
PPrriimmaarryy CCaarree PPhhyyssiicciiaann CCooppaayymmeenntt
SSppeecciiaalliisstt CCooppaayymmeenntt
DDeedduuccttiibbllee
CCooiinnssuurraannccee
MMaaxxiimmuumm OOuutt ooff PPoocckkeett  
LLiiffeettiimmee BBeenneeffiitt MMaaxxiimmuumm
IInnppaattiieenntt HHoossppiittaall (Subject to preapproval)

AAmmbbuullaattoorryy SSuurrggiiccaall CCeenntteerr FFaacciilliittyy CChhaarrggeess
HHoossppiittaall OOuuttppaattiieenntt FFaacciilliittyy CChhaarrggeess
EEmmeerrggeennccyy RRoooomm CCooppaayymmeenntt

BBiioollooggiiccaallllyy BBaasseedd MMeennttaall IIllllnneessss aanndd
AAllccoohhoolliissmm (Inpatient is subject  to preapproval)

NNoonn--BBiioollooggiiccaallllyy BBaasseedd MMeennttaall IIllllnneessss aanndd
SSuubbssttaannccee AAbbuussee 

BBlloooodd//BBlloooodd PPrroodduuccttss//PPrroocceessssiinngg
DDiiaaggnnoossttiicc XX--rraayy//LLaabb
DDuurraabbllee MMeeddiiccaall EEqquuiippmmeenntt 
(Subject  to preapproval)
HHoommee HHeeaalltthh CCaarree aanndd HHoossppiiccee CCaarree
(Subject to preapproval)
MMaatteerrnniittyy

PPrreessccrriippttiioonn DDrruuggss

PPrreevveennttiivvee CCaarree
RReehhaabbiilliittaattiioonn CCeenntteerrss (Subject to preapproval)

SSppeeeecchh,, PPhhyyssiiccaall (Subject to preapproval),,
Occupational and Cognitive Rehabilitation
Therapies
TThheerraappeeuuttiicc MMaanniippuullaattiioonnss

Horizon HMO At-A-Glance
Description of Service Horizon HMO $15 Horizon HMO $30 Horizon HMO $30/$50 Horizon HMO $50/$70 Horizon HMO Coinsurance

$15
$15
N/A

50% for prescription drugs.
N/A

Unlimited
$150 copayment per day for a maximum

of 5 days per admission;
$1,500 maximum per calendar year.

$15

$15
$100 (Credited toward inpatient admission

if admitted within 24 hours).

Inpatient:  $150 copayment per day for a
maximum of 5 days per admission;
$1,500 maximum per calendar year.
Inpatient (subject to preapproval):

100% after the hospital copayment for a maximum
of 30 days per year (1 inpatient day may be

exchanged for 2 outpatient visits).
Outpatient:  100% after the office copayment for a 

maximum 20 visits per calendar year.

Plan pays 100%.
Office visit copayment per visit.

Plan pays 100%.

Unlimited days.

$25 copayment for the initial visit;
$0 copayment thereafter.

50% coinsurance.

Office visit copayment per visit.
Subject to inpatient hospital copayment above.

Waived if immediately preceded by a
hospital inpatient stay.

$15 office visit copayment per visit.

Office visit copayment per visit.  Limited to 30 visits
per calendar year and 2 modalities per visit.

$40
Subject to deductible and coinsurance.

$2,500 Individual / $5,000 Family Deductible (Aggregate)
50% coinsurance.

$5,000 Individual / $10,000 Family
Unlimited

Subject to deductible and coinsurance.

Subject to deductible and coinsurance.

Subject to deductible and coinsurance.
$100 (Credited toward inpatient admission

if admitted within 24 hours).  Emergency room
copayment is payable in addition to applicable

copayment, deductible and coinsurance.
Subject to deductible and coinsurance.

Maximum of 3 days inpatient care per calendar year.
One inpatient day may be exchanged for 2

outpatient visits; maximum 20 visits per calendar year.

Subject to deductible and coinsurance.
Subject to deductible and coinsurance.
Subject to deductible and coinsurance.

Unlimited days; subject to deductible and coinsurance.

$25 copayment for the initial visit; 
$0 copayment thereafter.

Subject to deductible and coinsurance.  Coinsurance
paid for covered prescription drugs does not count

toward the maximum out of pocket.

Office visit copayment per visit.
Subject to deductible and coinsurance.

Subject to deductible and coinsurance.
Limited to 30 visits per calendar year.  

Subject to deductible and coinsurance.  Limited to
30 visits per calendar year and 2 modalities per visit.

$30
$30
N/A

50% for prescription drugs.
N/A

Unlimited
$300 copayment per day for a maximum

of 5 days per admission;
$3,000 maximum per calendar year.

$30

$30
$100 (Credited toward inpatient admission

if admitted within 24 hours).

Inpatient:  $300 copayment per day for a
maximum of 5 days per admission;
$3,000 maximum per calendar year.
Inpatient (subject to preapproval):

100% after the hospital copayment for a maximum
of 30 days per year (1 inpatient day may be

exchanged for 2 outpatient visits).
Outpatient:  100% after the office copayment for a 

maximum 20 visits per calendar year.

Plan pays 100%.
Office visit copayment per visit.

Plan pays 100%.

Unlimited days.

$25 copayment for the initial visit; 
$0 copayment thereafter.

50% coinsurance.

Office visit copayment per visit.
Subject to inpatient hospital copayment above.

Waived if immediately preceded by a
hospital inpatient stay.

$30 office visit copayment per visit.

Office visit copayment per visit.  Limited to 30 visits
per calendar year and 2 modalities per visit.

$30
$50
N/A

50% for prescription drugs.
N/A

Unlimited
$300 copayment per day for a maximum

of 5 days per admission;
$3,000 maximum per calendar year.

$30

$60
$100 (Credited toward inpatient admission

if admitted within 24 hours).

Inpatient:  $300 copayment per day for a
maximum of 5 days per admission;
$3,000 maximum per calendar year.
Inpatient  (subject to preapproval):

100% after the hospital copayment for a maximum
of 30 days per year (1 inpatient day may be

exchanged for 2 outpatient visits).
Outpatient:  100% after the office copayment for a 

maximum 20 visits per calendar year.

Plan pays 100%.
$30 office visit copayment per visit.

Plan pays 100%.

Unlimited days.

$25 copayment for the initial visit;
$0 copayment thereafter.

50% coinsurance.

Office visit copayment per visit.
Subject to inpatient hospital copayment above.

Waived if immediately preceded by a
hospital inpatient stay.

$30 office visit copayment per visit.

Office visit copayment per visit.  Limited to 30 visits
per calendar year and 2 modalities per visit.

$50
$70
N/A

50% for prescription drugs.
N/A

Unlimited
$500 copayment per day for a maximum

of 5 days per admission;
$5,000 maximum per calendar year.

$50

$100
$100 (Credited toward inpatient admission

if admitted within 24 hours).

Inpatient:  $500 copayment per day for a
maximum of 5 days per admission;
$5,000 maximum per calendar year.
Inpatient  (subject to preapproval):

100% after the hospital copayment for a maximum
of 30 days per year (1 inpatient day may be

exchanged for 2 outpatient visits).
Outpatient:  100% after the office copayment for a 

maximum 20 visits per calendar year.

Plan pays 100%.
$50 office visit copayment per visit.

Plan pays 100%.

Unlimited days.

$25 copayment for the initial visit; 
$0 copayment thereafter.

50% coinsurance.

Office visit copayment per visit.
Subject to inpatient hospital copayment above.

Waived if immediately preceded by a
hospital inpatient stay.

$50 office visit copayment per visit.

Office visit copayment per visit.  Limited to 30 visits
per calendar year and 2 modalities per visit.

       


