Benefit Summary

for National Assoc for Socially Responsible Orgs
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Effective Date 7/1/2008
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GroupHealth

Health Plan Alliant Plus Ref RQ-5384

This is a brief summary of benefits. THIS IS NOT A CONTRACT OR CERTIFICATE OF COVERAGE. All benefit descriptions, including alternative care,

are for medically necessary services. The Member will be charged the lesser of the cost share for the covered service or the actual charge for that service.
For full coverage provisions, including limitations, please contact our Sales or Customer Service Departments or refer to the plan contract.

Outside Network

Individual deductible: $500
Family deductible: $1500

Shared with in-network

Plan pays 50%, you pay 50%

Same as in-network

Individual out-of-pocket limit: $2000
Family out-of-pocket limit: $6000

Shared with in-network

|$2 million

Shared with in-network maximum

_‘ $20 copay, deductible and coinsurance apply

$20 copay, deductible and coinsurance apply

Inpatient services: Deductible and coinsurance apply

Outpatient surgery: $20 copay, deductible and
coinsurance apply

Inpatient services: Deductible and coinsurance apply

Outpatient surgery: $20 copay, deductible and
coinsurance apply

Formulary generic/formulary brand
$20/$40 copay

Formulary generic/formulary brand
$25/$45 copay

_| 2 x prescription cost share per 90 day supply

Not covered

Self-referred up to 8 visits per medical diagnosis PCY;
additional visits when approved by plan
$20 copay, deductible and coinsurance apply

$20 copay, deductible and coinsurance apply

Same as in-network

$14,000 per 24 months

Outpatient: $20 copay, deductible and coinsurance apply
Inpatient: Deductible and coinsurance apply

Benefit limits shared with in-network

Outpatient: $20 copay, deductible and coinsurance apply
Inpatient: Deductible and coinsurance apply

DME-50% up to $5,000 ($2,500 max. benefit PCY);
Prosthetics-50% up to $40,000 ($20,000 max. benefit PCY)

Benefits and limits shared with in-network

Deductible and coinsurance apply

Deductible and coinsurance apply

$75 ER copay
Deductible and coinsurance apply

$125 ER deductible
Plan deductible and coinsurance apply

_‘ 12 month wait, deductible and coinsurance apply

Same as in-network
Deductible and coinsurance apply

|$20 copay, deductible and coinsurance apply

$20 copay, deductible and coinsurance apply

| Not covered

Not covered

Covered in full. No visit limit.

I

No visit limit
Deductible and coinsurance apply

Not covered

Self-referred up to 10 visits PCY; additional visits when
approved by plan
$20 copay, deductible and coinsurance apply

10 visit limit

$20 copay, deductible and coinsurance apply

Outpatient: $20 copay, deductible and coinsurance apply
Inpatient: Deductible and coinsurance apply

Outpatient: $20 copay, deductible and coinsurance apply
Inpatient: Deductible and coinsurance apply

Outpatient: 20 visits PCY

$20 copay, deductible and coinsurance apply
Inpatient: 12 days PCY

Deductible and coinsurance apply

Outpatient: Visit limits shared with in-network
$20 copay, deductible and coinsurance apply
Inpatient: Visit limits shared with in-network
Deductible and coinsurance apply

Self-referred up to 3 visits per medical diagnosis PCY;
additional visits when approved by plan
$20 copay, deductible and coinsurance apply

$20 copay, deductible and coinsurance apply




Not covered

Not covered

$250,000 lifetime max; includes donor search & harvest of
$50,000; 6 month wait

Outpatient: $20 copay, deductible and coinsurance apply
Inpatient: Deductible and coinsurance apply

Benefit limit shared with in-network

Outpatient: $20 copay, deductible and coinsurance apply
Inpatient: Deductible and coinsurance apply

$20 copay (deductible waived)
Coinsurance applies

Not covered

Outpatient:60 visits PCY

$20 copay, deductible and coinsurance apply
Inpatient: 60 days PCY

Deductible and coinsurance apply

Outpatient: Visit limits shared with in-network
$20 copay, deductible and coinsurance apply
Inpatient: Day limits shared with in-network
Deductible and coinsurance apply

_‘ Up to 60 days, deductible and coinsurance apply

Days shared with in-network, deductible and coinsurance
apply

$20 copay, deductible and coinsurance apply

$20 copay, deductible and coinsurance apply

$1,000 PCY; $5,000 lifetime max

Outpatient: $20 copay, deductible and coinsurance apply
Inpatient: Deductible and coinsurance apply

Shared with in-network

Outpatient: $20 copay, deductible and coinsurance apply
Inpatient: Deductible and coinsurance apply

Free & Clear Program - covered in full

Not Covered

$20 copay, deductible and coinsurance waived

Not covered

Not covered

Not covered
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Coverage provided by Group Health Options, Inc.
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