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Category of Service Service/Procedure Prior Auth Required? Limits & Comments Specific Exclusions
3
@
Specficsituation with continuity ofcae see "Section 2-Howthe Plan Works under “Continuty of Care"), (4)
Out of Network Provider from
il
oy ther pcp isnotavlaie from
Inthis case your PCP must btain ur pr
10
i
|2}
Mental/Behavioral Health Outpatient
Specialist Visit PA requied forntensive outpatient services
and for vt that exceed 30 viss per beneft
s
Mental/Behavioral Health Outpatient
Facility Services are, supervised
== Behavioral Health Iving or halfway
meets our Mecical Necesiycieia or an Inpatent Stay for yourcondiin,
Mental/Behavioral Health Inpatient PA required for inpatient stays and partial services or care provided or billed by a school, halfway house,or Outward Bound
. Services. hospitalzation programs, even i psychotherapy s included. Al excudes marial and sexual
- counseling/therapy and wilderness camps,
AlcohaliSubstance Abuse Disorder
Outpatient Specialist Visit PA recuired forIntensive outpatint servces
= beneft
Alcohol/Substance Abuse Disorder year.
Outpatient Facility Services
54
buse Disorder | P
npatient Services hospialzation
18 P
1
-
Routine & ajor Dental Services notcovere fo acuits ag 19 an older under thebasc CareSource lans.
(Adult) NOT COVERED - all ages. See
enhanced Plan Benefisbelow
-
Routine & ajor Dental Services R ages .
(Children)
=
Orthodontia - Child NoT covereD - Orthodonti for chidren ge 18 and younger is excluded.
i
Orthodontia - Adult NoT coveRen Orthodontiafor adiits age 19 an older s excluded.
=
Dental
pai of an njury to
e, , mouth or
your conditin.
complete the
repar For
between the accdent and he fna epa.
Accidental Dental for "
ccidental Dental reconstructive dental due to an accident [ Oral examinations;
oy
Testsand aboratoryexaminations;
Restoratons;
Prosthetcservices;
orat surger
Mancibular/maxilryreconstruction; and
nesthesi.
Inuryas
are not overed servies,
z
2
|22}
dabetes sl dabetes, non
: another
Diabetes 3 podtrst)
Diabetes Education, Equipmentang | | 11 memer s recehing hisbenetit o . .
Supplies o priipatng provier ( rescrve, madaly
. diabetes.
senvee, ow,
Preventive Cae, Physcian Office Vists, and Home Healt care.
2
=
pror Authorizationis required for Genetic
Testing and for Surogate Markers for
Detection of Heart Transplant Rejecton
L . Al
Bl
Mammogram (Diagnostic)
=
Colonoscopy (Diagnostic)
=4 Diagnostic Services
gt w ar
<cans, ), cardograph and
i
Outpatient Advanced Diagnostic - Prior Authorization s recuired
o determinethe ned for  coverad
imaging and Nuclear Medicine ° omography (ET scans), clagne heneed f
) \
s then
any copayment s waived
=
Ultrasounds (Non-maternity) - -
=
xray
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Inpatient Services
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Category of Service Service/Procedure Prior Auth Required? Limits & Comments Specific Exclusions
o
o)
o ot e, reved o s
Cansurancepecentages o, o show,
Areqiredor o, Bone Growth
Simaton, Cothiear o s ove s
s ‘
Durable Medical Equipment tems (HC -
Therap, Mo iy Teemer v
e, I Supplements
(Emeratforms ]
Oevee,Power O seniona
o
==
ncontinence Suppies PArequired o estabish medicalnecesty .
=
DME
[ —— {ecth; el spplances: S nan 1 pplances o st Aoekngs gorer
Prostheic Devices rostess st excd §750 and o AdonalExas, $0 s rchsupport and corses Aol hort implans: i (cep 5
Tesuting rom dscase o .
2
]
Emergency Room Facly Fee
= , including Nolimitations.
E room iy copay wil b wed 2t
mergency see Specific Exclusions for more information
Transportation/Ambulance see b b f e . covered.
i
-
e followig srvices e procchaes e ot covred
Hocon Copaysand
o e
for oG " o procedre
Family Planning cancer andfor "
Family lanning inormation ;
e, donor
for o eparaton
i y
edometriot modage ofAlapia ies vkocele ) i
) ot
i
Hearing
Hearing Aids Vot covereo Routin hearin screeings e covered 5 preventivesece R
2
=
. Private-Duty Nursing Prvateduty nursig s coveres,with n etimeor ausl it
100t peryear.
o e for
e Home Cre il
et o oot
Home Health Care Sarvices oarea an i hours o
(including infusion senvices) PAmaybe reuired o the medication,
Home Health fe
sene/ o "Ora Formulary (Prarmacy benft, cted ere .
=
rarea i therapeutic
taton s e fo e esimantof At [ TEUSTEpEEch a1 vt
ablitation Services Sprectrum Disorder exceeding 20 hoursper [P %=1 ded by or under ’
week certified,
resment .20 hours e ek
5
E

Inpatient Hospital Services (e.g..
Hospital Stay)

PA required unless otherwise noted

Inpatient Physician and Surgical
Services

PA required prior to receiving surgery

Al plans: Limitof 1 iay per physican




Specialty Drugs

PArequired
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s
6
<o)
Prenatal and Postnatal Care
= Maternity a
oepencing on Howeer
Delivery and All mpatient Services for
Waternity Care covered under DM plee refer o ha sectonof tis i or detais e e,
7
5
=
srecovre o
+longerperiod s
See Specific imis & Commentsformore i
Hospice Services information home or-
Nursing Facility Services o  Ipatient hospice
and inptint respie. Housekeepingservice are xcluded from hospic coverage.
, npaten resp sing 5 e
Long-TermiCustodial Nursing Home orcovento
=
Skilled Nursing Facility PArecuired Coverefor up 10 0 days pr year.
i
]
Emergency and Non-Emergency Care \or covento
When Traveling Outside the U,
| 2]
Other
Abortion NoT coveReD ncasecrapaor
incest, rovider
E
Trcatment for Temporomandioular
| Joint Disorders: PArequired "
=
=
e eratopasy asand
PAreauired for Atologous .
Outpatient Surger, ! N 5. P Treatment,
PhysicianSurgical Services Comments Paoriass Laser Treatmen, analolasty- Open Angle Gaucom, R Ablatio for Tratment of Tumors, R offat e, sublueatio o the fot, weak, trained,unstbl e, arsali
Volumetri .
Remodeling, . Urlectomy, e thelower
Ventriclr ks
|
Urgent Care Centers o Facilties
&
cffceor
Sterilzation (Surgical) {acity <harge . ¥
E
Dialysis
il
Chemotherapy .
=
Radiation
2 Outpatient Services
PAroquird for om nfusion servies
recuired for the (Metica
Infusion Therapy PARequired
)or "Drug Formulary’ Tocmed
=
Reversa of vlantorysteifatons il keratotomy, kertplasty.Losk and
ot ;s
Outpatient Facilty Fee (e s sugere
Ambulatory Surgery Center) of ft e, subunaton of the oo, weak,strine, unstable fct, trsli,
ypericross; sclerotherapy fortrestment o varicos vein of te over
extrmity; treatment of angiecttic dema veins.
"
5
B
counter cqualent, dugs fo weght os, stop smoking s (prescrved
Supplements drugs orthe restment of sexal o erectie sfunction o
Generic Drugs, PAfor step-therapy may be required inadequacies, human growth hormone for chikdren born small for gestational
- o
Pharmacy
the medical bt (OME).
&l
Preferred rand Drugs PAfor step therapy may be equired
co)
NonPreferred Brand Drugs PAfor stepherapy may be required
. . .
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M
2]
Al testing, MRA, MR, PET can,CATscan, nuckarcadilogy imaging tues, non-materity rlted
primaryCare v o Trata iy rasoun B
ness However, if is allergy
her therapy
o)
Specialst Visit E
=
Y staniuses | oarea fer o the "ustabie Authorizain Requicements” (Media Beneft locaed )
medication PAmay be required for the medication, benefit/ ) or "Drug Formulary” (Pharmacy benefit, located here:
=
Other Practitioner Office Viit (Nurse, .
Physician Assistant)
o)
Excudes Health Care Senices and assosited expenses for Assisted
Reproductive Technology (ART) including but not limited to: artificial
insermination,invir fetization, gamete ntafallopian ranste (GIFT)
procedures, zygot inrallopian ransfe (ZIFT) procecuresor any oher
regnarcy,
nfetiity Treatment - presciplon medicaton eament, Embryo ransport Donor ovum and
e reversal
o surical sterilzaion. Cryo-presevation and other forms ofpreservaton
ofreprockicive materias. Long termstorage ofreprocuctve materials
rvos.
Serices elated 0 sutogacy i Member s ot the surogate
&l
Vst stae-icensed chiroractor arecovered, with it of 12 spinal manipulatonsper year, Diagnostic
adilogy or g E for coverage.
Chiropractic Care Specalitvist, simior Vet it does
an the vt will count toward th 12-per-yesr maimum. For more detal on chiropracti and osteopathi care
or our members, rfe o the plan' Explanation of Coversge,
=
Physician Office Visit | Routine Foor Care NoT coveReD o
symptom nvovin the foot.
o]
cupuncture ©or coveneo . iy i sy, i o et rodct o hera,
therapy, elctromagnetic therapy, and neurofeedback.
o
bty
aate fom
Inury.Babies need o seeth doctor or nurse & tmes during thek st year The st wellbaby i s 203
oy aftr cominghome rom e that ’
it whentheyare 1 month o, 2 months ok, 4 months o, 6 months o, and  morths old.
el Baby Visits and Care Awer »
Siknessor jury.Chidrenages 1t 4 rsefor 3 we 2
months i, 15 months od (1 year and 3 months), 18 mths od (1 year nd 6 months) 24 months o 2
yers), 30 months ol 2 yers and 6 months), 3 years o, and 4 years o
v
o
Aersy Prventive Care
oy Toot Senices)
ergy Testing gy soor, oy s, hen any
Copayments s el
1o
] smoked
2 Aol Misuse sceening and counsling,
p
Slood presare screeing forall s,
. Choleserl screeing for sl o etanages o at gherrisk
. Coorectal ance sresning clonoscoie) or aculsaver 50
Preventive
CarelScreeningsfmmunization .Diet counsling for adls a hgher sk for chronic dseas.
P
10 for
e W . Messes, Mamps, Rubela,
Meningococcl, Preumococcl Tetanus, Diphther, Pertusdl, Varicl,
11 Obesitysrcening and ounselng for all st
12.Sevanly
13, Syphis sreenin for ll s ot gher e
m
10




Disease Management
Programs by CareSource
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o
L
1o
sl
and
. mainaiing ange
_— . oy, ahessound
i ’ ™ e : o Ocmorl s
erapy, and pumonay reha. Ther s 36 v i forcadac reha, and 2 vl ik o spnal therapies
. . mripulaton. I
Outpatient Rehabiltation Services oy -~
orexample, f botha physica
PT/OT/ST Outpatient p
P e
amiys, doorwideing, automabie adapor, ichen daptaton and ther
Yot fSlarequpment. Cadlac Rehab:Excudes home rograms,on-gong
Conraning ad maimanance ar ot covered. Pulmonaryhehab: xcudes
inthea Addions
Tehabiationnan Inpatet st
1o
Rehabilitative Speech Therapy
A s per bt yer.
Rehabilitative Occupational and i
Rehabllitaive Physical Therapy
10
g
Bariatic Surgery Nor coveneo
"
nor asnotedinthe o | see and
Cosmeic Surgery -
under Reconsuctive Surgery Cosmetcbut whch are covere a5 mediclly ncessary.
e
pencits o o
Tansptant A reared ot wulsion s work p y Pl Secton, 25,
for  tansptant,adpirto ecaing gy e
Surgical Procedures 27
Translnt e V
fned fora
and condilons around eansortation and odging.
L
s hand, b oo,
" when
. srgery, s, 5 ed:
L
ot
g
. Routine Eye Exam (Adul) 2 Routine ey exam pr v covered o s o v Excludes srvces o ilon traling and orthoptics.
1 . 1 pae oframes,or
Routine Eye Exam for Children \ : s povider
clctonof overed rames. Replacement s covered 1t nany 12.month period.Contac eses el
. onof ot anes st sconrs il o 12 o s
oncepermembe nany 12.month eriod Covere contact enses ae valaie rom  slcto o contct
Medically necesary contactlenes anbe.|enses roidr
sses for Chidren ispensed e of the eyewear withPA; [once nany 12 month perod. For .
Eyeglasses for Child: PAis also required for expenses in excessof | right) apples. or additionalpai of eyeglasses o contacts lenses beyond the annual limits described above,
leres.
m Vision
Medicllynecesarycontactenses an e
ispensed i lewof other evewese with A; Saic Plans ot cvere.
Eyeglasses for s Enhanced for f of frames.
5600 formedicllynecessrycontct enses.
2
PA required; maximum allowancesae lsted
nth EOC underSection 15, Pt
Vison, Low Vison are."Se sso “Dursbe
Low Vision Care for Children Medical Equipment,” P asorecuired for For 18 and under .
OME o any dolla value sscisted with the
restment of owison such s lamps,
magnfing gases, et
2
2

Asthma
Depressi

Diabetes Education

Fitness

Heart Disease

High Blood Pressure & Cholesterol
Low Back Pain

Smoking Cessation
Stress Management
Weight Loss

risstion s
Management only.

Caresource
and festylesof memoers.

ot they are pursued under medical or physician supervision.




T T D E T 3 S
]
=
= to deductibles
2 orcovans
= ;
]
=
ry
Category of Service ServicelProcedure Prior Auth Required? Limits & Comments Specific Exclusions
2
Enhanced Dental + Vision Benefits

2
12
12

Routine Dental Services  (Adult) exams) xravs, Tuo E

Enhanced Dental
Major Dental Services  (Adult) u Two E
or "
lad
] Orthodontia - Adult T covereD Orthodontia for adults age 19 nd lders excluded.
ptns o -

Accidental Dental E

Lo acidentlbeneits that are covred

Enhanced Vision
Routine Eye Exams, Glasses &
Contact Lenses (Adult)

or contact
lenses up to $150 per year with $25 copay required.

Al plans: Excludes services forvision training and orthoptics.




