& Ascension SmartHealth
2023 SmartHealth Medical Plan Options
PPO Copay Plan Optio artHea DHP Optic
Ascension Network National Network Out-of-Network Ascension Netwo ational Netwo Out-of-Netwo
Annual Deductible All eligible expenses apply toward all deductibles. All eligible expenses apply toward all deductible
Single S0 $3,000 $5,000 000 6,000 0,000
Family S0 $6,000 $10,000 6,000 000 0,000
Total Annual OOP max including Deductible All eligible expenses apply toward all OOP maximums. Copays do not apply to the deductible. All eligible expenses apply toward all OOP
Single $3,000 $9,100 $12,500 000 00 000
Family $6,000 $18,200 $25,000 6,000 000 4,000
Inpatient/Outpatient Services Copay/Coinsurance opay/Co
Inpatient Hospital Services $750 copay 40% after deductible 50% after deductible 0% after deductible 40 er deductible 0% after deductible
Outpatient Services (i.e. Lab, Radiology) $75 copay 40% after deductible 50% after deductible 0% after deductible 40 er deductible 0% after deductible
Urgent Care $75 copay $200 copay after deductible $200 copay gggﬂg?gfg”al Network 0% after deductible 00 copay after deductible 00 copa IR etwo
Emergency Room Visit $500 copay $500 copay $500 copay 0% after ded e 0% afte :‘.- 20 etwo 09 e .' : etwo
Physician Office Services Copay/Coinsurance opay/Co
&régi%%ec/?{gd\igﬂgssFamily Practice/General Intemnal $25 copay 40% after deductible 50% after deductible 0% after deductible 40% after deductible 0% after deductible
Specialist Visits (including OB/GYN) $50 copay 40% after deductible 50% after deductible 0% after deductible 40 er deductible 0% after deductible
Mental Health Visits $25 copay $25 copay 50% after deductible 0% after deductible 0% after deductible 0% after deductible
Therapy (Physical/Speech/Occupational) Annual max: 60 $10 copay (Physical Therapy)
visits $25 copay (Speech/ Occupational 40% after deductible 50% after deductible 0% after ded ble 40 er ded ble 0% after ded ble
Therapy)

Chiropractic Office Visit Annual max: 35 visits $30 copay 40% after deductible 50% after deductible 0% after deductible 40 er deductible 0% after deductible
Preventive Health Care Adult/Child & Immunizations S0 S0 50% after deductible 0 0 0% after deductible
Prescription Drugs Prescription drugs do not count toward deductibles. AL T Taduotibla vou pay thece ac.ave il vou reach Your DOP maximurm. R J

ARx 30-day ARx90-day | Retail 30-day Defi‘",‘;;'gg‘_gay AR’gg?gg;a“V 0-d AR 90-da 0-d Gl e o
Generic Up to $15.00 Up to $30.00 Up to $15.00 Up to $30.00 N/A 0 00 p to $30.00 D to 00 0 to $30.00 A
Preferred Brand name 20% (min $30/ | 20% (min $60/ | 25% (min $50/ | 20% (min $60/ N/A 0% 0 0% 60 0 0% 60 A

max $50) max $100) max $100) max $100) 0 a 00 00 a 00
Non-preferred Brand Name 30% (min $50/ | 30% (min $125/ | 35% (min $60/ | 30% (min $125/ N/A 0% 0 0% 60 0 x

max $100) max $250) max $120) max $250) 00 3 0 0 3 0
Specialty N/A N/A N/A N/A $200 A A A A 00
ssagooor | sl | Sty | By | Samer | el IR L
Associate $34.30 $60.00 $73.00 $89.00 $131.85 $107.11 6.19 00 65.00 80.00 400 91.8
Associate Plus Spouse or Associate Plus LDB $73.56 $147.26 $188.00 $223.00 $305.04 $199.87 4.0 03.00 64 01.00 00 66.46
Associate Plus Child(ren) $52.86 $107.76 $136.00 $158.00 $221.46 $147.12 6 4.6 00 45.00 02.00 6
Associate Plus Family or Associate Plus Children/LDB $94.88 $186.59 $259.17 $344.00 $458.54 $248.85 / 08.60 99.00 08.4 99.38
Note: Tobacco Surcharge: If you or a covered family member use tobacco products, a $30 surcharge will be deducted biweekly from your paycheck.
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