PAOMAS

Georgia
Dental
Association

BENEFITS
AT A GLANCE

MEDICAL

Medical - Anthem POS 1000 POS 3000 POS HDHP (HSA Compatible)

In-network

Out-of-network

In-network

Out-of-network

In-network

Out-of-network

Coinsurance (Plan pays) 80% 50% 70% 50% 70% 50%
Calendar Year Deductible

* Individual $1,000 $1,500 $3,000 $9,000 $5,000 $15,000

+ Family $3,000 $4,500 $9,000 $27,000 $10,000 $30,000
Out of Pocket Maximum

(includes deductible)

« Individual $7,900 $23,700 $9,450 $23,700 $7,500 $21,150

* Family $15,800 $47,400 $18,900 $47,400 $15,000 $42,300
Office Visit Copay

* Primary $40 copay 50% after ded $50 copay 50% after ded $50 after ded 50% after ded
« Specialist $60 copay 50% after ded $80 copay 50% after ded $80 after ded 50% after ded

Preventive Care
Hospital Services

Inpatient Hospital - Facility

100% covered

$500 copay per
admission +
20% after ded

50% after ded

50% after ded

100% covered

$1,000 copay per
admission +
30% after ded

50% after ded

50% after ded

100% covered

30% after ded

50% after ded

50% after ded

Inpatient Hospital - Physician

20% after ded

50% after ded

30% after ded

50% after ded

30% after ded

50% after ded

$350 copay $500 copay
OQutpatient Surgery per visit + 50% after ded per visit + 30% 50% after ded 30% after ded 50% after ded
20% after ded after ded
. . _ $150 copay $200 copay per
OuiggEfiei Serviees - e per visit + 20% 50% after ded visit + 30% 50% after ded 30% after ded 50% after ded

Standing Surgical Center

coinsurance

coinsurance

Emergency Room Services
(Copay waived if admitted)

$500 copay +
20% coinsurance

$500 copay +
20% coinsurance

$750 copay + 30%
coinsurance

$750 copay + 30%
coinsurance

30% after ded

30% after ded

Urgent Care $75 copay 50% after ded $100 copay 50% after ded $;?t2f§§gy 50% after ded
Prescription Drug Coverage (30 day supply) T{gx\gig Ir,]\‘/é)twé?;_ T\lrstfsvréfs lrl]\l/e(?csvto-?l:-
oo, | gl el | St o
Tier 1 $15 copay /$$24c())ccooK:)aayy /235%‘:5)%?; $40 after ded $50 after ded
Tier 2 $50 copay aft7eSr ;?(p;gd $85 ;c;p;g/dafter $75 after ded $85 after ded
Tier 3 $75 copay ;‘ﬁslsfzaeyd $ho éi%aeydafter $100 after ded $110 after ded
Tier 4 25% coinsurance up to $350 max 25% after Rx ded | 35% after Rx ded | 35% after ded up | 45% after ded up

up to a $450 max

up to a $550 max

to a $450 max

to a $550 max
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MEDICAL MONTHLY RATES

Age Band EE ES EC EF
<25 $810.48 $1,658.76 $1,561.80 $2,527.22
25 to 29 $845.63 $1,730.82 $1,629.66 $2,637.08
30 to 34 $960.46 $1,966.20 $1,851.26 $2,995.91
35 to 39 $1,024.02 $2,096.51 $1,973.93 $3,194.53
40 to 44 $1,04.59 $2,261.67 $2,129.43 $3,446.30
45 to 49 $1,303.10 $2,668.62 $2,512.56 $4,066.65
50 to 54 $1,660.66 $3,401.63 $3,202.65 $5,184.04
55 to 59 $2,016.74 $4,131.59 $3,889.88 $6,296.79
60 to 64 $2,406.97 $4,931.57 $4,643.04 $7,516.27
65+ $2,504.96 $5,135.18 $4,834.58 $7,828.02
Age Band EE ES EC EF
<25 $706.73 $1,446.07 $1,361.57 $2,203.01
25 to 29 $737.37 $1,508.89 $1,420.71 $2,298.76
30 to 34 $837.44 $1,714.04 $1,613.86 $2,611.49
35 to 39 $892.85 $1,827.61 $1,720.78 $2,784.62
40 to 44 $963.07 $1,971.56 $1,856.30 $3,004.05
45 to 49 $1,136.08 $2,326.24 $2,190.23 $3,544.74
50 to 54 $1,447.73 $2,965.12 $2,791.70 $4,518.62
55 to 59 $1,758.08 $3,601.34 $3,390.68 $5,488.48
60 to 64 $2,098.20 $4,298.58 $4,0471 $6,551.34
65+ $2,183.28 $4,475.71 $4,213.72 $6,822.72
Age Band EE ES EC E=
<25 $543.50 $1,111.45 $1,046.53 $1,692.91
25 to 29 $567.04 $1,159.71 $1,091.96 $1,766.47
30 to 34 $643.92 $1,317.30 $1,240.34 $2,006.70
35 to 39 $686.47 $1,404.54 $1,322.47 $2,139.70
40 to 44 $740.41 $1,515.12 $1,426.58 $2,308.26
45 to 49 $873.32 $1,787.58 $1,683.09 $2,723.61
50 to 54 $1,112.73 $2,278.36 $2,145.14 $3,471.74
55 to 59 $1,351.13 $2,767.10 $2,605.26 $4,216.76
60 to 64 $1,612.41 $3,302.71 $3,109.52 $5,033.23
65+ $1,67715 $3,438.17 $3,236.89 $5,241.09

EE = Employee Only
ES = Employee + Spouse
EC = Employee + Child(ren)

EF = Employee + Family
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G D I S Christy Biddy

Georgua Dental Insurance Services DireCt: 7703950224

Email: christy@gadental.org

Medical and Vision - Anthem Basic Life - United Healthcare
Member Services: Member Services:

855.397.9267 800.873.9573

Anthem.com myuhc.com

This document is intended as a convenient summary of the major points of benefit plans. This
booklet does not cover all provisions, limitations and exclusions. The official plan documents,

polices and certificates of insurance govern in all cases and are available for your inspection at
any time.

O e O
O A e etwo S
SfiralsisE
Exams $10 Copay Up to $48 reimbursement
Eyeglasses
Single Vision $20 Copay Up to $36 reimbursement
Bifocal $20 Copay Up to $54 reimbursement
Trifocal $20 Copay Up to $69 reimbursement
$130 Allowance
Frames and 20% off Up to $64 reimbursement
remaining balance
Contact Lenses
Conventional/Disposable $130 Allowance Up to $105 reimbursement
Medically Necessary Covered at 100% Up to $210 reimbursement
Frequency of Services
Exam/Lenses/Contact Lenses/ 12/12/12/12 Months
Frames
Optional Vision Coverage Rates
Employee $5.80
Employee + Spouse $10.15
Employee + Child(ren) $11.02
Family $16.82

Note: Must enroll in medical coverage in order to enroll in vision coverage.

Basic Term Life Insurance - United Healthcare

| Basic Term Life Benefit Up To Age 65 | $10,000 |

Your family or beneficiary will get the benefit amount if you pass away.
This is automatically included with Medical coverage on the primary
' insured.


http://Anthem.com
http://myuhc.com

