explain coverage options and be part of the overall service team for your clients.

What's New with Providence?

¢ Value Based Open Option — Five innovative
new medical plans designed to support healthy
behavior and lower health care costs. These plans
encourage members to use their Preventive Health
and Wellness Benefits by minimizing financial barriers
that may keep members from seeking care.

¢ Value Based Prescription Drug Plan - Four-tier
drug cards with incentives to use value and generic
drugs. Includes an annual out-of-pocket maximum
for non-formulary and compounded drugs.

¢ The Value Based Prescription Drug Plans are
available for purchase with all medical products
with the exception of the HSA Qualified Plans.

¢ Alternative Care Plus Plan — Employers can
choose this any-licensed-provider benefit option,
or stay with one of our Network products,
for chiropractic or alternative care services.

e Deductible choices up to $5,000 on
Open Option and Personal Option.

e More Dual Option products for employers who
want to offer choices to their employees.

What'’s Special about Providence?
For Employers:

¢ Online Billing and Enroliment for accurate and instant
data entry, live integration with our membership
and claims system, online billing and reconciliation,
and online premium payment options. More
than 15% of Providence employers have signed
up for this service since January 1, 2008.

e New groups enjoy a 90-day pharmacy
transition period for prescriptions that
normally require prior authorization.

e Financially Strong: A.M. Best ranked Providence
Health Plan an “A": (Excellent) for financial
strength and solvency — the highest rating
for any Oregon-based health plan.

For Members:

¢ L ocal and national provider network access on
all plans: Providence networks in Oregon and
southwest Washington, First Choice Health
Network in Washington, and MultiPlan/PHCS
Network outside Oregon and Washington.

e myProvidence: Members can complete a Health
Risk Assessment, view their medical claims online,
access their group’s Benefit Summary and Handbook,
and link directly to their plan’s participating
provider network. Ordering a replacement ID
card is just a click away! Ask your Providence
representative to show you more, or visit our website
for a complete list of services for members.

e Local access for up to a 90-day supply of maintenance
prescription drugs at preferred retail pharmacies;
currently, Fred Meyer, Costco or Walgreens.
Copayments vary depending upon plan purchased.

e Fourth quarter carry-over for any portion of
the deductible met during the fourth quarter
of the calendar year (excluding HSA plans).

e Common deductibles and out-of-pocket maximums
(no separate accruals for accessing non-participating
providers on Open Option products).

e Medical Plan office visit copayments count
toward out-of-pocket maximums.
e Online tools to inform members about cost and quality.

¢ Nationally recognized disease management
programs for more than 30 conditions.

e Extra values and discounts with
Providence HealthBalance.

We look forward to serving you and your small employer
clients. For more information call us at 1-877-245-4077
and visit us at www.providence.org/healthplans.



Providence Health
Plan has a variety of
health plan solutions
to fit business and
employee needs.

Our plans provide
comprehensive
coverage and are
designed to support
good health through
affordable, routine
preventive care.

All Providence

Group members

can see providers

who participate in
Providence networks in
Oregon and southwest
Washington, First
Choice Health Network
in Washington,

and MultiPlan/PHCS
Network outside

of Oregon and
Washington

The plan information listed
in this booklet provides an
overview only. Please refer
to a Summary of Benefits
for specific details.
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Value Based Open Option Plans

Our new Value Based Open Option Plans have been designed to support Providence Health Plan’s health
management initiatives and to encourage healthy behaviors. These plans emphasize prevention, appropriate
health management activities and encompass more preventive care than any other plan. They include no
deductible and offer fully covered or affordable co-payments for preventive health and wellness services.
Deductibles also do not apply to physician office visits and urgent care. Maternity, routine nursery care and
diabetes supplies do not have a deductible when using participating providers.

Value Based Open Option Plan Benefit Highlights

v - No deductible needs to be met prior to receiving this benefit.

e Annual gynecological exams (calendar year); Pap tests

e Mammogram

e Annual prostate screening exam

e Periodic health exams; well-baby care (from a Personal Physician/Provider only)
e Colorectal exam

e (Colorectal cancer screening: sigmoidoscopy, colonoscopy

e The following tests (when received with your health maintenance exam):
CBC, urinalysis, chemical profile, glucose, cholesterol, fecal blood

e The following services (for members with diabetes): HbA1c, retinal exam, urine

test for kidney function, diabetic exams of mouth, teeth and feet
® Pneumococcal vaccine
e Fluvaccine
® Routine immunizations/shots
e Nutritional counseling for weight loss (limited to two visits per calendar year)

® Smoking deterrent medications, including prescription and over-the-counter

(limited to $500 per lifetime; must be purchased at a participating plan pharmacy)

In-Plan Co-Pay

(when you use a

participating provider)

$10 / visit v
Covered in full v
$10 / visit v
$10 / visit v
$10 / visit v
$10v

Covered in full v

Covered in full v

Covered in full v
Covered in full v
Covered in full v
$10 / visit v

$10v

Out-of-Plan
Coinsurance
(when you use a non-
participating provider)

40% v
40% v
40% v
40% v
40% v
40%

40%

40%

40% v
40% v
40% v
40% v

Not covered

The Providence Health Plan Value Based Open Option Plans provide the same coverage as shown on the next page.
The difference between the five plans is the amount of the common deductible.

Annual deductible: Individual $2,000

$10/$20/30%/40%/%$3,000 with
$2,000 Common Deductible

$10/$20/30%/40%/$3,000 with

$1,000 Common Deductible

$1,000

Annual deductible: Family $6,000

$3,000

$10/$20/30%/40%/$3,000 with

$750 Common Deductible

Annual deductible: Individual $750

$10/$20/30%/40%/$%$3,000 with
$500 Common Deductible

$500

Annual deductible: Family $2,250

$1,500

$10/$20/30%/40%/$3,000 with

$250 Common Deductible
Annual deductible: Individual $250

Annual deductible: Family $750

The Common Deductible
applies to both In-Plan and
Out-of-Plan services.




Value Based Open Option Plans

In-Plan |

Out-of-Plan

Annual Out-of-Pocket Maximum Individual/Family

$3,000/$9,000 common out-of-pocket maximum

Lifetime Maximum Benefit
PREVENTIVE HEALTH AND WELLNESS SERVICES

$2,000,000 common maximum

(limited to $500 per lifetime)
PHYSICIAN / PROVIDER SERVICES

Annual gynecological exams (calendar year); Pap tests $10/visity 40%v
Mammogram Covered in full/ 40%v
Annual prostate screening exam $10/visity 40%v
Periodic health exams; well-baby care (from a Personal Physician/Provider only) $10/visity 40%v
Colorectal exam $10/visity 40%v
Colorectal cancer screening: sigmoidoscopy, colonoscopy $10v/ 40%
o Y et Tantnance ram)
e e e e e
Pneumococcal vaccine Covered in fullv 40%v
Flu vaccine Covered in fullv 40%v
Routine immunizations/shots Covered in full/ 40%v
Nutritional counseling for weight loss (limited to two visits per calendar year) $10/visity 40%v
Smoking deterrent medications, including prescription and over-the-counter $10 Not covered

Office Visits $20/visity 40%v
Inpatient hospital visits 30% 40%
Surgery and anesthesia 30% 40%
Allergy shots & serums, injectible medications 30% 40%

MATERNITY

Acute care 30% 40%
Rehabilitative care (30 days per calendar year) 30% 40%
Skilled nursing facility (60 days per calendar year) 30% 40%

DURABLE MEDICAL EQUIPMENT

Medical & diabetes supplies, appliances and prosthetics

EMERGENCY / URGENT & AMBULANCE SERVICES

Pre-natal visits, delivery & post-natal visits $200v/ 40%
Hospital services 30% 40%
Routine newborn nursery care 30%v 40%

Emergency services $125 $125
Urgent care services $25/ $25/
Ambulance services 30% 30%

OTHER COVERED SERVICES

X-ray & lab services 30% 40%
Outpatient rehabilitative services (30 visits per calendar year) 30% 40%
Outpatient surgery, chemotherapy, dialysis & radiation therapy 30% 40%
Home health care 30% 40%

Services for pre-existing conditions are excluded for a period of six months. Credit will be given for prior creditable coverage

v/ No deductible needs to be met prior to receiving this benefit.

* Deductible does not apply to diabetes supplies.




Value Based Pharmacy Plans

(Participating and Preferred Retail Pharmacy)

The Value Based Prescription Drug Plans are available for purchase with all medical
products with the exception of the HSA Qualified Plans.

$5/$10/$30/50%/$2,000

All Participating All Mail-order and All Participating Specialty Annual
and Preferred Retail Preferred Retail Pharmacies Out-of-Pocket
Drug Coverage Cateqo Pharmacies Pharmacies (for up to a 30-day supply of Maximum
(for up to a (for up to a 90-day supply of | specialty and self-administered
30-day supply) maintenance prescriptions) chemotherapy drugs)
Value drug $5 $15 Does not apply Does not apply
Generic drug $10 $30 $10 Does not apply
Formulary
brand name drug $30 $90 $30 Does not apply
Non-formulary o o o $2,000 per person
brand name drug 50% 50% 50% $6,000 per family
Compounded drug 50% Does not apply Does not apply (3 or more)
$5/$10/$50/50%/$2,000 opay or Co ance
All Participating All Mail-order and All Participating Specialty Annual
and Preferred Retail Preferred Retail Pharmacies Out-of-Pocket
Drug Coverage Catego Pharmacies Pharmacies (for up to a 30-day supply of Maximum
(for up to a (for up to a 90-day supply of | specialty and self-administered
30-day supply) maintenance prescriptions) chemotherapy drugs)
Value drug $5 $15 Does not apply Does not apply
Generic drug $10 $30 $10 Does not apply
Formulary
brand name drug $50 $150 $50 Does not apply
Non-formulary o o o $2,000 per person
brand name drug 50% 50% 50% $6,000 per family
Compounded drug 50% Does not apply Does not apply (3 or more)
$5/$15/$30/50%/$2,000 opay or Co ance
All Participating All Mail-order and All Participating Specialty Annual
and Preferred Retail Preferred Retail Pharmacies Out-of-Pocket
Drug Coverage Catego Pharmacies Pharmacies (for up to a 30-day supply of Maximum
(for up to a (for up to a 90-day supply of | specialty and self-administered
30-day supply) maintenance prescriptions) chemotherapy drugs)
Value drug $5 $15 Does not apply Does not apply
Generic drug $15 $45 $15 Does not apply
Formulary
brand name drug $30 $90 $30 Does not apply
Non-formulary o o o $2,000 per person
brand name drug 50% 50% 50% $6,000 per family
Compounded drug 50% Does not apply Does not apply (3 or more)
$5/$15/$40/50%/$2,000 opay or Co o
All Participating All Mail-order and All Participating Specialty Annual
and Preferred Retail Preferred Retail Pharmacies Out-of-Pocket
Drug Coverage Catego Pharmacies Pharmacies (for up to a 30-day supply of Maximum
(for up to a (for up to a 90-day supply of | specialty and self-administered
30-day supply) maintenance prescriptions) chemotherapy drugs)
Value drug $5 $15 Does not apply Does not apply
Generic drug $15 $45 $15 Does not apply
Formulary
brand name drug $40 $120 $40 Does not apply
Non-formulary o o o $2,000 per person
brand name drug 50% 50% 50% $6,000 per family
Compounded drug 50% Does not apply Does not apply (3 or more)
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Open Option Plans

$20/20%/40%/$4,000 $25/20%/40%/$3,000 $20/20%/30%/$3,000

with $5,000 Common Deductible | with $3,000 Common Deductible | with $2,000 Common Deductible
Annual Deductible: IN-PLAN OUT—OF-PLA IN-PLAN OUT—OF-PLA IN-PLAN OUT—OF-PLN
Individual/Family $5,000/$15,000 common deductible| $3,000/$9,000 common deductible | $2,000/$6,000 common deductible
Annual Out-of-Pocket Maximum: $4,000/$12,000 $3,000/$9,000 $3,000/$9,000
Individual/Family common out-of-pocket maximum | common out-of-pocket maximum | common out-of-pocket maximum
Lifetime Maximum Benefit: $2'000'00.0 $2'000'00.0 $2'000'00.0

common maximum common maximum common maximum

WOMEN'S HEALTH CARE SERVICES
Annual (calendar year)

gynecological exams, Pap tests $20/visitv’ 40%v $25/visity 40%v $20/visitv’ 30%v
Mammograms $20/ 40% $25¢/ 40% $20/ 30%
PHYSICIAN / PROVIDER SERVICES
Office visits $20/visitv’ 40%v $25/visitv’ 40%v $20/visity 30%v
Periodic health exams, well-baby care | g5yt 40%./ $25/visit/ 40%v $20/visit 30%./
(from a Personal Physician/Provider only)
Inpatient hospital visits 20% 40% 20% 40% 20% 30%
Surgery & anesthesia 20% 40% 20% 40% 20% 30%
Allergy shots & serums, 0 0
injectable medications 20% 40% 20% 40% AV =
Routine immunizations/shots $20/visitv’ 40%v $25/Nisitv’ 40%v $20/visity 30%v
Acute care 20% 40% 20% 40% 20% 30%
Rehabilitative care 20% 40% 20% 40% 20% 30%

(30 days per calendar year)

Skilled nursing facilit
(60 days per calengar year) y 20% 40% 20% 40% 20% 30%

MATERNITY SERVICES

Pre-natal visits, delivery

& post-natal visits $200/ 40% $250/ 40% $200/ 30%
Hospital services 20% 40% 20% 40% 20% 30%
Routine newborn nursery care 20%v 40% 20%v 40% 20%v 30%

DURABLE MEDICAL EQUIPMENT

Medical & diabetes supplies,
appliances and prosthetics

EMERGENCY / URGENT & AMBULANCE SERVICES

20%* 40% 20%* 40% 20%* 30%

Emergency services $125/ $125/ $125/ $125/ $125/ $125/
Urgent care services $25/ $25/ $50/ $50/ $25/ $25/
Ambulance services 20% 20% 20% 20% 20% 20%
X-ray & lab services 20%v 40% 20%v 40% 20%v 30%
Outpgtient rehabilitative services 20% 40% 20% 40% 20% 30%
(30 visits per calendar year)

Home health care 20% 40% 20% 40% 20% 30%

Services for pre-existing conditions are excluded for a period of six months. Credit will be given for prior creditable coverage.

v No deductible needs to be met prior to receiving this benefit. * Deductible does not apply to diabetes supplies.



Open Option Plans

$15/30%/50%/%$2,500 $25/20%/30%/%$2,500 $15/30%/50%/$2,500
with $1,500 Common Deductible with $1,500 Common Deductible with $1,000 Common Deductible
Annual Deductible: IN-PLAN OUT—OF-PLN IN-PLAN OUT-OF-PLAN IN-PLAN OUT-OF-PLAN
Individual/Family $1,500/$4,500 common deductible | $1,500/$4,500 common deductible | $1,000/$3,000 common deductible
Annual Out-of-Pocket Maximum: $2,500/$7,500 $2,500/$7,500 $2,500/$7,500
Individual/Family common out-of-pocket maximum | common out-of-pocket maximum [common out-of-pocket maximum
Lifetime Maximum Benefit: $2,000,000 $2,000,000 $2,000,000
common maximum common maximum common maximum

WOMEN'’S HEALTH CARE SERVICES

Annual (calendar year)
gynecological exams, Pap tests

$15/Nisity 50%v $25/visity 30%v $15/Nisitv 50%v

Mammoi rams $15/ 50% ‘. 25/ 30% $15/ 50%
PHYSICIAN / PROVIDER SERVICES

Office visits $15/visity 50%v $25/visitv’ 30%v $15/visitv’ 50%v
periodic Eggif*;h‘;’s‘gmp :’gjﬂelr’gg% @re | §15pisity 50%/ $25/visity 30%v $15/visity’ 50%./
Inpatient hospital visits 30% 50% 20% 30% 30% 50%
Surgery & anesthesia 30% 50% 20% 30% 30% 50%
Injectable medications =02 50% 20% 30% 30% 50%
Routine immunizations/shots $15/visitv’ 50%v $25/visit 30%v $15/visity’ 50%v
Acute care 30% 50% 20% 30% 30% 50%
ggg:y*z';grig:&;ﬁ) 30% 50% 20% 30% 30% 50%
Skilled nursing facility 30% 50% 20% 30% 30% 50%

(60 days per calendar year)
MATERNITY SERVICES

Pre-natal visits, delivery 0
& post-natal visits $150/ 50% $250/ 30% $150/ 50%
Hospital services 30% 50% 20% 30% 30% 50%

Routine newborn nursery care 30%v 50% 20%v 30% 30%v 50%

DURABLE MEDICAL EQUIPMENT

Medical & diabetes supplies, o/ * 0
appliances and prosthetics S 50% 20%* 30% 30%* S

EMERGENCY / URGENT & AMBULANCE SERVICES

Emergency services $125/ $125/ $125/ $125/ $125/ $125/
Urgent care services $25/ $25/ $50/ $50/ $25/ $25/
Ambulance services 30% 30% 20% 20% 30% 30%
X-ray & lab services 30%v 50% 20%v 30% 30%v 50%
Outpatient rehabilitative services 0 0

(30 visits per calendar year) 0 S0 20% 30% 30% 50%
Outpatient surgery, chemotherapy, 0 0 0 )

dialysis & radiation therapy 30% 20% 20% 30% 30% 50%
Home health care 30% 50% 20% 30% 30% 50%

Services for pre-existing conditions are excluded for a period of six months. Credit will be given for prior creditable coverage.

v No deductible needs to be met prior to receiving this benefit. * Deductible does not apply to diabetes supplies.
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Open Option Plans

$25/20%/30%/%$2,500 $15/20%/30%/%$2,000 $20/20%/40%/%$2,500
with $1,000 Common Deductible with $1,000 Common Deductible with $750 Common Deductible
Annual Deductible: IN-PLAN OUT—OF—PLN IN-PLAN OUT—OF—PLN IN-PLAN OUT—OF—PAN
Individual/Family $1,000/$3,000 common deductible | $1,000/$3,000 common deductible | $750/$2,250 common deductible
Annual Out-of-Pocket Maximum: $2,500/$7,500 $2,000/$6,000 $2,500/$7,500
Individual/Family common out-of-pocket maximum | common out-of-pocket maximum |common out-of-pocket maximum
Lifetime Maximum Benefit: $2,000,000 $2,000,000 $2,000,000
. common maximum common maximum common maximum

WOMEN'S HEALTH CARE SERVICES
A | (calend .. ..

nnual (calendar year) $25/visits 30%/ $15/visity 30% $20Mvisits 40%v

gynecological exams, Pap tests

Mammograms $25v/ 30% $15/ 30% $20v/ 40%
Office visits $25/isity’ 30%v $15/visitv 30%v $20/visit/ 40%v
Periodic health exams, well-baby care | 55, it/ 30%v/ $15/visity 30%/ $20/visity 40%/
(from a Personal Physician/Provider only)

Inpatient hospital visits 20% 30% 20% 30% 20% 40%
Surgery & anesthesia 20% 30% 20% 30% 20% 40%
Allergy shots & serums,

injectable medications 20% 30% 20% 30% 20% 40%
Routine immunizations/shots $25/isity 30%v $15/Nvisitv’ 30%v $20/visitv’ 40%v
Acute care 20% 30% 20% 30% 20% 40%
Rehabilitative care 20% 30% 20% 30% 20% 40%

(30 days per calendar year)

Skilled nursing facility 20% 30% 20% 30% 20% 40%
(60 days per calendar year)

MATERNITY SERVICES

Pre-natal visits, delivery
& post-natal visits $250/ 30% $150/ 30% $200v/ 40%
Hospital services 20% 30% 20% 30% 20% 40%

Routine newborn nursery care 20%v 30% 20%v 30% 20%v 40%

DURABLE MEDICAL EQUIPMENT

Medical & diabetes supplies,
appliances and prosthetics

EMERGENCY / URGENT & AMBULANCE SERVICES

20%* 30% 20%* 30% 20%* 40%

Emergency services $125/ $125/ $125/ $125/ $125/ $125/
Urgent care services $50v/ $50v/ $25/ $25¢/ $25/ $25/
Ambulance services 20% 20% 20% 20% 20% 20%

OTHER COVERED SERVICES

X-ray & lab services 20%v 30% 20%v 30% 20%v 40%
Outpatient rehabilitative services

(30 visits per calendar year) 20% 30% 20% 30% 20% 40%
Outpatient surgery, chemotherapy,

dialysis & radiation therapy 20% 30% 20% 30% 20% 40%
Home health care 20% 30% 20% 30% 20% 40%

Services for pre-existing conditions are excluded for a period of six months. Credit will be given for prior creditable coverage.

v No deductible needs to be met prior to receiving this benefit. * Deductible does not apply to diabetes supplies.
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