EFFECTIVE 7/1/08 ERNST CONCRETE
ANTHEM OPTIONS
9/8/08
Plan Type TR ST il
Benehts In-Network Out-of-Network In-Network Out-of-Network In-Network Out-of-Network
Dechictible : SitelFamiy: $0 $300/3600 $2501$500 $500/$1,000 $1,000/$2,000 $2,000/$4,000
OutOtPocket Ma)umum : $500 Ind / $1,000 Fam $1000 Ind / $2000 Fam $1,000 Ind / $2,000 Fam $2,000 Ind / $4,000 Fam $3,000 Ind / $6,000 Fam $6,000 Ind / $12,000 Fam
None None None None None None
L|fe1|me MaXImum Byiiiiit $5 Million $5 Million $5 Million $5 Million $5 Million $5 Million
Phys:clan Hoime:& Dfﬁce Semces{PCP.‘SOP)- . $15/$20 Copay 20% after deductible $20/$25 Copay 40% after deductible $30/840 Copay 40% after deductible
P_‘nmary Qare Physm}m (PCP) Sbeqaly Care Physoc}n (SCP .
Includmg Oﬁrce Surgenbs 'and anergy SerUm
* aJIerigmeéctlons (PC and SCP) $5.00 20% $5 40% $5 40%
b ailergy {esﬂng No copayment.coinsurance 20% 20% 40% 20% 40%
routlrje e[nd hen reutme mammog[am:s $15 20% $20 40% $30 40%
o Zregard]ess ofoutpanent setting). -
" dLabenc edu.canon Cregard[ess.of dutgatiént settlng $15 20% $20 40% $30 40%
'* cer]am.medrcal nutﬂqnel thera_py $15 Not Covered $20 Not Covered $30 Not covered
i (regardlass oft outpatrentsemng} S
* MRAs MRJs PETS [o% ssans 'Nucleqr Cardlplegy |mag1ng No copayment/coinsurance 20% $20 40% 20% 40%
* Sludips and heri- materhltyjelated UItIasOunds L
rPreventauve Care'Se[vices * -
Seivices include but arenot! I|mned to .
Routme Exams Pelwc-Exams Pap.tes'tmg PSA fests,
Immumzaﬁcns(ﬂ, Annual d|abe1|c 6ye exant, Rounne vision -
H Physman Home and Ofice VISIfS'(PGF’/SCP‘) $15/$20 20% $20/$25 40% $30/$40 40%
N Olher Oufpatignt Senjces @ HespnavAnema]we ’Car!-: Fq No copayment/coinsurance 20% 20% 40% 20% 40%
Eme:gency and Urgent Care *
i Emergency Room Gervu:es@HosplfaF $100 $100 $125 $125 $125 $125
(fqalijquthqrcove[ed'semces) .
(copayment wal\ted if admnledI
¥:Urgent Cqre Cerfter Setvices : $35 $35 $35 $35 $35 $35
Infiatiént and Quitpatiedt Proféssional Services ; No copayment/coinsurance 20% 20% 40% 20% 40%
Includlé but are nétdimiteda: = =+ 1 .
* Medical Care -wsns‘(‘[ per day] lntenslve Med»calcare -
Concurrent Dare Consuitatlons Surgery and admlmstrahqn:
of gengral: anesih;ema ard l\tew!)orr] exams : :
Inpatiént Faulrty Services. $150 20% after deductible 20% 40% 20% 40%
unhmned days except Ior._
M 6(] Ddys NetWerk/NOr»deMorl{combMed:for bhysml slelel
medtcme/sehab (krmt |ﬂclu[1@s Day Rehabmatoon TI‘Jeery Serw«e; or)
an ogtoatient basns) : T
M 90 days'Network/Nun network combmed ior sl(liled nursmg-f fity
Qu_tp_aflgr!t _Sflljggly.lipfnlt:atléltpfn:at.l\(e-(!_a_re: Fat i ty- $150 20% after deductible 20% 40% 20% 40%
*Sodr s oo
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ANTHEM OPTIONS
[ In Network Out of Network In Network Out of Network D10 Netwetk : < 1103 ¢ 0ot of Network :
_o:the:r Outpatlem :s_er'.vgcgeg @n_u@d[né b:m;nl_)t flrf_lit%d:ttt :_ No copayment/coinsurance 20% 20% 40% 20% 40%
- * Non Serpical Oipatient Sendices for examiple! MRIs
: % Erostenc Devoces$'4000bpneft emjaxifnerh + >+ -
*_ Pny_slgaf Me.dlcme THerapy : Dy Rettabiltaiion progtar
. No copayment/coinsurance No copayment/coinsurance 20% 20% 20% 20%
No copayment/coinsurance No copayment/coinsurance 20% 20% 20% 20%
Outpaxlent‘rherapx Servlces :
(Combrned Networli & Nen nelwork-l
 : Phys]uah +tome aod OfﬂCe-\lens (PGPISGF\) $15/$20 20% $20/$25 40% $30/$40 40%
{
Fa ;)tmt;er Outpatmm Servoces @-Hospﬂafl/iltemaﬂve(h;e No Copaymenticoinsurance 20% 20% 40% 20% 40%
$150 20% 20% 40% 20% 40%
$15/$20 20% $20/$25 40% $30/$40 40%
No copayment/coinsurance 20% 20% 40% 20% 40%
ilfétrme Nelwork and Non-networ.k €ombrr1ed) . .
H'um'au _Orga:n:ane_i Il'ssqe:'lfraqsp!ants'(i). R No copayment/coinsurance 50% No copayment/coinsurance 50% No copayment/coinsurance 50%




ERNST CONCRETE
ANTHEM OPTIONS

In Network Out of Network In Network Out of Network - - In Netwotk : - i
Prescripfion Druigs {4 :::: 1 : : RIS : :
Network Tiér. structure equals 1/2/3. :
lelel e e e . $10 Generic Formulary/ $10 Generic Formulary/ $12 Generic Formulary/
: : $20 Brand Formulary/ $20 Brand Formulary/ " $24 Brand Formglary/o
Enjacte§ : $30 Brand Non Formulary 50%, min $30 $40 Brand Non Formulary 50% min $40 (5) 50% Non Form;é%r)y(mm $40 max 50% min $40 (5)
$20 Generic Formulary/ $20 Generic Formulary/ $24 Generic Formulary/
: $40 Brand Formulary/ Not Covered $40 Brand Formulary/ Not Covered $48 Brand Formulary/ Not Covered
: $60 Brand Non Formulary $80 Brand Non Formulary $80 Brand Non Formulary
NOTES:
* Flat dollar copayments are excluded from the out-of-pocket limits. Also P iption Drug i i and Non-network Human Organ and Tissue Trasnplants are excluded frim the out-of-pocket limits.
* Deductibles apply only to covered medical services listed with a p: (%) However, the does not apply to Emergency Room Services @ Hospital where a percentage (%) coinsurance applies to other covered services.
* Network and Non-network deductibl insurance and out-of-pocket maximums are separate and do not accumulate towardeach other.

* Dependent Age: to end of the month which the child attains age 19; or to the end of the month which the child attains age 23 if the child qualifies as a full-time student.

* Specialist copayment is applicable to all Specialist excluding General Physicians, Internist, Pediatricians, OB/GYN's and Geriatrics or any other Network Provider as allowed by the plan.

* Physicians Home and office visit copayment also applies if the office visit is billed with allergy injections.

* No cop i means no dedt up to the maximum allowable amount. 0% means no coinsurance up to the maximum allowable amount. However, when choosing a Non-network provider,
the member is responsible for any balance due after the plan payment.

* PCP is a Network Provider who is a practioner that specializes in family practice, general practice, internal medicine, pediatrics, obstetrics/gynecology, geriatrics or any other Network provider as allowed by the plan.

* SCP is a Network Provider, other than a Primary Care Physician, who provides services within a designated specialty area of practice.

* Certain diabetic and asthmatic supplies have no deductible/copayment/coinsurance up to the maximum allowable amount at network pharmacies except diabetic test strips.

* Benefit period = calendar year.

1) These covered services are not subject to the deductible/copayment if you have a flat dollar copayment and if rendered without an office visit.

2) We encourage you to contact Our Mental Health Subcontractor to assure the use of appropriate procedures, setting and medical necessity. Refer to Schedule of Benefits for limitations.

3) Kidney and Cornea are treated the same as any other illness and subject to the medical benefits.

4) If applicable, all prescription drug expenses except tier 1, (Networ twork, Retail/Mail-service apply to the per individual dedk
Also if applicable, the Prescription Drug out of pocket maximum applies to Network Retail and Mail-Service combined.

(5) Rx non-network diabetic/asthmatic supplies not covered except diabetic test strips.

(6) Prescription Drugs do not accumulate toward the Medical Lifetime Maximum. However, once the Medical Lifetime Maximum is met, no additional Prescription Drug claims will be paid.

PRECERTIFICATION:

Members are encouraged to always obtain prior approval when using non-network providers. Precertification will help avoid any unnecessary reduction in benefits for non-covered or non-medically necessary services.

Once the ible is met, the appropriate copayment applies.

Pre-existing Exclusion Period: We will not provide benefits for services, supplies or charges for any pre-existing condition for the time period specified below (subject to HIPAA portability requirements): 12 months after the member's enroliment date.
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