
This Benefit Summary is to highlight your Benefits. Donǀt use this document to understand your exact coverage. If this Benefit Summary conflicts
with the Certificate of Coverage (COC), Schedule of Benefits, Riders, and/or Amendments, those documents govern. Review your COC for an exact
description of the services and supplies that are and are not covered, those which are excluded or limited, and other terms and conditions of
coverage.
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this 

plan’s benefits,  ways 
you can get help managing costs and how you may get more out of this 
health plan.

Check out what’s included in the plan PPO

Network coverage only
You can usually save money when you receive care for covered health care services from
network providers.

Network and out-of-network benefits
<RX�PD\�UHFHLYH�FDUH�DQG�VHUYLFHV�IURP�QHWZRUN�DQG�RXW�RI�QHWZRUN�SURYLGHUV�DQG
IDFLOLWLHV�ž�EXW�VWD\LQJ�LQ�WKH�QHWZRUN�FDQ�KHOS�ORZHU�\RXU�FRVWV�

Primary care physician (PCP) required
With this plan, you need to select a PCP — the doctor who plays a key role in helping
manage your care. Each enrolled person on your plan will need to choose a PCP.

Referrals required
You’ll need referrals from your PCP before seeing a specialist or getting certain health
care services.

3UHYHQWLYH�FDUH�FRYHUHG�DW�����
There is no additional cost to you for seeing a network provider for preventive care.

Pharmacy benefits
With this plan, you have coverage that helps pay for prescription drugs and medications.

Tier 1 providers
Using Tier 1 providers may bring you the greatest value from your health care benefits.
These PCPs and medical specialists meet national standard benchmarks for quality care
and cost savings.

Freestanding centers
You may pay less when you use certain freestanding centers — health care facilities that
do not bill for services as part of a hospital, such as MRI or surgery centers.

Health savings account (HSA)
With an HSA, you’ve got a personal bank account that lets you put money aside, tax-free.
Use it to save and pay for qualified medical expenses.
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Here's a more in-depth look at how PPO works.
Medical Benefits

In Network Out-of-Network

What You Pay for Services

Copays ($) and Coinsurance (%) for 
Covered Health Care Services

Network Out-of-Network

Preventive Care Services

Preventive Care Services No copay 40%*

Certain preventive care services are provided as specified by 
the Patient Protection and Affordable Care Act (ACA), with no 
cost-sharing to you. These services are based on your age, 
gender and other health factors. UnitedHealthcare also covers 
other routine services that may require a copay, co-insurance 
or deductible.

Includes services such as Routine Wellness Checkups, 
Immunizations, Breast Pumps, Mammography and Colorectal 
Cancer Screenings.

Office Services - Sickness & Injury

Primary Care Physician 10%* 40%*

Additional copays, deductible, or co-insurance may apply 
when you receive other services at your physician’s office. For 
example, surgery and lab work.

Telehealth is covered at the same cost share as in the office.

*After the Annual Medical Deductible has been met.
¹Prior Authorization Required. Refer to COC/SBN.
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What You Pay for Services

Copays ($) and Coinsurance (%) for 
Covered Health Care Services

Network Out-of-Network

Specialist 10%* 40%*

Additional copays, deductible, or co-insurance may apply 
when you receive other services at your physician’s office. For 
example, surgery and lab work.

Telehealth is covered at the same cost share as in the office.

Telemedicine Program (Virtual Visits) No copay* Not covered

Network Benefits are available only when services are 
delivered through a Designated Virtual Network Provider for 
24/7 Virtual Visit services only. You can find a 24/7 Virtual Visit 
Provider by contacting us at myuhc.com® or the telephone 
number on your ID card.

Urgent 

Urg獌䙄唀䩈̀

Emergency Care

Ambulance Services - Non-Emergency Ambulance¹

Air Ambulance 10%* 10%*

Ground Ambulance 10%* 40%*

Emergency Department 50%* 50%*

There is no cost for health care forensic examinations 
performed under Public Health Law §2805-i.

Pre-Hospital Emergency Medical Services (Ambulance 
Services)

Air Ambulance 10%* 10%*

Ground Ambulance 10%* 10%*

Inpatient Care

Inpatient Habilitative Services (Physical, Speech & 
Occupational Therapy)¹

10%* 40%*

Limited to 60 combined visits of physical therapy, occupational 
therapy and speech therapy per year.

Inpatient Hospital for a Continuous Confinement¹ 10%* 40%*

Inpatient Medical Visits¹ 10%* 40%*

Skilled Nursing Facility/Inpatient Rehabilitation Facility 
Services¹

10%* 40%*

Limited to 60 days per year in an Inpatient Rehabilitation 
Facility.

The limit for Inpatient Rehabilitation Services applies to any 
combination of physical therapy, occupational therapy, and 
speech therapy.

Outpatient Care

Chiropractic Services¹ 10%* 40%*

*After the Annual Medical Deductible has been met.
¹Prior Authorization Required. Refer to COC/SBN.
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What You Pay for Services

Copays ($) and Coinsurance (%) 

Lab, X-Ray and Diagnostic - Outpatient - Lab Testing

Performed as Outpatient Hospital Services 10%* Not covered

Performed in a Freestanding Radiology Facility 10%* Not covered

Performed in a PCP Office 10%* Not covered

Performed in a Specialist Office 10%* Not covered

Lab, X-Ray and Diagnostic - Outpatient - X-Ray and other 
Diagnostic Testing¹

Performed as Outpatient Hospital Services 10%* 40%*

Performed in a Freestanding Radiology Facility 10%* 40%*

Performed in a PCP Office 10%* 40%*

Performed in a Specialist Office 10%* 40%*

Major Diagnostic and Imaging - Outpatient¹

Performed as Outpatient Hospital Services 10%* 40%*

Performed in a Freestanding Radiology Facility 10%* 40%*

Performed in a Specialist Office 10%* 40%*

Physician Fees for Surgical and Medical Services¹

For services provided at an ambulatory surgical center or in a 
physician’s office

10%* 40%*

For services provided at an outpatient hospital-based surgical 
center

10%* 40%*

Rehabilitation Services - Outpatient Therapy¹ 10%* 40%*

Limited to 30 visits of post-cochlear implant aural therapy per 
year.

Limited Lo Lᤓ Loc偅il先d Lisits 
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What You Pay for Services

Copays ($) and Coinsurance (%) for 
Covered Health Care Services

Network Out-of-Network

Surgery - Outpatient¹

For services provided at an ambulatory surgical center or in a 
physician’s office

10%* 40%*

For services provided at an outpatient hospital-based surgical 
center

10%* 40%*

Therapeutic Treatments - Outpatient¹

Performed as Outpatient Hospital Services 10%* 40%*

Performed in a Freestanding Radiology Facility 10%* 40%*

Performed in a Specialist Office 10%* 40%*

Dialysis is not covered out-of-network, except for up to 10 visits 
per calendar year from a non-network provider to be paid at 
the network level when approved in advance.

Therapeutic treatments include, but are not limited to dialysis, 
intravenous chemotherapy, intravenous infusion, medical 
education services and radiation oncology.

Supplies and Services

Diabetic Equipment, Supplies, Insulin and Diabetic Oral and 
Injectible Anti-Diabetic Agents¹

10%* 40%*

There is no cost in-network for a 30-day supply of insulin.

Durable Medical Equipment and Braces 10%* Not covered

External Hearing Aids 10%* 40%*

Limited to a single purchase per hearing impaired ear every 3 
years.

Repair and/or replacement of a hearing aid would apply to this 
limit in the same manner as a purchase.

Prescription Drugs Administered in Office or Outpatient 



What You Pay for Services

Copays ($) and Coinsurance (%) for 
Covered Health Care Services

Network Out-of-Network

Prosthetic Devices¹

External 10%* 40%*

Internal 10%* 40%*

Limited to 1 prosthetic device per limb per lifetime.

Limit applies to External Prosthetic Devices only.

Repair and/or replacement of a prosthetic device 



What You Pay for Services

Copays ($) and Coinsurance (%) for 
Covered Health Care Services

Network Out-of-Network

Infertility Services¹ The amount you pay is based on where the covered health care service is provided.

Medical Supplies¹ 10%* 40%*

Obesity 



What You Pay for Services

Copays ($) and Coinsurance (%) for 
Covered Health Care Services

Network Out-of-Network

Pediatric Services - Vision

All Pediatric Vision - Benefits Covered up to age 19

Contact Lenses/Necessary Contact Lenses 50%* 50%*

Limited to 1 fitting and evaluation every 12 months.

Limited to a 12 month supply.

We will pay benefits for only one vision 

Eyeglass Frames

Eyeglass frames with a retail cost below $130. 50%* 50%*

Eyeglass frames with a retail cost between $130-$160. 50%* 50%*

Eyeglass frames with a retail cost between $160-$200. 50%* 50%*

Eyeglass frames with a retail cost between $200-$250. 50%* 50%*

Eyeglass frames with a retail cost greater than $250. 50%* 50%*

Limited to once every 12 months.

Eyeglass Lenses 50%* 50%*

Limited to once every 12 months.

Lens Extras



Pharmacy Benefits

** Only certain Prescription Drug Products are available through mail order; please visit myuhc.com® or call Customer Care at the telephone number on the back of your ID card for more information. You will be charged a
retail Copayment and/or Coinsurance for 31 days or 2 times for 60 days based on the number of days supply dispensed for any Prescription Order or Refills sent to the mail order pharmacy. To maximize your Benefit, ask
your Physician to write your Prescription Order or Refill for a 90-day supply, with refills when appropriate, rather than a 30-day supply with three refills.
Your Copayment and/or Coinsurance is determined by the tier to which the Prescription Drug List (PDL) Management Committee has assigned the Prescription Drug Product. All Prescription Drug Products on the
Prescription Drug List are assigned to Tier 1, Tier 2 or Tier 3.
If you are a member, you can find individualized information on your benefit coverage, determine tier status, check the status of claims and search for network pharmacies by logging into your account on myuhc.com® or
calling the Customer Care number on your ID card. If you are not a member, you can view prescription information at welcometouhc.com > Benefits > Pharmacy Benefits.

Pharmacy Plan Details

Pharmacy Network Broad Rx Network

Prescription Drug List Advantage

In Network

Annual Pharmacy Deductible

Individual See the Annual Medical Deductible section

Family See the Annual Medical Deductible section

Annual Deductible

The Pharmacy Deductible is the amount you pay for pharmacy 
expenses per year before you begin to receive Pharmacy 
Benefits.

Up to a 31-day 
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Here’s an example of how the plan’s costs come into play.

More ways to help manage your health plan and stay in the loop.

Search the network to find doctors.
You can go to providers in and out of our network — but when
you stay in network, you’ll likely pay less for care. To get started:

  . Go to welcometouhc.com > Benefits > Find a Doctor or Facility.

  . Choose  Search for a health plan.

  . Choose PPO to view providers in the health plan’s network.

Manage your meds.
Look up your prescriptions using the Prescription Drug List (PDL).
It places medications in tiers that represent what you’ll pay, which
may make it easier for you and your doctor to find options to help
you save money.

  . Go to welcometouhc.com > Benefits > Pharmacy Benefits.

  . Select Advantage to view the medications that are

     covered under your plan.

Access your plan online.
With myuhc.com®,  you’ve got a personalized health hub to help
you find a doctor, manage your claims, estimate costs and more.

Get on-the-go access.
:KHQ�\RXƂUH�RXW�DQG�DERXW��WKH�8QLWHG+HDOWKFDUHp�DSS�SXWV�\RXU
KHDOWK�SODQ�DW�\RXU�ILQJHUWLSV��'RZQORDG�WR�ILQG�QHDUE\�FDUH��YLGHR
FKDW�ZLWK�D�GRFWRU�������DFFHVV�\RXU�KHDOWK�SODQ�,'�FDUG�DQG�PRUH�
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Other important information about your benefits.
Medical Exclusions

Services your plan generally does NOT cover. It is recommended that you review your COC, Amendments and Riders for an exact description  of
the services and supplies that are covered, those which are excluded or limited, and other terms and conditions of coverage.
• Acupuncture
• Cosmetic Surgery
• Dental Care (Adult)
• Long-Term Care
• Non-emergency care when traveling outside the U.S.
• Routine Eye Care (Adult)
• Routine Foot Care
• Weight Loss Programs

Outpatient Prescription Drug Benefits



Other important information about your benefits.
Pharmacy Exclusions

The following exclusions apply. In addition see your Pharmacy Rider and SBN for additional exclusions and limitations that may apply.

• Certain Prescription Drug Products that are FDA approved as a package with a device or application, including smart package sensors and/or
embedded drug sensors.
• Certain compounded drugs.
• Diagnostic kits and products, including associated services.
Ɗ�'UXJV�DYDLODEOH�RYHU�WKH�FRXQWHU��H[FHSW�IRU�VPRNLQJ�FHVVDWLRQ�GUXJV��RYHU�WKH�FRXQWHU�SUHYHQWLYH�GUXJV�RU�GHYLFHV�SURYLGHG�LQ�DFFRUGDQFH�ZLWK
WKH�FRPSUHKHQVLYH�JXLGHOLQHV�VXSSRUWHG�E\�+56$�RU�ZLWK�DQ��$��RU��%��UDWLQJ�IURP�86367)��RU�DV�RWKHUZLVH�SURYLGHG�LQ�WKLV�&HUWLILFDWH�
• Durable Medical Equipment, including certain insulin pumps and related supplies for the management and treatment of diabetes, for which
Benefits are provided in your Certificate. Prescribed and non-prescribed outpatient supplies. This does not apply to diabetic supplies and inhaler
spacers specifically stated as covered.
• Experimental or Investigational or Unproven Services and medications for any drug prescribed or dispensed in a manner contrary to standard
medical practice. If coverage is denied, you are entitled to an Appeal as described in the Utilization Review and External Appeal sections of the
Certificate of Coverage.
• General vitamins, except Prenatal vitamins, vitamins with fluoride, and single entity vitamins when accompanied by a Prescription Order or Refill.
• Medications used for cosmetic or convenience purposes.
• Prescription Drug Products dispensed outside the United States, except as required for Emergency treatment.
• Prescription Drug Products, including New Prescription Drug Products or new dosage forms, that we determine do not meet the definition of a
Covered Health Care Service.
• Publicly available software applications and/or monitors that may be available with or without a Prescription Order or Refill, except for assistive
communication devices.
• We do not Cover Prescription Drugs dispensed to You while in a Hospital, nursing home, other institution, Facility, or if You are a home care
patient, except in those cases where the basis of payment by or on behalf of You to the Hospital, nursing home, Home Health Agency or home care
services agency, or other institution, does not include services for drugs.
• We do not Cover services if benefits are provided for such services under the federal Medicare program or other governmental program (except
Medicaid).
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UnitedHealthcare does not treat members differently because  
of sex, age, race, color, disability or national origin. 
If you think you weren’t treated fairly because of your sex, age, race, 
color, disability or national origin, you can send a complaint to the Civil 
Rights Coordinator:
Online: UHC_Civil_Rights@uhc.com
Mail: �Civil Rights Coordinator 

UnitedHealthcare Civil Rights Grievance 
P.O. Box 30608, Salt Lake City, UT 84130

You must send the complaint within 60 days of when you found out 
about it. A decision will be sent to you within 30 days. If you disagree 
with the decision, you have 15 days to ask us to look at it again. 
If you need help with your complaint, please call the toll-free phone 
number listed on your ID card, TTY 711, Monday through Friday, 8 a.m. 
to 8 p.m. You can also file a complaint with the U.S. Dept. of Health and 
Human Services. 
Online: https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
Complaint forms are available at:  
http://www.hhs.gov/ocr/office/file/index.html.
Phone: Toll-free 1-800-368-1019, 1-800-537-7697 (TDD)
Mail: U.S. Dept. of Health and Human Services,  
200 Independence Avenue, SW Room 509F, HHH Building 
Washington, D.C. 20201 
We provide free services to help you communicate with us such as 
letters in others languages or large print. You can also ask for an 
interpreter. To ask for help, please call the toll-free member phone 
number listed on your health plan ID card.

ATTENTION: If you speak English, language assistance services, free 
of charge, are available to you. Please call the toll-free phone number 
listed on your identification card.

ATENCIÓN: Si habla español (Spanish), hay servicios de asistencia 
de idiomas, sin cargo, a su disposición. Llame al número de 
teléfono gratuito que aparece en su tarjeta de identificación.

ሗءจjν؈આႭʕ˖�(Chinese)dҢࡁе൬މઆ౤ԶႧԊ՘п
؂ਕfሗᅡ͂ึה̔ࡰΐٙе˹൬ึࡰཥ༑໮ᇁf

XIN LƯU Ý: Nếu quý vị nói tiếng Việt (Vietnamese), quý vị sẽ được 
cung cấp dịch vụ trợ giúp về ngôn ngữ miễn phí. Vui lòng gọi số điện 
thoại miễn phí ở mặt sau thẻ hội viên của quý vị.

⥌ᱍ: 㭛๸⧄(Korean)ᰅ#␚⫔㭗⚑ᑂ#ධ⫞#⧈⧄#⹐⬂#⒚Ⅷ♑ᰅ
᷵ᭀ᫃#⮻⫔㭗⚙#▴#⯐♣ᑾᒜ1#໗㭗⮛#⚕₎⸦#㎘ᛓ⧡#པ⯹ᗺ#
᷵ᭀ#㲱⬂#ⱝ㱴ὴ㱔᫃#᷹⮛㭗⚣⚑⩁1

PAALALA: Kung nagsasalita ka ng Tagalog (Tagalog), may 
makukuha kang mga libreng serbisyo ng tulong sa wika. 
Pakitawagan ang toll-free na numero ng telepono na nasa iyong 
identification card.

ВНИМАНИЕ: бесплатные услуги перевода доступны для 
людей, чей родной язык является русский (Russian). Позвоните 
по бесплатному номеру телефона, указанному на вашей 
идентификационной карте.
 ةيوغللا ةدعاسملا تامدخ نإف ،(Arabic) ةيبرعلا ثدحتت تنك اذإ :هيبنت

 ىلع جردملا يناجملا فتاهلا مقرب لاصتالا ىجرُي .كل ةحاتم ةيناجملا
.كب ةصاخلا فيرعتلا ةقاطب

ATANSYON: Si w pale Kreyòl ayisyen (Haitian Creole), ou kapab 
benefisye sèvis ki gratis pou ede w nan lang pa w. Tanpri rele 
nimewo gratis ki sou kat idantifikasyon w.

ATTENTION : Si vous parlez français (French), des services d’aide 
linguistique vous sont proposés gratuitement. Veuillez appeler le 
numéro de téléphone gratuit figurant sur votre carte d’identification.

UWAGA: Jeżeli mówisz po polsku (Polish), udostępniliśmy darmowe 
usługi tłumacza. Prosimy zadzwonić pod bezpłatny numer telefonu 
podany na karcie identyfikacyjnej.

ATENÇÃO: Se você fala português (Portuguese), contate o serviço 
de assistência de idiomas gratuito. Ligue gratuitamente para o 
número encontrado no seu cartão de identificação.

ATTENZIONE: in caso la lingua parlata sia l’italiano (Italian), 
sono disponibili servizi di assistenza linguistica gratuiti. Per favore 
chiamate il numero di telefono verde indicato sulla vostra tessera 
identificativa.

ACHTUNG: Falls Sie Deutsch (German) sprechen, stehen Ihnen 
kostenlos sprachliche Hilfsdienstleistungen zur Verfügung. Bitte 
rufen Sie die gebührenfreie Rufnummer auf der Rückseite Ihres 
MitgliedsausCio5TJ
0 -1 s

https://youtube.com/unitedhealthcare
https://instagram.com/UnitedHealthcare
https://twitter.com/UHC
https://facebook.com/UnitedHealthcare

