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2009 PEBB Part-tlme & Retlree Medlcal Plans Comparlson

This is a summary, only. Any error or omission here is unintentional and will be resolved in favor of plan documents as
required in PEBB contracts, or applicable federal or state law or rule. See plan documents for details.

Kaiser Kaiser Added Choice Providence Choice Regence BCBSO
Provider Type HMO HMO Network OON* Network OON* Network OON*
50% of 50% of
Deductible ($750; (%$1,000;
L . . $0 ($250; $750) $0 $0 $1,000 then $1,000 then
(Individual; Family) $2,250) $3,000) 20% 50%
Ind. OOP** max $1,500 $2,000 $3,000 $4,500 $2,000 $4,000 $2,000 $4,000
Family OOP max $3,000 $6,000 $9,000 $13,500 $6,000 $12,000 $6,000 $12,000
Ind. lifetime max No limit No limit $2 million $2 million $2 million $2 million $2 million $2 million
Type of Service You pay You pay You pay You pay You pay You pay You pay You pay
General office $30 $30 30% 50% $30 50% 20% 50% iy
! Specialist office $30 $30 30% 50% $30 50% 20% 50%
X-ray and lab $10 20% 30% 50% 20% 50% 20% 50%
Preventive Care'
B
-
&f Health appraisal $0 $30 30% 50% $0 50% $0 50%
'-;g}"_ : Immunizations $0 $0 30% 50% $0 50% $0 50%
!.'; p Hearing exams $30 $30 30% 50% $30 50% 20% 50%
A Cancer screens $0 20% 30% 50% $0 50% $0 50%
Hospital®
Ambulance $75 20% 50% 50% $75 $75 20% 20%
ok Inpatient $500/admit 20% 30% 50% $500/admit 50% 20% 50%
Outpatient $30 $30 30% 50% $30 50% 20% 50%
Emergency dept $100 20% 20% 20% $100 50% 20% 50%
Surgery?
Inpatient $0 20% 30% 50% $30 50% 20% 50%
Outpatient office $30 20% 30% 50% $30 50% 20% 50%
Maternity Care
et $0 $30 30% 50% $0 50% 20% 50%

Mental Health, Chemical Dependency?

Inpatient $500/admit 20% 30% 50% $500/admit 50% 20% 50%
Residential $§§’85§3ﬁ;n 20% 30% 50% $500/admit 50% 20% 50%
Outpatient $30 $30 30% 50% $30 50% 20% 50%
Other®

Routine vision $30 - exam only Not Covered

Hearing aids 10% 10% 10%, Rx & Aid only thru HMO 10% 10% 10% 10%
_Diab_etic supplies, Covered as durable medical equipment & prescription drugs $0 $0 $0 $0
insulin

eD:;?pbrfe’:tedica' 50% 50% Access thru Kaiser HMO 50% 50% 20% 50%
Alternative Care Not Covered 50% 50%

Physical Therapy $30 $30 30% 50% $30 50% 20% 50%

*OON = out of network **OOP = out of pocket
' Plans cover preventive services on recommended schedules.
2 Plans may require prior authorization, precertification or a treatment plan.

> Plans may place limits on type, number, frequency, source or maximum coverage of services or devices.



