Employee Medical Plans

AETNA AETNA AETNA AETNA AETNA
PLAN 1 PLAN 2 PLAN 3 PLAN 4** PLAN 5 ***
PROVIDER NETWORK Aetna POS Il (Open Access)
HSA contribution from BSA
(Individual/Family*) N/A N/A N/A $500/$1,000 N/A
Max‘m‘wum emplpyfe HSA contribution N/A N/A N/A $3.650/$7,300 N/A
(Individual/Family*)
IN-NETWORK
Copay (PCP/Specialist) (per visit) $20/$35 $25/$40 $30/$45 Deductible & coinsurance $30/$45
Deductible/year (Individual/Family*) $0 $150/$300 $300/$600 $1,600/$3,200 $300/$600
Coinsurance 0% 10% 20% 20% 20%
Medical out-of-pocket maximum/year
(includes deductible, copays, & coinsurance) $5,100/$10,200 $1,000/$2,000 $2,000/$4,000 . $2,000/$4,000
(Individual/Family*) $3,500/$8,000 Medical &
ioti _of- prescription drugs
Prescription drugs out-of-pocket combined

maximum/year (includes deductible, copays, $1,500/$3,000 $1,500/$3,000 $1,500/$3,000 $1,500/$3,000
& coinsurance) (Individual/Family*)

Emergency room (per visit) $100 $150 $200 Deductible & coinsurance $200
. . . Deductible & Deductible & Deductible & coinsurance Deductible &
Inpatient hospital (per admission) $500 . . h
coinsurance coinsurance coinsurance
. - Deductible & Deductible & Deductible & coinsurance Deductible &
Outpatient surgery (per visit) $100 . . h
coinsurance coinsurance coinsurance
Teladoc (per telephonic visit) $20 $25 $30 Deductible & coinsurance $30
Teladoc Dermatology (per telephonic visit) $35 $40 $45 Deductible & coinsurance $45
Walk-in clinic (per visit) $20 $25 $30 Deductible & coinsurance $30
Urgent care center (per visit) $50 $50 $50 Deductible & coinsurance $50
X-ray/laboratory Covered in full $20 $20 Deductible & coinsurance $20
Complex imaging (MRI, CT Scan, ...) $50 $50 $50 Deductible & coinsurance $50
) . . Deductible & Deductible & Deductible & coinsurance Deductible &
Hearing Aids Covered in full f . A
coinsurance coinsurance coinsurance
Covered in full Covered in full Covered in full Covered in full

Covered in full

Routine eye exam (1 exam every (1 exam every (1 exam every (1 exam every 24
24 months) 24 months) 24 months) (1 exam every 24 months) months)

Routine physical (limits apply) Covered in full Covered in full Covered in full Covered in full Covered in full

OUT-OF-NETWORK

Deductible (Individual/Family*) $1,000/$3,000 $1,500/$4,500 $2,000/$6,000 $2,600/$5,200 $500/$1,000

Coinsurance 30% 30% 30% 40% 30%

Out-of-pocket maximum/year (includes

deductible & coinsurance) (Individual/Family) $3,500/$10,500 $5,000/$15,000 | $6,000/$18,000 $6,000/$12,000 $6,000/$18,000

PRESCRIPTION DRUGS (in-network only)

Deductible/year (Individual/Family*) Medical & prescrintion

(Deductible is combined for retail & mail $100/$300 $100/$300 $100/$300 d p bi % $100/$300

order) rugs combine

RETAIL: up to 30-day supply

Tier 1 (generic) $10 $10 $10 $10 after deductible $10

Tier 2 (brand name in Aetna's formulary) $25 $30 $35 $35 after deductible $35

Tier 3 (brand name not in Aetna's formulary) $40 $50 $60 $60 after deductible $60

Tier 4 (specialty drugs) $50 $60 $70 $80 after deductible $70

MAIL ORDER: 31-90-day supply (can also

be done through CVS retail pharmacy)

Tier 1 (generic) $20 $20 $20 $20 after deductible $20

Tier 2 (brand name in Aetna's formulary) $50 $60 $70 $70 after deductible $70

Tier 3 (brand name not in Aetna's formulary) $80 $100 $120 $120 after deductible $120

Tier 4 (specialty drugs) N/A N/A N/A N/A N/A

*

For Aetna Plan 4: Individual = employee only coverage. Family = 2 or more people. Additional information applies.
Aetna Plan 4 is not available to employees over age 65 or those who are eligible for Medicare.
*** Enrollment in Aetna Plan 5 is mandatory for employees working under a J-1 Visa. It is not available to any other employees.

*k

This is only a summary of the coverage through the medical plans. For additional information, go to
www.bnl.gov/hr/Benefits/.



http://www.bnl.gov/hr/Benefits/

Plan 1

Monthly Contribution Weekly Contribution
Coverage Annual Base Salary Annual Base Salary
$70,000- $100,000- $70,000- $100,000-
$0-$69,999 $99,999 $174,999 $175,000+ $0-$69,999 $99,999 $174,999 $175,000+
1 Person $203.85 | $272.62 $331.57 $390.51 $47.04 $62.91 $76.52 $90.12
2 People $425.83 $566.07 $688.46 $810.86 $98.27 $130.63 $158.88 $187.12
3 or More People $559.35 $752.58 $915.29 | $1,078.01 $129.08 $173.67 $211.22 $248.77
Plan 2
Monthly Contribution Weekly Contribution
Coverage Annual Base Salary Annual Base Salary
$70,000- $100,000- $70,000- $100,000-
$0-$69,999 $99,999 $174,999 $175,000+ | $0-$69,999 $99,999 $174,999 $175,000+
1 Person $172.12 $223.99 $282.93 $341.88 $39.72 $51.69 $65.29 $78.89
2 People $357.38 $465.08 $587.47 $709.86 $82.47 $107.33 $135.57 $163.81
3 or More People $475.12 | $618.31 $781.03 $943.74 | $109.64 | $142.69 | $180.24 | $217.79
Plan 3
Monthly Contribution Weekly Contribution
Coverage Annual Base Salary Annual Base Salary
$70,000- $100,000- $70,000- $100,000-
$0-$69,999 $99,999 $174,999 $175,000+ | $0-$69,999 $99,999 $174,999 $175,000+
1 Person $115.05 $161.96 $221.16 $280.35 $26.55 $37.37 $51.04 $64.70
2 People $238.88 $336.29 $459.21 $582.13 $55.13 $77.61 $105.97 $134.34
3 or More People $317.59 | $447.09 $610.50 $773.92 $73.29 | $103.17 | $140.89 | $178.60
Plan 4
Monthly Contribution Weekly Contribution
Coverage Annual Base Salary Annual Base Salary
$70,000- $100,000- $70,000- $100,000-
$0-$69,999 $99,999 $174,999 $175,000+ | $0-$69,999 $99,999 $174,999 $175,000+
1 Person $78.79 $129.51 $187.80 $247.16 $18.18 $29.89 $43.34 $57.04
2 People $130.28 $236.26 $357.71 $479.15 $30.06 $54.52 $82.55 $110.57
3 or More People $173.22 $314.14 $475.62 $637.09 $39.97 $72.49 $109.76 $147.02
Plan 5
Monthly Contribution Weekly Contribution
Coverage Annual Base Salary Annual Base Salary
$70,000- $100,000- $70,000- $100,000-
$0-$69,999 $99,999 $174,999 $175,000+ | $0-$69,999 $99,999 $174,999 $175,000+
1 Person $141.65 | $193.27 $253.49 $313.70 $32.69 $44.60 $58.50 $72.39
2 People $294.13 | $401.30 $526.34 $651.38 $67.88 $92.61 $121.46 $150.32
3 or More People $391.04 | $533.52 $699.75 $865.99 $90.24 | $123.12 | $161.48 | $199.84






