BROOKHAVEN SCIENCE ASSOCIATES, LLC MEDICAL PLAN COMPARISON (1-1-2017)

FOR EMPLOYEES

AETNA PLAN 4
AETNA POS AETNA POS AETNA POS
MEDICAL PLAN DESIGN HIGH DEDUCTIBLE HEALTH PLAN
PLAN 1 PLAN 2 PLAN 3
WITH HEALTH SAVINGS ACCOUNT
[HsA CONTRIBUTION/YR FROM BSA (Individual/Family) N/A N/A N/A $500 /51,000
in-NETWORK
lcopAY (Pcp/SPECIALIST) (per visit) $20/335 $25/540 $30/345 DEDUCTIBLE + COINSURANCE
IDEDUCTIBLE/YR (Individual/Family) 0 $150/5300 $300/5600 $1,300/52,600
COINSURANCE 0% 10% 20% 20%
T-OF-POCKET MAXIMUM/YR MEDICAL
?U | Od :(; bl UM/ % coi ¢ ) (Individual/Family] $5,100/$10,200 $1,000/$2,000 $2,000/%4,000 $3,500/$8,000
OUT-OF POCKET MAXIVIUM/YR PRESCRIPTION DRUGS MEDICAL S PRESCRIPTION DRUS
$1,500/$3,000 $1,500/$3,000 $1,500/5$3,000 COMBINED

(includes deductible, copays, & coinsurance) (Individual/Family)

JEMERGENCY ROOM (per visit) $100 $150 $200 DEDUCTIBLE + COINSURANCE
JINPATIENT HOSPITAL (per admission) $500 DEDUCTIBLE + COINSURANCE DEDUCTIBLE + COINSURANCE DEDUCTIBLE + COINSURANCE
OUTPATIENT SURGERY (per visit) $100 DEDUCTIBLE + COINSURANCE DEDUCTIBLE + COINSURANCE DEDUCTIBLE + COINSURANCE
TELADOC (per telephonic visit) $20 $25 $30 DEDUCTIBLE + COINSURANCE
WALK-IN CLINIC (per visit) $20 $25 $30 DEDUCTIBLE + COINSURANCE
JURGENT CARE CENTER (per visit) $50 $50 S50 DEDUCTIBLE + COINSURANCE
X-RAY/LABORATORY COVERED IN FULL $20 $20 DEDUCTIBLE + COINSURANCE
COMPLEX IMAGING (MRI, CT SCAN, ...) $50 $50 S50 DEDUCTIBLE + COINSURANCE

JHEARING AIDS

COVERED IN FULL

DEDUCTIBLE + COINSURANCE

DEDUCTIBLE + COINSURANCE

DEDUCTIBLE + COINSURANCE

IROUTINE EYE EXAM

COVERED IN FULL
(1 EXAM EVERY 24 MONTHS)

COVERED IN FULL
(1 EXAM EVERY 24 MONTHS)

COVERED IN FULL
(1 EXAM EVERY 24 MONTHS)

COVERED IN FULL
(1 EXAM EVERY 24 MONTHS)

IROUTINE PHYSICAL (limits apply)

COVERED IN FULL

COVERED IN FULL

COVERED IN FULL

COVERED IN FULL

OUT-OF-NETWORK

JDEDUCTIBLE $1,000/$3,000 $1,500/54,500 $2,000/$6,000 $2,600/$5,200
COINSURANCE 30% 30% 30% 40%
OUT-OF-POCKET MAXIMUM (includes deductible & coi

= , (includes deductible & coinsurance) $3,500/$10,500 $5,000/$15,000 $6,000/$18,000 $6,000/$12,000
(Individual/Family)
IPRESCRIPTION DRUGS (in-network only)
IDEDUCTIBLE/YR (Individual/Family) MEDICAL & PRESCRIPTION DRUG
100/S300 100/$300 1
(Deductible is combined for retail & mail order) SO SO SHB0YEE COMBINED

JRETAIL: up to 30-day supply
TIER 1 (generic) $10 $10 $10 $10 AFTER DEDUCTIBLE
TIER 2 (brand name in Aetna's formulary) $25 $30 $35 S35 AFTER DEDUCTIBLE
TIER 3 (brand name not in Aetna's formulary) $40 $50 $60 $60 AFTER DEDUCTIBLE
TIER 4 (speciality drugs) $50 $60 $70 $80 AFTER DEDUCTIBLE

IMAIL ORDER: 31-90-day supply (can also be done through CVS retail pharmacy)

TIER1 (generic) $20 $20 $20 520 AFTER DEDUCTIBLE
TIER 2 (brand name in Aetna's formulary) S50 S60 $70 $70 AFTER DEDUCTIBLE
TIER 3 (brand name not in Aetna's formulary) $80 $100 $120 $120 AFTER DEDUCTIBLE
TIER 4 (specialty drugs) N/A N/A N/A N/A

This information is only intended to provide a summary of the BSA Medical Plan. If questions arise, official plan documents and insurance agreements are controlling and govern final determination of benefits consistent with
applicable laws and regulations. BSA reserves the right to amend or terminate the plan at any time for any reason.
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