HEALTH CARE BENEFITS

Benefits Benefit Package  Benefit Package Benefit Package  Benefit Package  Benefit Package
(subject to Unison E-01 E-02 E-03 E-04 E-05
policies and children under 21 categorically general assistance  medically needy general assistance
procedures) needy
Covered* Covered* Covered* Covered* Covered*
(under certain (under certain (under certain (under certain (under certain
Abortion circumstances; circumstances; circumstances; circumstances; circumstances;
consent form consent form consent form consent form consent form
required) required) required) required) required)
Acupuncture Not Covered Not Covered Not Covered Not Covered Not Covered
Allergy Testing Covered** Covered** Covered** Covered** Covered**
Ambulance
Emergency
Medical Covered Covered Covered Covered Covered
Transportation
Ambulance Covered Covered Covered Covered Covered
Non-Emergency (age 18 & older. - - - -
Medical copay applies: (copay app_lles. (copay applles. (copay applles. (copay applles.
Transportation $1 per trip) $1 per trip) $1 per trip) $1 per trip) $1 per trip)
Behavioral
Health (mental Covered by county | Covered by county Covered by county | Covered by county | Covered by county or
health & substance or behavioral or behavioral or behavioral or behavioral behavioral
health plan health plan health plan health plan health plan
abuse)
Blood & Plasma " % " X "
Products Covered Covered Covered Covered Covered
Bone Mass
Measurement Covered** Covered** Covered** Covered** Covered**
(bone density)

If no asterisk is indicated for a service in a particular package, the member may  Benefit limitations do not apply to pregnant members and those under the age of
self-refer by choosing a provider who is part of the Unison MedPLUS network. 21. Copayments do not apply for those members under 18, pregnant or in a
*Requires that your doctor call us at 1.800.366.7304 to get prior authorization. ~ nursing home.
**Requires your PCP to send in a referral for you to get this service.

N

—// \_
ZIIN



HEALTH CARE BENEFITS

Benefits Benefit Package  Benefit Package Benefit Package  Benefit Package  Benefit Package
(subject to Unison E-01 E-02 E-03 E-04 E-05
policies and children under 21 categorically general assistance  medically needy general assistance
procedures) needy
Case
Management Covered Covered Covered Covered Covered
Covered Covered Covered Covered
Chirobractor (maximum of 18 (maximum of 18 (maximum of 18 (maximum of 18
Se rr\;i ces Covered* doctor visits combined|doctor visits combined [doctor visits combined | doctor visits combined
per year, from per year, from per year, from per year, from
July 1 —June 30) July 1 —June 30) July 1 —June 30) July 1 —June 30)
Colorectal/
Prostate *k *% *k *k *%
Screening Covered Covered Covered Covered Covered
Exams
Covered Covered Covered
Dental Covered Covered (limited to cleanings, | (limited to cleanings, | (limited to cleanings,
Services (Includes full (Includes full exams, X-rays every 6 | exams, x-rays every 6 | exams, x-rays every 6
dental services) dental services) months, simple months, simple months, simple
extractions & fillings) | extractions & fillings) | extractions & fillings)
Covered Covered Covered Covered
Diabetic Covered (10 visits per (20 visits per (10 visits per (20 visits per
Education year, from year, from year, from year, from
July 1 —June 30) July 1 —June 30) July 1 —June 30) July 1 —June 30)
Covered Covered Covered Covered Covered
Diabetic (Some items may (Some items may (Some items may (Some items may (Some items may
supplies & require prior require prior require prior require prior require prior
E pp i authorization. Age 18 | authorization. Copay | authorization. Copay | authorization. Copay | authorization. Copay
quipmen & older; copay applies:| applies: $1 per item, | applies: $1 per item, | applies: $1 per item, | applies: $1 per item,
$1 per item, up to $3.) up to $3.) up to $6.) up to $3.) up to $6.)
Covered Covered Covered
Dialysis (member may (member may Not Covered (member may Not Covered
self-refer) self-refer) self-refer)

If no asterisk is indicated for a service in a particular package, the member may
self-refer by choosing a provider who is part of the Unison MedPLUS network.
*Requires that your doctor call us at 1.800.366.7304 to get prior authorization.
**Requires your PCP to send in a referral for you to get this service.

Benefit limitations do not apply to pregnant members and those under the age of
21. Copayments do not apply for those members under 18, pregnant or in a

nursing home.
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HEALTH CARE BENEFITS

Benefit Package

Benefit Package

Benefits Benefit Package  Benefit Package  Benefit Package
(subject to Unison E-01 E-02 E-03 E-04 E-05
policies and children under 21 categorically general assistance  medically needy general assistance
procedures) needy
Covered** Coveredi Not Covered Not Covered Not Covered
(Prior Authorization (Prior Authorization (Unlessyou arealso | (Unlessyouarealso | (Unlessyou are also
Durable required if greater than required if areater than getting home health at | getting home health at | getting home health at
Medical $300. Age 18 & older; $3%0 Co ag anplies for the same time*; copay | the same time*; copay | the same time*; copay
Equipment copay applies for ur ch s epitz m'g!“$1 or applies for purchase | applies for purchase | applies for purchase
purchase items: $1 per P item. b to $3 )p items: $1 per item, items: $1 per item, items: $1 per item,
item, up to $3.)  Up10 %o, up to $6.) up to $3.) up to $6.)
EPSDT
(Early and Periodic
Screening and
Diagnostic Testing) Covered Not Covered Not Covered Not Covered Not Covered
Services/
Immunizations
Emergency
Room Care Covered Covered Covered Covered Covered
Covered Covered Covered Covered Covered
Eye Tests, (member may self- | (member may self- | (member may sel- | (member may self- | (member may self-
Routine refer to participating | refer to participating | refer to participating | refer to participating | refer to participating
provider) provider) provider) provider) provider)
Covered Covered Covered Covered Covered

Family Planning

(member may

(member may

(member may

(member may
self-refer to any family

(member may
self-refer to any family

Services self-refer to any family | self-refer to any family | self-refer to any family
planning provider) | planning provider) | planning provider) | planning provider) | planning provider)
Covered
Hearing Aids (age 18 and older;
& Batteries copay applies: $1 per Not Covered Not Covered Not Covered Not Covered
item, up to $3.)
Hearlng ** *% ** *% **
Exams Covered Covered Covered Covered Covered

If no asterisk is indicated for a service in a particular package, the member may  Benefit limitations do not apply to pregnant members and those under the age of
21. Copayments do not apply for those members under 18, pregnant or in a

self-refer by choosing a provider who is part of the Unison MedPLUS network.
*Requires that your doctor call us at 1.800.366.7304 to get prior authorization.
**Requires your PCP to send in a referral for you to get this service.

nursing home.
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HEALTH CARE BENEFITS

Benefit Package  Benefit Package  Benefit Package

Benefits Benefit Package  Benefit Package
(subject to Unison E-01 E-02 E-03 E-04 E-05
policies and children under 21 categorically general assistance  medically needy general assistance
procedures) needy
HTIXSIQ:]BS Covered Covered Covered Covered Covered
Covered* Covered*
Homéa a';': alth Covered* Covered* (30 visits per year Covered* (30 visits per year
from July 1 — June 30) from July 1 — June 30)
Hospice Care Covered* Covered* Covered* Covered* Covered*
- Flu Vaccine Flu Vaccine Flu Vaccine Flu Vaccine
Immunizations Covered Covered Covered Covered Covered
Infertility
Testing & Services Not Covered Not Covered Not Covered Not Covered Not Covered
Covered- Covered* Covered*
Inpatient (age 18 and older: Covered* (one stay per year, Covered* (one stay per year,
Hos ﬁ alization | co g anplies: $3 é ; (Copay applies: $3 per| from July 1-June 30; (Copay applies: from July 1-June 30;
F()acute) pd); F:Jp 0 .$21p day, up to $21 copay applies: $6 per | $3 per day, up to $21 | copay applies: $6 per
maxir{’wur?] er stay) maximum per stay) day, up to $42 maximum per stay) day, up to $42
per stay maximum per stay) maximum per stay)
@ eCi)g/e;ﬁg*; der: Covered** Covered** Covered** Covered**
Lab Tests c% av annlies to " | (copay applies to (copay applies to (copay applies to (copay applies to
& X-rays 0 rtgb}; e gpr ars: $1 portable x-rays: portable x-rays: portable x-rays: portable x-rays:
P er servic)cla)' $1 per service) $1 per service) $1 per service) $1 per service)

If no asterisk is indicated for a service in a particular package, the member may  Benefit limitations do not apply to pregnant members and those under the age of
self-refer by choosing a provider who is part of the Unison MedPLUS network. 21. Copayments do not apply for those members under 18, pregnant or in a
*Requires that your doctor call us at 1.800.366.7304 to get prior authorization.  nursing home.

**Requires your PCP to send in a referral for you to get this service.
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HEALTH CARE BENEFITS

Benefits Benefit Package  Benefit Package = Benefit Package  Benefit Package  Benefit Package
(subject to Unison E-01 E-02 E-03 E-04 E-05
policies and children under 21 categorically general assistance  medically needy general assistance
procedures) needy
Covered Covered Covered Covered Covered
M(irgrrg:r?i;a?s (member may (member may (member may (member may (member may
g self-refer) self-refer) self-refer) self-refer) self-refer)
Obstetrical/ Covered Covered Covered Covered Covered
Maternity Care (member may (member may (member may (member may (member may
y self-refer) self-refer) self-refer) self-refer) self-refer)
Organ Tran_splant Covered* Covered* Covered* Covered* Covered*
Evaluation
Organ Transplant Covered* Covered* Covered* Covered* Covered*
Orthodontia Covered* Not Covered Not Covered Not Covered Not Covered
Not Covered Not Covered Not Covered
Covered* Covered* (unless you are also | (unless you are also | (unless you are also
Orthonedic (age 18 and older; (copay applies: getting home health | getting home health | getting home health
3h o%s copay applies: $1p }ér ﬁgm ' at the same time. at the same time. at the same time.
$1 per item, P : Copay applies for Copay applies for Copay applies for
up to $3.) up to $3.) purchase items*: $1 | purchase items*: $1 | purchase items*: $1
per item, up to $6.) | per item, up to $3.) | per item, up to $6.)
Outpatient Surgery,
performed at an Covered* Covered* Covered* Covered* Covered*
Ambulatory (age 18 and older; (Copay applies: (Copay applies: (Copay applies: (Copay applies:
Surgical Center |Copay applies: $1 per $1 per stay, $1 per stay, $1 per stay, $1 per stay,
or Short stay, up to $3) up to $3) up to $6) up to $3) up to $6)
Procedure Unit

Benefit limitations do not apply to pregnant members and those under the age of
21. Copayments do not apply for those members under 18, pregnant or in a
nursing home.

If no asterisk is indicated for a service in a particular package, the member may
self-refer by choosing a provider who is part of the Unison MedPLUS network.
*Requires that your doctor call us at 1.800.366.7304 to get prior authorization.
**Requires your PCP to send in a referral for you to get this service.
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HEALTH CARE BENEFITS

Benefit Package

Benefit Package

Benefit Package

Benefit Package

Benefits Benefit Package
(subject to Unison E-01 E-02 E-03 E-04 E-05
policies and children under 21 categorically general assistance  medically needy general assistance
procedures) needy
) Covered* Covered* Covered* Covered*
Pain (maximum of 18 (maximum of 18 (maximum of 18 (maximum of 18
Management Covered* doctor visits combined | doctor visits combined | doctor visits combined | doctor visits combined
Services per year, from per year, from per year, from per year, from
July 1 —June 30.) July 1 —June 30.) July 1 —June 30.) July 1 —June 30.)
Covered Covered Covered Covered Covered
P%%I?/Ezegzna:gd (member may (member may (member may (member may (member may
self-refer) self-refer) self-refer) self-refer) self-refer)
Personal Care Covered
(in-home)/ (if related to Not Covered Not Covered Not Covered Not Covered
Aide Services EPSDT screening)
Covered** Covered** Covered** Covered**

Podiatry Care — (maximum of 18 (maximum of 18 (maximum of 18 (maximum of 18

Medicallv Necessa Covered** doctor visits doctor visits doctor visits doctor visits
y ry combined per year, | combined per year, | combined per year, | combined per year,
from July 1-June 30) | from July 1-June 30) [ from July 1-June 30) | from July 1-June 30)
Covered
6 prescriptions per
Covered ( A
Covered (follow Drug IT)?Qttig,irfer 'é?/iiiki
(follow Drug formulary; excludes counter: Dru
 onig Limited to birth |~ Limited to birth

Prescription

formulary; age

medication for
symptomatic relief of

formulary; excludes

control drugs

control drugs

Drugs 18 & older; copay S
medication for
brand $3; copay | cough and cold; symptomatic relief of
generic is $1.) copay brand $3; cough and cold:
copay generic is $1.) copay brand $3’;
copay generic is $1.)
Primary Care
Physician Covered Covered Covered Covered Covered

Benefit limitations do not apply to pregnant members and those under the age of
21. Copayments do not apply for those members under 18, pregnant or in a

nursing home.

If no asterisk is indicated for a service in a particular package, the member may
self-refer by choosing a provider who is part of the Unison MedPLUS network.
*Requires that your doctor call us at 1.800.366.7304 to get prior authorization.
**Requires your PCP to send in a referral for you to get this service.



HEALTH CARE BENEFITS

Benefits Benefit Package  Benefit Package = Benefit Package  Benefit Package  Benefit Package
(subject to Unison E-01 E-02 E-03 E-04 E-05

policies and children under 21 categorically general assistance  medically needy general assistance
procedures) needy

Private Duty

Nursing Covered* Not Covered Not Covered Not Covered Not Covered
Covered** Covered** Not Covered Not Covered Not Covered
(prior authorization | (prior authorization | (unless you are already | (unless you are already | (unless you are already
Prosthetics & required if greater required if greater | getting home health at | getting home health at | getting home health at
Orthotics than $300. Age 18 & than $300. Copay the same time.* the same time.* the same time.*
older; copay applies: | applies: $1 per item, | Copay applies: $1 per | Copay applies: $1 per | Copay applies: $1 per
$1 per item, up to $3.) up to $3.) item, up to $6.) item, up to $3.) item, up to $6.)
Radiation/ Covered Covered Covered Covered Covered
Chemothera (member may (member may (member may (member may (member may
Py self-refer) self-refer) self-refer) self-refer) self-refer)
Radiology Scans Covered* Covered* Covered* Covered* Covered*
(MRI, MRA, PET)
Covered* Covered* Covered* Covered* Covered*

(One stay per year, | (One stay per year, | (One stay per year, | (One stay per year,
from July 1-June 30; | from July 1-June 30; [ from July 1-June 30; | from July 1-June 30;
copay applies: $3 copay applies: $6 copay applies: $3 copay applies: $6
per day, up to $21 | per day, up to $42 | per day, up to $21 | per day, up to $42
maximum per stay.) | maximum per stay.) | maximum per stay.) | maximum per stay.)

(age 18 and older;
copay applies: $3

per day, up to $21

maximum per stay.)

Rehabilitation
(inpatient hospital)

R?gﬂ?ggtt?et::n (age i%\/g;%d:;l der: Cove red*_ Cove red*_ Covered*_ Cove red*_
occupational copay applies: ’ (Copay applies: (Copay applies: (Copay applies: (Copay applies:
ohysical and sp eech $1 per therapy $1 per therapy $1 per therapy $1 per therapy $1 per therapy
therapy) Visit, up 10 $3.) visit, up to $3.) visit, up to $6.) visit, up to $3.) visit, up to $6.)
Covered* Covered* Covered* Covered* Covered*

Skilled Nursing

Facility Care (for 30 (for 30 (for 30 (for 30 (for 30

continuous days) continuous days) continuous days) continuous days) continuous days)

If no asterisk is indicated for a service in a particular package, the member may  Benefit limitations do not apply to pregnant members and those under the age of
self-refer by choosing a provider who is part of the Unison MedPLUS network. 21. Copayments do not apply for those members under 18, pregnant or in a
*Requires that your doctor call us at 1.800.366.7304 to get prior authorization.  nursing home.

**Requires your PCP to send in a referral for you to get this service.
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HEALTH CARE BENEFITS

Benefits Benefit Package = Benefit Package  Benefit Package  Benefit Package  Benefit Package
(subject to Unison E-01 E-02 E-03 E-04 E-05
policies and children under 21 categorically general assistance  medically needy general assistance
procedures) needy
Slesiﬁ aAipégea Covered* Covered* Covered* Covered* Covered*
Specialty Covered** Covered** Covered** Covered**
Physician Services (maximum of 18 (maximum of 18 (maximum of 18 (maximum of 18
(except OB/GYN Covered** doctor visits doctor visits doctor visits doctor visits
which member combined per year, | combined per year, | combined per year, | combined per year,
may self-refer) from July 1-June 30.) | from July 1-June 30.) [from July 1-June 30.) [from July 1-June 30.)
Tobgg(ijongglsizztlon Covered Covered Covered Covered Covered
Covered
- A _ ( i:gvergd ’ Covered (counted in 6
obacco Cessation | (age 18 and older; _ rescriptions per
Products copay brand $3; (copay b rqnq $§1 ngonth IFmit; cgpay Not Covered Not Covered
copay generic is $1.) | COPAY 9ENeric is 1) | “hranq g3; copay
generic is $1.)
~ Covered
S(tg';’]gg rgeery}g;?;s ff:ﬁ?;g Covered Covered Covered Covered
or daily wear contact (once per year: (once per year: (once per year: (once per year:
lenses: plus in-plan exam, standard exam, standard exam, standard exam, standard
frames covered in full 4| €yeglass lenses or | eyeglass lenses or | eyeglass lenses or | eyeglass lenses or
lenses/2 frames per | daily wear contact | daily wear contact | daily wear contact | daily wear contact
year $125.00 total | lenses; $125.00 total | lenses; $125.00 total | lenses; $125.00 total | lenses; $125.00 total
Vision allowance; if vision | allowance; in-plan | allowance; in-plan | allowance; in-plan | allowance; in-plan
provider does not carry| frames covered in | frames covered in | frames covered in | frames covered in
in-plan frames a $20 full. If vision full. If vision full. If vision full. If vision
allowance will apply | provider does not | provider does not | provider does not | provider does not
toward frames selected. | caryy in-plan frames | carry in-plan frames | carry in-plan frames | carry in-plan frames
Medically necesslary a $20 allowance a $20 allowance a $20 allowance a $20 allowance
Ii%%aet?gr?sn Jgnegggn?; e will apply toward will apply toward will apply toward will apply toward
for MA recipients under frames selected.) frames selected.) frames selected.) frames selected.)
age 21 if needed.)

If no asterisk is indicated for a service in a particular package, the member may  Benefit limitations do not apply to pregnant members and those under the age of
self-refer by choosing a provider who is part of the Unison MedPLUS network. 21. Copayments do not apply for those members under 18, pregnant or in a
*Requires that your doctor call us at 1.800.366.7304 to get prior authorization.  nursing home.

**Requires your PCP to send in a referral for you to get this service.
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