ANDERSON COLLEGE

MEDICAL BENEFITS 

Effective 01/01/05

Premium Plan Single Cost - $201.00









Basic Plan Single Cost - $155.00
Premium Plan Family Cost - $471.00









Basic Plan Family Cost - $363.00

	 
	Premium 
	Basic

	 
	Network
	Non-Network
	Network
	Non-Network

	Annual Deductible
	$500 Single

$1500 Family
	$1000 Single

$3000 Family

	Coinsurance
	80%
	60%
	70%
	50%

	Physician Services


	$20 Copay – PCP

$35 Copay - Specialist
	$35 Copay – PCP

$50 - Specialist
	$20 Copay – PCP

$35 Copay - Specialist
	$35 Copay – PCP

$50 - Specialist

	Hospital Services
	$250 Copay per admission

$125 Copay Outpatient & surgery

Deductible & Coinsurance
	$500 Copay per admission

$200 Copay Outpatient surgery

Deductible & Coinsurance
	$250 Copay per admission

$125 Copay Outpatient & surgery 

Deductible & Coinsurance
	$500 Copay per admission

$200 Copay Outpatient surgery 

Deductible & Coinsurance

	Emergency Care


	$75 Copay, then

Deductible & Coinsurance
	$75 Copay, then

Deductible & Coinsurance
	 $75 Copay, then

Deductible & Coinsurance
	$75 Copay, then

Deductible & Coinsurance

	Mammograms
	100% Reimbursement
	100% Reimbursement
	100% Reimbursement
	100% Reimbursement

	Preventative Care –

Routine Physicals


	Plan Pays 100% 

$250 annual maximum for wellness services


	Plan Pays 100%

$250 annual maximum

 for wellness services
	Plan Pays 100% 

$250 annual maximum for wellness services


	Plan Pays 100%

$250 annual maximum

 for wellness services

	Prescription Drugs

Mandatory Generic Rx


	$10 Copay Generic

$20 Copay Preferred

$35 Copay Non Preferred

Mail Order – 2 Copays for 90 day supply
	$10 Copay Generic

$20 Copay Preferred

$35 Copay Non Preferred

Mail Order – 2 Copays for 90 day supply

	Out of Pocket Maximums

 
	$1,500 Single                                       $2,000 Single

$4,500 Family                                      $6,000 Family
	$3,000 Single                                         $4,000 Single

$9,000 Family                                        $12,000 Family

	Mental Health
	30 days inpatient / 30 visit outpatient per calendar year
	30 days inpatient / 30 visit outpatient per calendar year

	Substance Abuse
	40 days inpatient or $5000 per benefit year / $50 allowed per visit outpatient per calendar year

$5,000 Annual / $50,000 Lifetime
	40 days inpatient or $5000 per benefit year / $50 allowed per visit outpatient per calendar year

$5,000 Annual / $50,000 Lifetime

	Lifetime Maximum
	$1,000,000
	$1,000,000

	Vision Benefits
	80% (frames, contact lenses, lenses)
	No vision benefits

	Dental Benefits


	$50 single/X3 family deductible 

100/80/50/50 coinsurance

 $1,000 annual maximum

$2000 lifetime maximum for orthodontics
	No dental benefits


