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Overall Plan Maximum There is no overall maximum dollar limit on the Policy 

Plan Deductible $25 (For each Injury or Sickness) $25 (For each Injury or Sickness) 

Out-of-Pocket Maximum 

After the Out-of-Pocket Maximum has been 
satisfied, Covered Medical Expenses will be paid 
at 100% for the remainder of the Policy Year 
subject to any applicable benefit maximums. 
Refer to the plan certificate for details about how 
the Out-of-Pocket Maximum applies. 

$2,500 Per Insured Person,  

per Policy Year 

$10,000 Per Insured Person,  

per Policy Year 

Coinsurance 

All benefits are subject to satisfaction of the Deductible, 
specific benefit limitations, maximums and Copays as 
described in the plan certificate. 

90% of Allowed Amount for Covered 
Medical Expenses 

70% of Allowed Amount for Covered 
Medical Expenses 

Prescription Drugs 

UHCP Mail Order Network Pharmacy or Preferred 
90 Day Retail Network Pharmacy at 2.5 times the 
retail Copay up to a 90 day supply.  

$15 Copay for Tier 1 

$35 Copay for Tier 2 

$35 Copay for Tier 3 

Up to a 31-day supply per prescription 
filled at a UnitedHealthcare Pharmacy 
(UHCP) Retail Network Pharmacy 

not subject to Deductible 

$15 Copay for generic drugs 

$35 Copay for brand name drugs 

100% of billed charge 

Up to a 31-day supply per prescription 

not subject to Deductible   

Preventive Care Services 

Including but not limited to: annual physicals, GYN 
exams, routine screenings and immunizations.  No 
Deductible, Copays, or Coinsurance will be applied 
when the services are received from a Preferred 
Provider. Please visit www.healthcare.gov/preventive-
care-benefits/ for a complete list of the services 
provided for specific age and risk groups.

100% of Allowed Amount 70% of Allowed Amount 

after Deductible 

The following services have per 

service copays 

This list is not all inclusive. Please read the plan 
certificate for complete listing of copays.

Physician’s Visits: $10 

not subject to Deductible  
 

Medical Emergency: $100 

not subject to Deductible  

The Copay will be waived if admitted to the 
Hospital. 

Physician’s Visits: $10 

not subject to Deductible  
 

Medical Emergency: $100 

not subject to Deductible  

The Copay will be waived if admitted to the 
Hospital. 
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