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	Medical 
	Total
	Employee
	Total
	Employee 
	Total
	Employee

	Premium
	Moda          
	Share
	Statewide
	Share
	Choice
	Share

	EE Only
	$827.06 
	$89.28 
	$929.03 
	$191.25 
	$810.75 
	$72.97 

	EE+ Child(ren)
	$1,405.99 
	$151.76 
	$1,579.35 
	$325.12 
	$1,378.27 
	$124.04 

	EE + Spouse
	$1,654.12 
	$178.56 
	$1,858.07 
	$382.51 
	$1,621.49 
	$145.93 

	Family
	$2,233.07 
	$241.06 
	$2,508.39 
	$516.38 
	$2,189.02 
	$197.01 
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Plan provider Moda Synergy Coordinated Care Providence Choice
status (PCP 360) Lt P TG (medical home)

Benefitplans  In network™ | Out of network
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. To recive in-netwok benefits, members must choose a medical home i the
plan, naiy the plan of thei choice, and receive cre though proiders from
that medical home orfrom providrs efeed by their medica home. Othervise,
benefits tyicaly have higher costs or may ot be covered. See th istof
medial homes on th pian's webste.

Al medical plans ave a standard plan deductie except Kaier Tradidona, On the
Kaiser deductie pians,the deductble i waived on additonal sevics; please.
see the benefitsummary for addional detas.

Providence Statevide plan members whose in-network provider has been
recagnized by the Oregon Health Authoriy s a patient-centeed primary care:
home vl have thelower coinsurance.

These are vists for care of astha, diabetes, cardiovascuiar disease and
‘congestive heart faiure. Notsubject o deductile in network.

Copay amounts for use of  haspital emergency department are waived f e
member is admitted iectl o th hospial for inpatiet reatment. Tis does
ot incude adrmittance fo observation. Copay does not apply o outof pocket
maximum except i Kaiser plans. Inplan deduciive apples.

These procedures are MR CT, PET and SPECT scans;seep studes; spinal
infections; upper endoscopy; bunionectomy;surgey for hammertoe and
Morto's neuroma; and senvice not covered n 2023, Copay does ot aply
10out-of-pocket mavimum. Not appled o cancerrelated procedures. These
procedures may be overused compared with tei risks and benefts, One copay
il e appled for each servicebled. Mutle copays may appyf moe than
one senice i done na vt
“These are sugical procedures fo ip or ke replacement o resurfacing:knee.
or shouider s bariatic surgery; spine procedures; and sius surery.
Copay does ot apply 10 out-of-pocket maximum. Not appled fo cancer-related
procedures. Thess procedures may have atematives thal provide equal or
eteroutcomes with ower isks and costs.
. The prescription drug deductbe is $50 per person or $150 for families with
hvee or more members. It appies separatey from the mecica deuctle.
“Theprescrigtion drug out.of-pocket maximu is $1000 per person, ith a
famiy maximum of $3,000. I accrues separately from the medical out-o-
pocket maximum.

10, Allplans haveformuares that st covered crugs. Vale drugs typically are
generic dugs that are used n treaing most common chronic condtrs.

1. Copays and coinsurance do ot appy 1o out-0f-pocket max except for Kaisr

12, Moda and Providence out-of-network provides may bilyou for any amaurt over
the maximum lan alowance. Massage terapy benef. i ol avalable o Kaser
deductble plan members. Members have access o the CHP Group networkonly.
‘The beneft s not avadable to Kaier Traditionl plan members. ForProidence
members, massage therapy oy apple o the Providence Choce plan.

13, Members must choose a PCP 360 ith Moda and must e theirchosen PCP.
360 orall primary cae senvioesto be corered nnetvork.

‘This document isfor comparson purpases only and s not ntended (0 fuly
describe the benefts of each pan. efer to your Member Handbook/Eidence of
‘Coverage for more details of beneft coverage. n te case of a confct befween
ths comparison and your member handbook, the Member Handbool/Eudence of
Coverage wil prevai.
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