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Teamsters Local 728 Movie Industry Plan Comparison
A comparison of the EPO Plan 80 can be

found at MyTeamCare.org/Movies728
Flex Plan 

anthem Premier ePO Plan 60

netwOrk Blue Cross Blue shield NatioNal PPo Network Blue Cross Blue shield NatioNal PPo Network

annual DeDuctibles

IndIvIdual $2,600 $500

FamIly $5,200 $1,000

annual Out-OF-POcket

IndIvIdual $4,950 $4,000

FamIly $9,900 $8,000

OFFice Visit cO-Pay

PrImary Care $40 $30

SPeCIalISt $40 $30

urgent Care $40 $30 IF BIlled aS an OFFICe vISIt

key meDical beneFits cOinsurance aPPlies aFter DeDuctible is met

PreventIve Care COvered In Full COvered In Full - nO COSt tO the memBer

telemedICIne $20 COPay COvered In Full - nO COSt tO the memBer

CvS mInute ClInIC N/A COvered In Full - nO COSt tO the memBer

urgent Care $40 COPay Or IF BIlled aS an OutPatIent 40% IF BIlled aS an OutPatIent vISIt: 25%

emergenCy rOOm $150 COPay / 40% $150 COPay / 25%

COInSuranCe 
(InPatIent, OutPatIent, SurgICal, amBulanCe)

40% 25%

 OutPatIent laB ServICeS $40 COPay COvered In Full - nO COSt tO the memBer: QueSt

 OutPatIent ImagIng (mrI, Ct) 40% COvered In Full - nO COSt tO the memBer: uSIn

 ChIrOPraCtIC BeneFIt 40% COPay (max 30 vISItS) 50% uP tO $500 Per PerSOn, Per year

 OutPatIent BehavIOral health $40 COPay $30 COPay

 InPatIent BehavIOral health 40% 25%

PrescriPtiOn beneFits

retaIl (uP tO 30 day SuPPly) 
tIer 1: $10 COPay
tIer 2: $250/$500 deduCtIBle,     
           then $25 COPay

tIer 3: $50 COPay
tIer 4: 30%,  
           max $150

nO deduCtIBle, 25% COInSuranCe

maIntenanCe (uP tO 90 day SuPPly)
tIer 1: $10 COPay
tIer 2: $250/$500 deduCtIBle,  
           then $50 COPay

tIer 3: $50 COPay
tIer 4: 30%,  
           max $150

nO deduCtIBle, 20% COInSuranCe

Dental beneFits Delta Dental                    Dental

 dental deduCtIBle $50/$150 nO deduCtIBle

 dental annual max $1,000 Per PerSOn, Per year $1,500 Per PerSOn, Per year

 OrthOdOntIa max $1,000 Per PerSOn $1,500 Per ChIld

VisiOn beneFits VsP

vISIOn (In-netwOrk) $10 (every 12 mOnthS) $10 (every 12 mOnthS)

lenSeS InCluded (every 12 mOnthS) InCluded (every 12 mOnthS)

Frame allOwanCe $150 allOwanCe (every 24 mOnthS) $150 allOwanCe (every 12 mOnthS)

COntaCt lenSeS $150 allOwanCe (every 12 mOnthS) $120 allOwanCe (every 12 mOnthS)

shOrt-term Disability avaIlaBle tO Be determIned

liFe insurance (member) $20,000 tO Be determIned

Family PrOtectiOn beneFit nOt avaIlaBle
teamCare PrOvIdeS uP tO FIve yearS OF Free 

health COverage FOr COvered dePendentS In the 
event OF the memBer’S death.

If there is a discrepancy in this comparison, 
the Plan Document shall govern.  
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