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2020 SJH HRA Medical Plan
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Important information about your plan
This summary provides only highlights of your benefits. Certain limitations and exclus
including your Summary Plan Description, register for myProvidence at www.Providen

r Not sure what a word or phrase means? See the last page for the definitions used i

' Your in-network and out-of-network deductibles accumulate together, as do your in-
maximums, to meet the calendar year limits listed above.

 Your Calendar Year Medical/Pharmacy Deductible applies to your Calendar Year Me

i This plan may include a Health Reimbursement Account that can be used toward de

' You may pay a lower coinsurance when you choose a participating Accountable Car«
details go to www.providencehealthplan.com/stjhs.

 Benefits for out-of-network services are based on Usual, Customary & Reasonable ¢

1 Some services and penalties do not apply to out-of-pocket maximums.

i This plan summary highlights some of the features of this St. Joseph Health medica
rules and details. The terms of your benefit plans are governed by legal documents
this summary and the legal plan documents, the plan documents are the final autho
change or discontinue its benefit plans at any time and for any reason.

Benefit Highlights After you pay your calendar year deductible, then yo
for covered services:
ACO Network Other In-NetworkOut-of-Network
No deductible needs to be met prior to receividgetrhiy) benefit.Providers (Tier 111)
(Tier 11)

3

Preventive Health and Wellness Services

 Periodic health exams and well baby c&mevered in fullCovered in full50%
. Gynecological exams (calendar year) aQadvEBeedteéstiallCovered fn full50%
 Mammogram Covered in fullCovered in full50%
|
|
|

Prostate screening exam (calendar yeaGpvered in fullCovered in full50%
Colorectal exam Covered in fullCovered in full50%

Colorectal cancer screening: sigmoidoS€oomeyed fn fullCovered in full50%
C0|OHOSCOpy (for members age 50 and over)

i The following tests (when received with yomronewi@di%nhéaltﬁ:overed in full50%
exam): CBC, urinalysis, chemical profile, glucose, cholesterol,
fecal blood

i The following services (for members with dCadbwed¢eelt HbAdk,.Covered in full50%
retinal exam, urine test for kidney function, diabetic exams of
mouth, teeth and feet

r Pneumococcal vaccine Covered fn fullCovered in full50%
. Flu vaccine Covered fn fullCovered in full50%
i Routine immunizations/shots Covered in fullCovered fn full50%
» Nutritional counseling Covered in fullCovered in full50%
i Vision and hearing screening Covered in fullCovered in full50%
|

Tobacco use cessation; counseling/cla€seerahdndeudGeneéred in fullNot covered
medications, including prescription and over the

counter. Medications must be purchased at an

in-network pharmacy.
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