Hurizon Biue Cross Blue Shicld of New Jorsey

Making Heallficare Fork.

Horizon Direct Access
Benefit Highlight
Plan € (70%)

Inpaticnt Hospital Services {including maternity)

Room & Boeard is for a semi-private room or

intensive care. All inpatient admissions require prior authorization from Horizon
BCBSNJ.

*Hospital confinement vider can be purchased with this plan. If so,
hospital confinement will be waived.

Confinement dollar amount depends on the copayment amount that is

= SRR
310 office visit copayment
$100 hospital inpatient copayment per day
$500 maximum per confinement
51,000 maximam per calendar year per person

$20 office visit copayment
$250 hospital inpatient copayment per day
$1,256 maximum per confinement
$2,500 maximum per calendar year per person

$30 office visit copayment
3300 hospital inpatient copayment per day
$1,500 maximum per confinement
$3,000 maximum per calendar year per person

selected.

Benefit Network Out of Network
Benefit Period Maximum Unlimited Unlimited
Lifetime Maximum Unlimited Unlimited
Primary Care Physician Selecti Not Required
Doctor’s Office Visits
Primary Care Office Services 0% afier deductible
) A primary care physician is a general ¢r family practitioner, internist or pediatrician.
Specialist Office Services 100% after copayment 0% after deductible
A referral is not required to visit 2 specialist.
?;{:;?”“y Y‘S‘fzm iacodes pospst antlviscs and dcliver) 100% after §25 copayment for initial visit only 70% after deductible
Allergy Testing avd Treatment 100% after copayment 70% after deductible
Preventive Care 100% after copayment 100%
$ 756 maximum per covered dependent child through end of calendar year in which child turms one.
$500 maximum per covered persen per calendar year.
Not subject to deductible or coinsurance.
Di stic Procedures = S = e o
Laboratory (0% when previded by a participating laboratory 70% after deductible
Ouipatient X-ray/Radiology Services 100%5 when provided by a participating radiologist T70% after deductibie
Inpatient Care = T e T 2

7% after deductible

Pre-admission Testing

100% after copayment

70% safter deductible

Tnpatient Physician Services

Emergency Care

Emergency Room Copayment waived if admitied within 24 hours

70% after deductible

Ambulance

Outpatieni Care

Ouipaticnt Hospital Services

~ 100% after copayment

T0%% after deductible

Chripatient/ASC Physician Services

100% after copayment

Limited to 30 inpatient days per calendar year cotnbined.

Ambulatory SurgiCenter (ASC) 100% after copavment

Mental Health Services e Ve
Inpatient Biologically Based Mental [llness 100% after hospital inpatient copayment T0% after deduciible
Outpatient Biclogically Based Mental Tlness 100% after copayment 70% after deductiblc
Inpatient Non-Biologically Based Mental [llness/Drug Abuse 100% after hospital inpatient copayment T0% after deductible

One inpatient day may be exchanged for two outpatient visits. (Requires pre-approval)

Outpatient Non-Biologically Based Mental lllness/Drug Abnse

100% after copayment

70% after deductible

Limited to 20 outpatient days per calendar year combined.
One inpatient day may be exchanged for two outpatient visits. (Requires pre-approval)

All Inpatient Non-Biologically Based Mental Health/Substance Abuse Services mmst be coordinated through

Magellan Behavioral Health at 1-800-626-2212.
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Horizon.

Haorizon Blue Cross Blue Shield of Nev Jersey

Meking Healtheare Work,

Heorizon Direct Access
Benefit Highlight
Plan C (70%) (continued)

Benefit

Aleohol Abuse Services

Out of Network

Must begin within 14 days of precedin

Inpatient 100% affer npatient copayment T0% after deductible
Outpatient department 100% after outpatient copayment 70% afier deductible
Office setting 100% after copayment 70% after deductible
Aleohol abnis is treated the same 25 any other illness.
Other Services : : =
Bariatric Surgery {Requires Pre-approval) 100% afier copayment T0% after deductible
Diabctic Education 100% after cepayment T0% after deductible
Diabetic Supplies 100%, no deductible applies 70% after dedyctible
Requires pre-approval Requirgs pre-approval
Durable Medical Equipment 190%, no deductible applies T0% after deductible
Requires pre-approvai Requires pre-approval
Orthotics & Presthetics (per NJ Jate} 100% after copayment 70% after deductible
Home Health Care 100% 70% after deductible
Requires pre-approval Requires pre-approval
Hospice Care 100% T0% after deductible
Reguires pre-approval Requires pre-approval
Infertility 100% affer copayment F0% after deductible
Certain fertility services are excluded . Requires pre-approval Requires pre-approval
Speech & Cognitive 36 visit limit combined per year 100% after copayment 70% after deductible
Physical, Occupaticnal 30 visit fimit combined per year 100% after copayment 70% after deductible
Slilled Nursing Facility/Extended Care Center 100% after deductible 70% after deduetibvle
120 days per calendar year 120 days per calendor year

g hospital stay. Requires pre-approval,

*AH MMRX charges accurmulate to the maxinmam out of pocket, Prior autherization may be required
Other preseription options are gvailable.
Contact your broker or Horizon BCBSNJ

representaiive for details,

Therapeutic Manipulation 3 visit maximum per calendar year 100% after copayment 70% after deductible
Vision Screcning- 100% zfter copayment 70% after deductible
{Vision exams are not covered, grly preventive care screenings

for child dependent up to age 17 in your pediatricians office).

Vision Hayxdwarc Not covered

Prescription Drugs 70% afier deductible 70% after deductible

Prior authorization may be required

Eligibility Coverage for dependents include unmarried children under the age of 19. Full-time students who are emolled at an Accredited School, are covercd until the day in
which he or she tums 23 vesrs of age. .

Pre-Existing Conditions A pre-existing condition is a medical condition diagnosed or treated in the six months prior to the effective date of coverage. This applies to groups of two to five
cligible employees and to late enrollees in groups of six or more (those not entolling within 30 days of being efigible). Prior coverage may be credited toward
satisfying the pre-existing condition limitation if that coverage did not lapse more tham 90 days prior to the effective date.

Prior Authorization Seme services/procedures require prior authorzation. For a complete Bist, contact our customor service number at 1-800-355-BLUE (2583} or refer to

<www.HertzonBhue.com>.

* A Hospital Confinemeat Rider can be purchased wilk this plan, If 5o, the hospital confinement will b waived,

You can save rooney when you choose to reccive care from providers that paclicipate in the Horizon BCBSNJ networks, When you use participating hospitals or other medical facilities
or doctars, you generally only pay your aud any appli m-nerwotk coh or . Ifyou have services performed at an, ont-of-nctwork facility er by an
out-of-nchwork grovider, your out of netwark benefis will apply. This mcans hat you will be responsiblc for amonnts excceding Horizon BCBSNTS allowable reimbursement For that
particular service and this nay result in significant out-of-pocket costs. You will be responsible to pay for this amonnt directly to the non-participaling hospital, ambulutory sargesy
center or provider. By using our Horizon-BCBSNI network providers, you keep your health care costs down,

This surmary highlights the major features of your health benefit program. [t is not a contract and some limitations and exclusions may apply.
Puyment of beofits is subject solcly to the terms of the contract, Please refer to your benefit hooldet for more information.

Additional Tnforneation:
1. We will cantinue to renew onverage at the option of the plan sponsar except. for the fllowing asons:
* Nonpaytaent of premivems, fraud, viclation of contribution ot participation: rules, withdrawal of this plan from the marketplace or the Iack of any earollce whoe
2.We require the employer to contribute a mininvim of 10 percent to the cost of e group health benefits plan.
3.Wo require 75 percont of your eligible employees ((hose working 25 hous ar more) to participate io & group plan you offer. Thoss covered by a spouse’s group plan will covnt toward the 75 percent. All affitiated,
subsidiary, commonly owned ¢ontpimies count as onc company,
A.A pre-existing condition is o medical condition dingnosed or reated in the six months prior to the cffective date of coverage, This applics to groups of two to five eligible cmployees and to lafe enrollets in
groups of six or more (those not cnrolling within 30 days of being cligible). Prior coverage may be credited twward satisfying the pro-cxisting condition limitation if that coverage did not lapse more than 90 days prier to the affective date.
5.0ur service arca spans all 21 counties of New Jerscy: Atlantic, Bergen, Burliogton, Camden, Capc May, Cosberland, Essex, »
Somerset, Sussex, Union and Wamen.

lives or works in the service area.

Gloucester, Fudson, Mercer,

, Morris, Occan, Passaie, Sulem,

lerviges and products provided by Horizon Bloe Crass Blue Shickl of New Jerscy, an independcr licenses of the Blue Cross and Bluc Shicl Assaciation,
2 Registered marks of the Blue Ceoss and Blue Shield Association.

7wl SM Registered and service marks of Horizon Blee Cross Biue Shisld of New Jersey. £ 2008 Horizon Blue Cross Blue Shield of New Jersey
“hret Pomn Plaza East, Newark, New Jerscy 07105
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