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All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

What You Will Pa

SLU Care & SSM

Common Services You May
Medical Event Need

Limitations, Exceptions, & Other Important
Information

* For more information about limitations and exceptions, see the plan or policy document at welcometouhc.com. Page 2 of 6
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Common
Medical Event

Services You May

Need

Tier 4 — Your Highest

Cost Option

SLU Care & SSM

Network Provider

(You will pay the
least)

20% Coinsurance

$200 Max

What You Will Pay

Other
Participating
Provider Network
Provider
(You may pay

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

Limitations, Exceptions, & Other Important
Information

Facility fee (e.g.,
ambulatory surgery

15% coinsurance

20% coinsurance

40% coinsurance

Preauthorization is required out-of-network for
certain services.

If you have center)
outpatient surgery $20 copay per visit,
Physician/surgeon fees deductible does 20% coinsurance | 40% coinsurance | None
not apply
$250 copay per $250 copay per $250 copay per
Emergency room care visit, deductible visit, deductible visit, deductible | None
If you need does not apply does not apply does not apply

immediate medical
attention

If you have a
hospital stay

* For more information about limitations and exceptions, see the plan or policy document at welcometouhc.com.

Emergency medical
transportation

20% coinsurance

20% coinsurance

*20% coinsurance

*Network deductible applies

Urgent care

Facility fee (e.g.,
hospital room)

$60 copay per visit,
deductible does

not apply
15%

$60 copay per visit,
deductible does

not apply

40% coinsurance

If you receive services in addition to Urgent care
visit, additional copays, deductibles, or coinsurance

may apply e.g. surgery.
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* For more information about limitations and exceptions, see the plan or policy document at


http://www.welcometouhc.com/

Excluded Services & Other Covered Services:

] Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)
f Hearing aids

f Acupuncture
I Cosmetic surgery l
f Dental care

 Classes

* For more information about limitations and exceptions, see the plan or policy document at welcometouhc.com. Page 5 of 6
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About these Coverage Examples:

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.

Peg is Having a Baby

(9 months of in-network pre-natal care and a
hospital delivery)

The plan’s overall deductible $500
Specialist copay $40
Hospital (facility) coinsurance 1

The plan would be responsible for the other costs of these EXAMPLE covered services. 6 of 6
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