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Office
Visit

Copay

Hospital
Coinsurance

What You Pay
Out-of-Network

Calendar Year
In-Network

Out-of-Pocket
Maximum

Calendar Year
Out-of-Network
Out-of-Pocket

Maximum

Calendar
Year

In-Network
Deductible

Calendar Year
Out-of-Network

Deductible

$25/$35
20%

coinsurance
(after deductible)

40%
coinsurance

(after deductible;
UCR applies)

$2,850 per person
$8,550 per family

(3 or more)

$11,400 per person
$34,200 per family

(3 or more)

$850 per person
$2,550 per

family
(3 or more)

$2,550 per person
$7,650 per family

(3 or more)

Important information about your plan
This summary provides only highlights of your benefits. To view your plan details, register and log in at myprovidence.com.

● Your deductible(s) are included in the out-of-pocket maximum amount(s) listed above.
● The individual deductible applies if there are no dependents enrolled. If two or more members are enrolled, the individual

deductible applies for each member only until the family deductible is met.
● The individual out-of-pocket maximum applies if there are no dependents enrolled. If two or more members are enrolled, the

individual out-of-pocket applies for each member only until the family out-of-pocket is met.
● Some services and penalties do not apply to out-of-pocket maximums.
● This plan offers deductible carryover. This means any portion of your deductible(s) that you pay during the fourth quarter of the

calendar year will be applied toward next year's deductible(s).
● To get the most out of your benefits, use the providers within the EPO network. View a list of network providers and pharmacies

at www.ProvidenceHealthPlan.com/providerdirectory.
● If you choose to go outside the network, you may be subject to billing for charges that are above Usual, Customary and

Reasonable charges (UCR). Benefits for out-of-network services are based on these UCR charges.
● Prior authorization is required for some services.
● Limitations and exclusions apply to your benefits. See your Member Handbook for details.

Benefit Highlights After you pay your calendar year deductible, then you
pay the following for covered services:

✓ No deductible needs to be met prior to receiving this benefit.

In-Network Copay or
Coinsurance

(after deductible, when you
see an in-network provider)

Out-of-Network Coinsurance
(after deductible, when you
see a non-network provider)

On-Demand Provider Visits
● Virtual visits to a Primary Care Provider by phone & video (ExpressCare

Virtual) or by Web-direct Visits (where available)
Covered in full✓ Not covered

● Providence ExpressCare Retail Health Clinic Covered in full✓ Not applicable
● Virtual visits to a Specialist by phone & video Covered in full✓ Not covered

Preventive Health and Wellness Services
● Periodic health exams and well baby care Covered in full✓ 40%✓

● Gynecological exams (calendar year) and Pap tests Covered in full✓ 40%✓

● Mammogram Covered in full✓ 40%✓

● Prostate screening exam (calendar year) Covered in full✓ 40%✓

● Colorectal exam Covered in full✓ 40%✓

● Colorectal cancer screening: sigmoidoscopy, colonoscopy Covered in full✓ 40%
● The following tests (when received with your health maintenance exam): CBC,

urinalysis, chemical profile, glucose, cholesterol, fecal blood
Covered in full✓ 40%✓

● The following services (for members with diabetes): HbA1c, retinal exam, urine
test for kidney function, diabetic exams of mouth, teeth and feet

Covered in full✓ 40%✓

● Pneumococcal vaccine Covered in full✓ 40%✓

● Flu vaccine Covered in full✓ 40%✓

● Routine immunizations/shots Covered in full✓ 40%✓

● Nutritional counseling Covered in full✓ 40%✓

● Hearing screenings Covered in full✓ 40%✓

● Tobacco use cessation; counseling/classes, and deterrent medications,
including prescription and over the counter. Medications must be
purchased at a participating pharmacy.

Covered in full✓ Not covered
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