Teamsters Local 728 Movie Industry Plan Comparison

A comparison of the EPO Plan 60 can be FLEX PLAN ¥ o
found at MyTeamCare.org/Movies728 ANTHEM PRemMIER EPO PLAN 80 T E A M CA R E

NETWORK BLue Cross BLue SHieLp Nationar PPO Network BLue Cross BLue SHieLp Nationar PPO Network

ANNUAL DEDUCTIBLES

INDIVIDUAL $1,250 $500
FAMILY $3,125 $1,000
ANNUAL OuT-OF-POCKET
INDIVIDUAL $4,000 $4,000
FamILY $10,000 $8,000
OFFice VisiTt Co-Pay
PriMARY CARE $30 $30
SPECIALIST $50 $30
URGENT CARE $30 $30 Ir BiLLeD As AN OFFICE ViSIT
Key MepicaL BENEFITS CoINsURANCE AppLIES AFTER DEDUCTIBLE IS MET
PREVENTIVE CARE CovEreD IN FuLL Coverep IN FuLL - No CosT 1o THE MEMBER
O TeLADOC TELEMEDICINE $15 Copay Coverep IN FuLL - No CosT 1o THE MEMBER
¥ minuteclinic.  CVS MinuTE CLINIC N/A Coverep IN FuLL - No CosT 10 THE MEMBER
URGENT CARE $30 Coray OR IF BILLED AS AN OUTPATIENT 20% IF BILLED AS AN QUTPATIENT VISIT: 25%
EMERGENCY Room $200 Coray / 20% $150 Coray / 25%
(INPATIENT, OUTPATIENT, SURGIC(iLO, |/’:§ESLAAJ\NISS 20% 25%
QuestSelect” QuTPATIENT LAB SERVICES $30 Coray Coverep IN FuLL - No CosT 1o THE MemBER: QUEST
!_;@usm OUTPATIENT IMAGING (MRI, CT) 20% Covered IN FuLL - No CosT 1o THE MEmBER: USIN
CHIROPRACTIC BENEFIT 20% Coray (Max 24 VisiTs) 50% Up 10 $500 Per Person, Per YEAR
QUTPATIENT BEHAVIORAL HEALTH $30 Copay $30 Copay
INPATIENT BEHAVIORAL HEALTH 20% 25%
PRESCRIPTION BENEFITS W CVS caremark’
Tier 1: $10 Corar Tier 3: $50 Coray
RETAIL (up To 30 pav suprwy) | TIER 2: $100/$200 DepucTiBLE, | TiER 4: 30%, No DepucTiBLE, 25% COINSURANCE
THen $25 Coray Max $150
Tier 1: $10 Coray Tier 3: $50 Copay
MAINTENANGE (up 1o 90 pay supewy) | TIER 2: $100/$200 DepucTiLe, | TiER 4: 30%, No DebucTiBLE, 20% COINSURANCE
THen $50 Coray Max $150
DEeNTAL BENEFITS DELTA DENTAL Humana DENTAL
DenTAL DEDUCTIBLE $50/$150 No DepucTIBLE
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 eve
VisION (IN-NETWORK) $10 (Every 12 MoNTHS) $10 (Every 12 MoONTHS)
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
Lire INsURANCE (MEMBER) $20,000 To Be DETERMINED
TeaMCARE ProviDES UP TO FIvVE YEARS OF FREE
FamiLy PROTECTION BENEFIT NoT AVAILABLE 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.
Visit MyTeamCare.org for more information.
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