HNE PHARMACY RIDERS

HMO

Deductible then:
$10/$30/%$60

Deductible then: $10/$25/%$45
$10/$25/%45

Mail Order
Mail Order $20/$50/$135

$20/$60/$180

Mail Order
$20/$50/$135

HDHP oNLY
Prescription drugs are subject to the
combined Medical/Pharmacy deductible for
HNE Wiser s and HNE WiseM:x,

Deductible then: $10/$25/%$45

$10/$30/$60

Deductible then:
$10/$25/%45

Mail Order

Mail Order $20/$50/$135

$20/$60/$180

Mail Order
$20/$50/$135
Out-of-Plan
Retail Only
Copay + 20%

Out-of-Plan
Retail Only
Copay + 20%

Out-of-Plan
Retail Only
Copay + 20%

HDHP ONLY
Prescription drugs are subject to the
combined Medical/Pharmacy deductible
for HNE PPO Wise.

AL,
HNE

HEALTH NEW ENGLAND

One Monarch Place - Suite 1500
Springfield, MA 01144-1500
413-787-4000 » 800-842-4464 * hne.com

$10/$30/%60

Mail Order
$20/$60/$180

PERFORMANCE
FORMULARY

$10/$30

Mail Order
$25/$75

$10/$30/$60

Mail Order
$20/$60/$180

Out-of-Plan
Retail Only
Copay + 20%
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PrLAN COMPARISON CHART

HEALTH NEW ENGLAND

Effective 1/01/10

. Premium
Basic HMO Value HMO
HMO
HNE PPO Focus* HNE PPO Complete*
HNE Wise™s | HNE WiseM HNE HNE HNE HNE Focus ChH!\IE,,,us C HTEt vax | ¢ HTEt Plus HNE Principle ;
HDHP M HMO | HDHP H HMO Essential5? Essential’®® Essential>® Option 8H oice omplete omplete Option 4
Option 7M Option 5 Option 7H In-Plan Out-of-Plan In-Plan Out-of-Plan
Up-front $2,000 $2,000 $1,500 $1,000 $500 N/A N/A N/A N/A N/A N/A $1,000 N/A $1,000
Deductible per Individual per Individual per Individual per Individual per Individual per Individual per
$4,000 $4,000 $3,000 $2,000 $1,000 Individual
. ! . . ! $2,000
per Family per Family per Family per Family per Family Farnil $2,000
per policy or per policy or per policy or per policy or per policy or per Family per Family
calendar year calendar year calendar year calendar year calendar year per calendar year per calendar year
Doctor’s $0 Preventive $0 Preventive $0 Preventive $0 Preventive $0 Preventive $0 Preventive $0 Preventive $0 Preventive $0 Preventive | $0 Preventive Services | $0 Preventive 20% after $0 Preventive 20%
Office Services Services Services Services Services Services Services Services Services . Services deductible Services after deductible
$15 All other office
$25 after $0 after $20 All other $20 All other $20 All other $25 All other $20 PCP $20 All other $10 PCP visits $25 All oth $20 All other
deductible deductible office visits office visits office visits office visits o office visits - A other office visits
$40 Specialist $25 Specialist office visits
for all other for all other
office visits office visits
Emergency $75 after $0 after $100 $100 $100 $100 $75 $50 $50 $50 $100 $100 $50 $50
(Waived if admitted deductible deductible per visit per visit per visit per visit per visit per visit per visit per visit per visit per visit per visit per visit
directly from ER)
Diagnostic $0 after $0 after $0 after $0 after $0 after $150 $0 $0 $0 $0 $100 20% after $0 20% after
Imaging: deductible deductible deductible deductible deductible per visit deductible deductible
CT Scans, MRI,
PET Scans
Outpatient $250 after $0 after $0 after $0 after $0 after $500 $250 $250 $250 $150 $500 20% after $250 20% after
Surgical deductible deductible deductible deductible deductible deductible deductible
Hospital Stay $500 after $0 after $0 after $0 after $0 after $1,000 $500 $500 $500 $250 $1,000 20% after $500 20% after
deductible deductible deductible deductible deductible deductible deductible
Out-of-Pocket $5,000 $5,000 $3,000 $2,000 $2,000 $2,000 $1,000 $1,000 $1,000 $500 $2,000 $4,000 $1,000 $3,000
Maximum per Individual per Individual per Individual per Individual per Individual per Individual per Individual per Individual per Individual per Individual per Individual per Individual per per
$10,000 $10,000 $6,000 $4,000 $4,000 $4,000 $2,000 $2,000 $2,000 $1,000 Individual Individual
) ) . . . . . . . " $4,000 $8,000
per Family per Family per Family per Family per Family per Family per Family per Family per Family per Family . . $2,000 $6,000
per Family per Family . .
per Family per Family
Out-of-Pocket Deductible Deductible Deductible Deductible Deductible Services with Services with | Services witha | Services with Services with a Services with a Deductible Services with a Deductible
Includes: and and and services with | and services with | and services with | a copayment a copayment copayment a copayment copayment copayment of and 20% copayment and 20%
copayments copayments a copayment a copayment a copayment of $100 of $250 of $250 of $250 of $150 $100 or greater coinsurance of $250 coinsurance
of $100 of $100 of $100 or greater or greater or greater or greater or greater or greater
or greater or greater or greater
PD';eSC:' ption Pharmacy Riders are available for all Plans. The back of this brochure lists these Riders. * HNE offers a PHCS PPO version of these plans. PHCS is a national PPO network
49 of over 450,000 providers and 4,000 facilities to choose from.




