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| additional benefit limits and details."
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(*) Preauthorization may be required for thls service. Please

allergists, dermatologists, behavioral health and podiatrists.

You Pay You Pay
see Preauthorization in Section 5 for more information.
Retail clinics $15 20% plus $15 - After
deductible
Specialists - office visits and house calls rendered by a $25 20% plus $25 - After
specialist. Specialist includes, but is not limited to, deductible

Organ Transplants

Organ transplant services

0% - After deductible

20% - After deductible

Physical/Occupational Therapy

Outpatient hospital
When therapy is rendered within the first 30 days
following a hospital stay, a home care program, or an
ambulatory surgical procedure.

0% - After deductible

20% - After deductible

Outpatient hospital (after the first 30 days) or in a
doctor's/therapist's office.

20% - After deductible

20% - After deductible

Pregnancy and Maternity Services

Pre-natal, delivery, and postpartum services.

0% - After deductible

20% - After deductible

Prescription Drugs and Diabetic Equipment and Supplies

Prescription drugs and diabetic equipment and supplies
dispensed at a pharmacy.

Not Covered
See your Employer's
Prescription Drug Plan.

Not Covered
See your Employer's
Prescription Drug Plan.

Prescription drugs dispensed and administered by a
licensed health care provider (other than a pharmacist),
and not purchased from a retail, specialty or mail order
pharmacy.

Injectable drugs*
Includes chemotherapy drugs used for other than
cancer treatment.

20% - After deductible

20% - After deductible

Infused drugs*
Includes chemotherapy drugs used for other than
cancer treatment.

20% - After deductible

20% - After deductible

Limited to injectable and infused chemotherapy drugs
used for cancer treatment.”

0% - After deductible

20% - After deductible

Medications other than injected and infused drugs*

Are included in the allowance
for the medical service being

Are included in the allowance
for the medical service being

rendered. rendered.
Prevention Care Services and Early Detection Services
See Prevention and Early Detection Services section for
details.
Preventive office visits 0% 20% plus $15 - After
Includes adult annual and pediatric office/clinic visits. deductible
Well woman annual visits 0% 20% plus $25 - After
deductible
Preventive counseling/education 0% 20% plus $25 - After
Includes diabetes education, nutritional counseling and deductible
smoking cessation counseling and genetic counseling
for BRCA.
Immunizations 0% 20% - After deductible
Includes adult, pediatric and travel immunizations.
Preventive Screenings 0% 20% - After deductible
Contraceptive and Sterilization services for women 0% 20% - After deductible
Breast pumps 0% 20% - After deductible

Private Duty Nursing Services*

Must be performed by a certified home health care agency.

20% - After deductible

20% - After deductible
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(*) Preauthorization may be required for this servicé. Please

see Preauthorization in Section 5 for more information.

You Pay

Radiation Therapy/Chemotherapy Services

Ouipatient

0% - After deductible

20% - After deductible

In a physician’s office

0% - After deductible

20% - After deductible

Respiratory Therapy

Inpatient

0% - After deductible

20% - After deductible

Outpatient

0% - After deductible

20% - After deductible

Skilled Care in a Nursing Facility*

Skilled or sub-acute care

0% - After deductible

20% - After deductible

Speech Therapy

Outpatient hospitallin a physician'sAherapist's office.

20% - After deductible

20% - After deductible

Surgery Services

Inpatient physician services

0% - After deductible

20% - After deductible

Outpatient physician services

0% - After deductible

20% - After deductible

In a physician’s office 0% 20% - After deductible
Telemedicine Services

When rendered by a designated provider. $15 Not Covered

When rendered by a network provider. $15 Not Covered
Tests, Labs, Imaging and X-rays - Diagnostic

Outpatient, in a physician’s office, urgent care center or

free-standing laboratory:

MRI*, MRA®, CAT scans*®, CTA scans®, PET scans®, and 0% 20% - After deductible

nuclear medicine®.

Sleep studies.” 0% 20% - Atter deductible

Diagnostic imaging and tests, other than the diagnostic 0% 20% - After deductible

imaging services listed above.

Lab and pathology services. 0% 20% - After deductible

Diagnostic colorectal services - (Including, but not limited 0% 20% - After deductible

to, fecal occult blood testing, flexible sigmoidoscopy,

colonoscopy, and barium enema. See Prevention and

Early Detection Services for preventive colorectal

services.)

Lyme disease diagnosis and treatment 0% 20% - After deductible

| Urgent Care
Urgent care services $25 20% plus $25 - After
deductible

Vision Care Services

Vision exam - one routine eye exam per member per plan $25 20% plus $25 - After

year. deductible

Non-routine eye exam $25 20% plus $25 - After

deductible
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Here’s an overview of your CVS Caremark benefits.

If you have any questions about your prescription plan or costs, call us at 1-888-202-1654. We can
help anytime after your plan starts. For TDD assistance, please call 1-800-863-5488.

CVS Caremark Retail CVS Caremark Mail
Pharmacy Network Service Pharmacy or
(Up to a 30-day supply) CVS Pharmacy (Upto a
90-day supply)

Generic Medicines 20% for a generic medicine 20% for a generic medicine

Always ask your doctor if

there’s a generic option

available. It could save you

money.

Preferred Brand-Name 20% for a preferred 20% for a preferred

Medicines brand-name medicine brand-name medicine

If a generic is not available or

appropriate, ask your doctor to

prescribe from your plan’s

preferred drug list.

Non-Preferred 20% for a non-preferred 20% for a non-preferred

Brand-Name Medicines brand-name medicine brand-name medicine

Drugs that aren’t on your plan’s

preferred list will cost more.

Specialty Medicines 20% ($75 max)

Annual Deductible None

Maximum Out-of-Pocket $6,350 per individual / $12,700 per family

Please Note: When a generic is available, but the pharmacy dispenses the brand-name medication for any reason other
than doctor or other prescriber indicates "dispense as written,” you will pay the difference between the brand-name
medication and the generic plus the brand copayment.
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Copayment, copay or coinsurance means the amount a plan member is required to pay for a prescription in accordance with a Plan which
may be a deductible, a percentage of the prescription price, a fixed amount or other charge, with the balance, if any, paid by a Plan.

Your feedback is important as it helps us improve our service. Please contact us with any questions or concerns at 1-888-202-1654.

If you access your pharmacy benefits information through the Caremark Web site, you can find Plan Members Rights and Responsibilities at
www.caremark.com.

Your privacy is important to us. Our employees are trained regarding the appropriate way to handle private health information.

2016 CVS Caremark. All rights reserved. 106-38008D 070116



