BENEFIT COMPARISON*

For 01/01/06-12/31/06  

 RX Benefit $50/Ded. w/ Copays
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	JY - BCBSVT
	VLCT J Plan 3

	MONTHLY PREMIUM
	One Person – $556.41

Two Person - $1,148.98

Family - $1,432.55
	One Person – $

Two Person - $

Family - $

	
	Participating Provider Benefits

Out-of-Pocket Maximums
	In-Network Provider Benefits

Out-of-Pocket Maximums



	DEDUCTIBLE
	$100 per person, 3/$100 deductibles per family – Applies to the Other Benefit Level (Major Medical) ONLY

$50 deductible on Prescriptions.
	$100 per person, 3/$100 deductibles per family – Applies to Ambulance and Medical Equipment and Supplies ONLY.

$50 deductible on Prescriptions.

	COINSURANCE
	80/20% - Applies to the Other Benefit Level (Major Medical) ONLY
	80/20% - Applies to Ambulance and Medical Equipment and Supplies ONLY.

	TOTAL ANNUAL OUT OF POCKET MAXIMUM – This equals your deductibles plus any coinsurance.  Does not include office visit co-pays.
	$500 per person –Applies to the Other Benefit Level (Major Medical) ONLY
	$500 per person – Applies to Ambulance and Medical Equipment and Supplies ONLY.

	BENEFIT LIMITS
	Unlimited Lifetime


	Same



	TRANSPLANT LIMITS
	$2,000,000 Lifetime
	Unlimited Lifetime

	Note:  Non-participating providers may balance bill for charges above the allowed amount.  Any balance billed to the member is due in addition to amounts applied to deductible and coinsurance.
	Non-Participating Provider Benefits

Out-of-Pocket Maximums


	Out of Network Provider Benefits

Out-of-Pocket Maximums



	DEDUCTIBLE

MAXIMUM
	$100 per person, 3/$100 deductibles per family – Applies to the Other Benefit Level (Major Medical) ONLY
	$100 per person, 3/$100 deductibles per family – Applies to Ambulance and Medical Equipment and Supplies ONLY.

	COINSURANCE
	80/20% - Applies to the Other Benefit Level (Major Medical) ONLY
	80/20% - Applies to Ambulance and Medical Equipment and Supplies ONLY.

	TOTAL ANNUAL

OUT-OF-POCKET MAXIMUMS
	$500 – Applies to the Other Benefit Level (Major Medical) ONLY
	$500 – Applies to Ambulance and Medical Equipment and Supplies ONLY.



	
	JY - BCBSVT
	VLCT J Plan 3

	TYPE OF BENEFIT
	Indemnity - Managed Benefits
	

	OFFICE VISITS
All visits to Primary Care Physician and consultations.
	Subscriber pays $10 co-pay per visit. BCBS pays remaining balance up to Allowed Price
	Subscriber pays $20 co-pay per visit. CIGNA pays remaining balance up to Contracted Price

	PREVENTATIVE CARE

Physical Examinations, Well Child Care, Allergy Injections.
	Subscriber pays $10 co-pay per visit. BCBS pays remaining balance up to Allowed Price
	Subscriber pays $20 co-pay per visit. CIGNA pays remaining balance up to Contracted Price

	OB-GYN Office Visits – Gynecological care
	Subscriber pays $10 co-pay per visit. BCBS pays remaining balance up to Allowed Price
	Subscriber pays $20 co-pay per visit. CIGNA pays remaining balance up to Contracted Price

	MENTAL HEALTH OUTPATIENT
	Subscriber pays $10 co-pay per visit. BCBS pays remaining balance up to Allowed Price
	Subscriber pays $20 co-pay per visit. CIGNA pays remaining balance up to Contracted Price

	SUBSTANCE ABUSE REHAB OUTPATIENT
	Subscriber pays $10 co-pay per visit. BCBS pays remaining balance up to Allowed Price
	Subscriber pays $20 co-pay per visit. CIGNA pays remaining balance up to Contracted Price

	CHIROPRACTIC

Must use a participating provider.

Prior Approval required after 12 visits in a calendar year.
	Subscriber pays $10 co-pay per visit. BCBS pays remaining balance up to Allowed Price
	Subscriber pays $20 co-pay per visit. CIGNA pays remaining balance up to Contracted Price


	
	JY - BCBSVT
	VLCT J Plan 3

	DIAGNOSTIC TESTING
Labs, x-rays, EKG, etc.
	BCBS pays 100% of Allowed Price.
	Same

	MATERNITY SERVICES 

Hospital and medical services for pre- and post-natal care and delivery.
	Subscriber pays $10 co-pay for initial pre-natal visit.

BCBS pays remaining balance for initial visit up to Allowed Price.

BCBS pays 100% of Allowed Price for all other eligible services.
	Subscriber pays $20 co-pay for initial pre-natal visit.

BCBS pays remaining balance for initial visit up to Allowed Price.

BCBS pays 100% of Allowed Price for all other eligible services.

	INPATIENT CARE
Hospital stay, labs, x-rays, radiation.
	BCBS pays 100% of Allowed price for 365 days. 

Pre-Certification Required.  

	CIGNA pays 100% of Contracted price.

	MENTAL HEALTH INPATIENT
	BCBS pays 100% of Allowed price for 365 days. 

Prior Approval Required or no benefit.
	CIGNA pays 100% of Contracted price. 

	SUBSTANCE ABUSE REHAB INPATIENT
	BCBS pays 100% of Allowed Price for 365 days. 

Prior Approval Required or no benefit.
	CIGNA pays 100% of Contracted price.

	HOSPITAL OUTPATIENT CARE
Ambulatory surgery, radiation, Hemodialysis Therapy.
	BCBS pays 100% of Allowed Price.
	Same

	HOSPITAL EMERGENCY ROOM
Care for health threatening situations, emergency care of illness or accident.
	Subscriber pays $10 co-pay per visit for professional services.

BCBS pays remaining balance up to Allowed Price.

BCBS pays 100% of Allowed Price for all other eligible services.
	Subscriber pays $20 co-pay per visit for professional services.  Subscriber pays $50 co-pay per visit to ER or a $25 co-pay per visit to Urgent Care facility.  CIGNA pays remaining balance up to the Contracted Price.  

ER/Urgent Care co-pay is waived if admitted. 

	AMBULANCE SERVICES
	Subscriber pays 20% of Allowed Price after deductible.

BCBS pays 80% of Allowed Price.
	Same


	
	JY - BCBSVT
	VLCT J Plan 3

	HOME CARE – 

HOME HEALTH

Skilled Nursing Visits, Short-term Therapy  

PRIVATE DUTY NURSING
$2,000 benefit limit per member per year

Prior Approval required or no benefit

HOSPICE

Refer to your certificate for details on benefit limit
	HOME HEALTH & HOSPICE:

BCBS pays 100% of Allowed Price.

PRIVATE DUTY NURSING:

Subscriber pays 20% of Allowed Price after deductible.

BCBS pays 80% of Allowed Price up to benefit limit. 
	HOME HEALTH & HOSPICE:

CIGNA pays 100% of Contracted Price.

PRIVATE DUTY NURSING:

CIGNA pays 100% of Contracted Price.

	PRESCRIPTION DRUGS
Must use a RESTAT network Pharmacy.

Co-pay applied per 30 day supply.

No Annual benefit limit.

*This benefit also includes a mail order program.
	Subscriber first pays a $50 deductible per person then:

$5 Generic co-pay

$10 Preferred Brand Name co-pay

$25 Non-Preferred Brand Name co-pay 

Prior approval required for certain medications.
	Same

	MEDICAL EQUIPMENT & SUPPLIES

Prior Approval required for items with a purchase price over $1,000.
	Subscriber pays 20% of Allowed Price after deductible.  BCBS pays 80% of Allowed Price.


	Subscriber pays 20% of Contracted Price after deductible.  CIGNA pays 80% of Contracted Price.



	VISION
	Not applicable
	Not applicable


	
	JY - BCBSVT
	VLCT J Plan 3

	PROCEDURES REQUIRING PRIOR APPROVAL (NO BENEFIT WITHOUT PRIOR APPROVAL)
	· Ambulance Transport (Air, Ground (non-emergent) and Water)

· Capsule Endoscopy

· Chiropractic Care after an initial 12       visits in a calendar year

· Chondrocyte Transplants

· Continuous Passive Motion (CPM) Equipment

· Dental Services (except wisdom teeth extractions)

· Durable Medical Equipment (DME) with a purchase price over $1,000

· Endocrinology

· Home Infusion Therapy

· Medical nutrition for Inherited Metabolic Disease

· New Procedures still considered Investigational or Experimental

· Orthotics / Prosthetics

· Osteochondral Autograft Transfer System (OATS)

· Plastic or Cosmetic Surgery

· Polysomnography & MSLT (Sleep Studies)

· Private Duty Nursing

· Radiology Special Procedures – various MRIs, MRA of lower extremity, all MRS and PET Scans

· Rehabilitation (cardiac / pulmonary inpatient rehabilitation facility)

· TENS Units / Neuromuscular Stimulators

· Transplants (excluding Kidney & Cornea)     

· UPPP / Somnoplasty


	For In-Network:  Any prior approvals that are required by CIGNA will be coordinated by the Provider/PCP.

For Out-of-Network:  Any prior approvals that are required by CIGNA will be the responsibility of the subscriber.  No prior approval will result in a 50% penalty.
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