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Your Plan’s Maximum Out-of-Pocket Amount means the total dollar amount Members pay, or that are paid on their 
behalf, out-of-pocket for most Covered Services during a year. Deductibles, Copayments and Coinsurance for most 
Covered Services count toward the Maximum amount. 
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Deductible and Maximum Out-of-Pocket Amount (MOOP) 

  In-Network Out-of-Network 



https://www.healthcare.gov/coverage/preventive-care-benefits/
https://www.healthcare.gov/what-are-my-preventive-care-benefits/
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Benefit In-Network
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Benefit In-Network Out-of-Network 
Skilled Nursing Facility Services* 

Limited to a maximum of 90 days per 
Calendar Year. 

You Pay No Charge After 
inpatient hospital Copayment has 

been met  
Not Covered 

Non-Emergent Ambulance Services 
Includes non-Emergency transportation that is Medically Necessary and Pre-Authorized. You pay a Copayment or 
Coinsurance per transport each way. For mental health conditions or substance use disorders You will pay the 
Copayment or Coinsurance listed under Mental Health and Substance Use Disorder Services Other Outpatient 
Services. 

Water and Ground Services Non-
Emergent Transportation* You Pay $200 Not Covered 

Air Ambulance Services Non-
Emergent Transportation* You Pay $200 You Pay $200 

Emergency Services 
Includes medical and mental health and substance use disorder Emergency Services, Physician services, 
Advanced Diagnostic Imaging, such as MRIs and CT scans, other Facility charges, such as diagnostic x-ray and 
lab services and medical supplies provided in an Emergency Department, including and independent freestanding 
Emergency Department, In-Network or Out-of-Network. If You are admitted the Copayment will be waived, and 
You will pay the Inpatient Hospital Services Copayment or Coinsurance. 

Emergency Services You Pay $200 You Pay $200 
Emergency Ambulance You Pay $200 You Pay $200 

Urgent Care Services 
Includes Urgent Care Services, Physician services, and other ancillary services received at an Urgent Care 
Facility. If You are transferred to an Emergency Department from an Urgent Care Center, You will pay the 
Emergency Services Copayment or Coinsurance. For mental health conditions or substance use disorders visit 
limits will not apply and You will pay the Copayment or Coinsurance listed under Mental Health and Substance 
Use Disorder Services Other Outpatient Services. 

Urgent Care Services You Pay $20 Not Covered 
Mental Health and Substance Use Disorder Services 

Includes inpatient and outpatient services for the treatment of mental health and substance use disorders. Virtual 
Consults must be furnished by approved Plan providers. 
*Pre-Authorization is required for Inpatient Hospital Services, partial hospitalization services, intensive 
outpatient program (IOP) services, Transcranial Magnetic Stimulation (TMS), and electro-convulsive 
therapy. 

Inpatient Hospital Services* You Pay $300  Not Covered 
Residential Treatment Services* You Pay $300  Not Covered 

Outpatient Office Visits (PCP and 
Specialist) You Pay $10 Not Covered 

Outpatient Office Visits (Virtual 
Consult) You Pay $10 Not Covered 

Partial Hospitalization/Intensive 
Outpatient Program Facility 

Services* 
You Pay $10 Not Covered 

Other Outpatient Services You Pay $10 Not Covered 
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Benefit In-Network Out-of-Network 

Autism Spectrum Disorder* Cost sharing determined by the 
type and place of service. 

Cost sharing 
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Prescription Drugs 
LG_150D_15_40_60_20%__ 

This document describes Your Plan’s outpatient prescription drug Coverage for medical and mental health and 
substance use disorder treatment. All drugs must be United States Food and Drug Administration (FDA) approved, 
and You must have a prescription. You will need to pay Your Copayment or Coinsurance when You fill your 
prescription at the pharmacy. If Your Plan has a Deductible, You must meet that amount before Your Coverage 
begins. Some drugs require Pre-Authorization by Your Physician, and some quantities may be limited.  
 
Details about Covered Services are in the section “What is Covered”. Details about services and treatments that are 
not Covered are in the section “What is Not Covered.” 

Prescriptions may be filled at a participating, In-Network Plan pharmacy or at a non-participating pharmacy or its 
intermediary if the non-participating pharmacy or its intermediary has agreed in writing to accept as payment in full 
reimbursement from the Plan or its Pharmacy Benefit Manager, including any Copayment or Coinsurance 
consistently imposed by the Plan or its Pharmacy Benefit Manager, at the same level as the Plan or its Pharmacy 
Benefit Manager gives to participating pharmacies. 

Our formulary is a list of FDA-approved medications that we Cover. Prescription drugs are reviewed by the Plan’s 
Pharmacy and Therapeutics Committee for placement onto the formulary. For a single Copayment or Coinsurance 
charge You may receive up to a consecutive 30-day supply of a Covered drug at a retail pharmacy. Some drugs may 
be available under the Plan's mail order pharmacy. Specialty Drugs are available up to a 30-day supply and can be 
delivered to Your home address from the Plan's specialty mail order drug pharmacy. 
 
This formulary is organized into the following tiers which will determine what You pay out-of-pocket to fill a 
prescription: 

Preferred Generic Drugs (Tier 1) 
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7. Medications that require special handling, provider coordination, or patient education that cannot be provided 
by a retail pharmacy. 

Specialty Drugs are only available through a Plan Specialty Pharmacy including specialty pharmacy Proprium 
Pharmacy at 1-855-553-3568 and are limited to a 30-day supply. Specialty Drugs will be delivered to Your home 
address. If You have a question or need to find out if Your drug is considered a Specialty Drug please call Pharmacy 
Member Services at the number on Your Plan ID Card. You can also log onto sentarahealthplans.com for a list of 
Specialty Drugs and specialty pharmacies. 
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Deductibles, Maximum Out of Pocket Amount (MOOP), and Benefits 



Some benefits require Pre-Authorization before You receive them. These services are marked with * in the chart. 
 
 Page 14 of 16 

 

 

Retail Pharmacy Cost Sharing 
When You pick up Your drug at a retail pharmacy You will pay the Copayment (one Copayment for each 30-day 

supply) or the Coinsurance amount listed under the applicable Tier for Your Drug: 
• You pay one Copayment or the Coinsurance for up to a 30-day supply; 
• You pay two Copayments or the Coinsurance for a 31 to 60-day supply; 
• You pay three Copayments or the Coinsurance for a 61 to 90-day supply. 

 
Tier 4 Specialty Drugs are only available from a Plan Specialty Pharmacy including Proprium Pharmacy and are 

limited to a 30-day supply. 
  

ACA Preventive Drugs 
ACA preventive prescription drugs and over 
the counter items identified as an A or B 
recommendation by the United States 
Preventive Services Task Force. Please 
use this link for a list of Covered 
preventive care services: 
healthcare.gov/what-are-my-preventive-
care-benefits. 

No Charge. Deductible does not apply. 
Covered Food and Drug Administration (FDA) approved tobacco 
cessation medications (including both prescription and over-the-
counter medications) are limited to two 90-day courses of 
treatment per year when prescribed by a health care provider. 

Preferred Generic Drugs 
Tier 1 After Deductible You Pay $15 

Preferred Brand & Other Generic Drugs 
Tier 2 After Deductible You Pay $40 

Non-Preferred Brand Drugs 
Tier 3 After Deductible You Pay $60 

Specialty Drugs 
Tier 4 

After Deductible You Pay 20% up to a maximum Copayment of 
$300. 
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Copayment and Coinsurance Mail Order (If Your Drug is available) for up to a 90-
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Notice/Notes/Terms & Conditions: 
Dependent Children enrolled in the Plan are Covered until the end of month they turn 26. 

This Plan does not have pre-existing condition exclusions. 

This Plan does not have annual or lifetime dollar limits on Essential Health Benefits. 

This is a group plan sponsored by Your employer. Your employer will pay the premium to us on Your behalf. Your 
employer will tell You how much You must contribute, if any, to the premium. 

 


