HEALTH

Gold Plan Premium Amount: $350 Single - $650 Family/Monthly
Deductible %; oS “%!g’ P ipti
80/20 Co-Pay %: B rescription B
$3,000 Insurance Pays 80% $25 ! = S10 =
R er Person Patient Pays 20% | 5 standard visits Allowed gﬁ?‘ Co-pay Eﬁ
*Patient can pay over (after deductible) Per Visit/Per Person
T 1“2'm0nths *Patient can pay over (o] Per Bottle/Per Person
@, 12-months )4 ‘a‘uf
Silver Plan Premium Amount: $275 Single - $575 Family/Monthly
Coverage -l
Deductible %70 /30 Rl Prescription
Co-Pay 9 _ _
$5,000 Insurance Pays 70% S45 L Eﬁ‘{ $25 Eﬁ‘{
. P er Person Patient Pays 30% | 3 standard Visits Allowed 2 Co-p ay
Patient can pay over (after deductible) Per Visit/Per Person

Per Bottle/Per Person

12 months *Patient can pay over

+ /@ 12-months

-jr'ollvl: Plan

Coverage - -t
Deductible % 3 % Prescription
60/40 Co-Pay § —,  $45 &=
$10,000 Insurance Pays 60% $65 Eﬁ'{ Eﬁ'{
__Per Person Patient Pays 40% | 3 standard visits Allowed | &5 CO-Pay B
Patient can pay over (after deductible) Per Visit/Pe{' Person

Per Bottle/Per Person

12 months

Bt

*Patient can pay over
12-months

]

=¢
Coverage . .
None Prescription
Deductible Co-Pay As
i
Patient Pays 100% None ) Priced W
*Patient can pay over Per Bottle/Per Person
12-months
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