Parkview Hospital

SCHEDULE OF BENEFITS




PVH


PPO 

          NON PPO 









        Not Subject to Maximum Allowable    Subject to Maximum 

















   Allowable**

DEDUCTIBLES



Individual








$500

             $500 
 

$500

Family









$1,000

     
$1,000 


$1,500 

Pre-Certification Treatment Penalty 



- - - - - - - - - - $500 Additional deductible - - - - - - - - - -

(90 day carryover for deductible)



HOSPITAL DEDUCTIBLE      




 - - - - - - - - Additional $500 Per confinement - - - - - - - -                                              

CO-INSURANCE TO $10,000, THEN 100%

 (OUT OF POCKET)



Co-Insurance








90%*


80%*


60%* 

Max Individual Out of Pocket 




$1,000


$1,000
 
  
$2,000

DOCTOR OFFICE COPAY





$25


$25


60%*

Includes lab, x-ray or injections provided

on the same day with office visit up to $200

additional charges are subject to the deductible

and coinsurance (charges for the office visit 

does not go towards the $200 maximum)

Preventive Care, Well Baby, or one annual


100%


100%


100%

vision exam, including lab or x-ray on 

the same day with office visit

Maximum Benefit $400 per Calendar Year

INDEPENDENT LAB & FACILITY CHARGES

Out Patient Testing, Surgery, Scans,



90%*


80%*

         
60%* 

Office Surgery

EMERGENCY ROOM

Facility Charges







90%*


80%*
         

60%*

PRESCRIPTION DRUG










Generic









- - - - - - - - - - $8 copay 30 day supply - - - - - - -- - - - - 

Brand Name








- - - - - - - - -  $16 copay 30 day supply - - - - - - - - - - -    Mail order Generic







- - - - - - - - -  $16 copay 90 day supply - - - - - - - - - - -


Mail order Brand Name






- - - - - - - - -  $24 copay
90 day supply - - - - - - - - - - -
 

LIFETIME MAXIMUM BENEFIT



- - - - - - - - - - - - - - - - $1,000,000 - - - - - - - - - - - - - - 

(per insured)

TRANSPORTATION




                  - - - - - $2,500 maximum benefit per confinement - - - -

Air, Ambulance, or Rail
 

MATERNITY Employee or Spouse Only


- - - - - - - - - - -  as any other illness - - - - - - - - - - - - - 

EXTENDED CARE






90%*


80%*

         
60%*

Skilled Nursing / Cal Year Max Benefit 


- - - - - - - - - - - - - - - - $10,000 - - - - - - - - - - - - - - - - 

Home Health Care / Cal Year Max Benefit


- - - - - - - - - - - - - - - - $10,000 - - - - - - - - - - - - - - - - 

Hospice / Lifetime Benefit





- - - - - - - - - - - - - - - - $20,000 - - - - - - - - - - - - - - - - 



SUBSTANCE ABUSE (alcohol or controlled substance)

Co-Insurance inpatient






90%*


80%*

         
60%*
Co-Insurance outpatient






- - - - - - - - - - - - - - - -  50%* - - - - - - - - - - - - - - - - -

Limits









- - - - - - - - - - - $10,000 lifetime benefit - - - - - - - - - -
MENTAL OR NERVOUS DISORDER
Inpatient Co-Insurance




         
90*


80%*

        
50%*

Inpatient Limits







- - 60 days lifetime 30 days calendar yr benefit max- - 

Outpatient Visits







- - - - - - - - - - 50%* of the first $100 - - - - - - - - - - - -Outpatient Limits







- - 60 visits lifetime 45 visits calendar yr benefit max - 


CHIROPRACTIC CARE

Co-Insurance








90%*


80%*

        
50%*

Limits









- - - - - $500 maximum benefit per calendar year - - - -

 
TEMPOROMANDIBULAR JOINT SYNDROME


Co-Insurance








90%*


80%*

         
50%*

Limits









- - - - - - - - - $1,000 lifetime benefit - - - - - - - - - 

DURABLE GOODS
Co-Insurance








90%*


80%*

         
50%*

Limits









- - - - - - - - - $10,000 lifetime benefit - - - - - - - - 

CLAIMS FILING LIMITS
12 months from date of service  or  no coverage.

Please note it is very important that you receive treatment from a in network healthcare provider.  If you receive treatment from a out of network provider you could receive additional cost based on charges that will be disallowed as above the Maximum Allowable fee schedule.

*All claims subject to Deductible
Schedule of Benefits

Dental Insurance

Individual Deductible per policy year - $100        Family Deductible per policy year - $300

Dental Services




Type I

Type II

Type III
Type IV 




Waiting period 

none

3 months
12 months
12 months

Coinsurance

100%

80%

50%

50%

Benefit Maximums first year - $500 individual - $1,500 family

Benefit Maximums second year - $1,000 individual - $3,000 family

Benefit Maximums third year - $1,500 individual - $4,500 family

Overall Lifetime Benefit Maximum per individual for type IV services - $1,500

Note:   Type IV dental services available only to dependent children who are under the age of 19 when the services are provided.  The dependent child also must be covered for 12 months prior to being eligible for Type IV services.

Waiting periods – There are waiting periods (as shown under Dental Services shown above) which must be fulfilled before benefits will be payable for specified dental services.  Please see Waiting Periods for Insured Persons under the Special Limitations provision.

Glasses, contact and hearing aids after 1 yr empl

- - - - - - - - - - - - - - - - - 50% - - - - - - - - - - - - - - - - -

Definitions for Dental Insurance

Accidental non-chewing injury means an injury (other than a chewing injury) sustained while insured under the policy, which is caused solely and exclusively by an accident which could not be predicted in advance, and which could not be avoided.  A chewing injury is an injury which occurs during the act of biting or chewing, regardless of whether the injury is caused by biting or chewing food, biting on a foreign object not expected to be a normal constituent of food, parafunctional or abnormal habits such as (but not limited to) chewing on eyeglass frames or pencils, biting down on a suddenly dislodged or loose dental appliance, or biting or chewing on any other object for any other reason.  

Allowable charge means a charge that is based on the general level of charges made by other providers in the area for like treatment.  Our determination of what is an allowable charge is final for the purpose of determining benefits payable under the policy.  

Benefit year means a period of 12 consecutive months, which begins on the date you become insured under the policy.  Subsequent benefit years begin on each succeeding anniversary of the date you became insured under the policy.

Dental hygienist means an individual who is licensed to practice dental hygiene and acting under the supervision of a dentist within the scope of that license in treating the dental condition.

Dental Insurance means the group dental insurance under the policy issued by us to the policyholder.  

Dentally necessary and dental necessity means a service or treatment which is appropriate with the diagnosis and which is in accordance with accepted dental standards.  The service or treatment must be essential for the care of the teeth and supporting tissues.  

Dental treatment plan means the dentist’s report of recommended treatment which contains:

· A list of the charges and dental procedures required for the dentally necessary care;

· Any supporting pre-operative x-rays; and

· Any other appropriate diagnostic materials required by us.

Dentist means an individual who is licensed to practice dentistry and acting within the scope of that license in treating the dental condition.  

Denturist means an individual who is licensed to practice dentistry and acting within the scope of that license in treating the dental condition.  

Emergency dental treatment means any dentally necessary service, procedure, or supply, which is rendered as the direct result of unforeseen events or circumstances, which require prompt attention.  

Functioning natural tooth means a natural tooth which is performing its normal role in the chewing process in the person’s upper or lower arch and which is opposed in the person’s other arch by another natural tooth or prosthetic replacement. 

Immediate family means a person who is related to you or your spouse in any of the following ways: parent, spouse, child, brother, sister, or grandparent.

Medicare means a portion of Title XVIII of the United States Social Security Act of 1965, as amended.

Natural tooth means any tooth or part of a tooth that is organic and formed by the natural development of the body.  Organic portions of the tooth include the crown enamel and dentin, the root cementum and dentin, and the enclosed pulp.  

Orthodontic treatment means the corrective movement of teeth through the bone by means of an active appliance to correct a handicapping malocclusion (a malocclusion severely interfering with a persons ability to chew food) of the mouth.  We will make the determination of the severity of the malocclusion.

Other group dental expense coverage means:

· Any other group policy providing benefits for dental expenses; or

· Any plan providing dental expense benefits (whether through a dental services organization or other party providing prepaid health or related services) which is arranged through any employer or through direct contact with persons eligible for that plan.

Policy year means the period of time, which begins on the policy anniversary date of each calendar year and ends on the day before the next following yearly policy anniversary date.  The first policy year begins on the policy effective date.  The last policy year ends on the day dental insurance under the policy ends.

Sound tooth means a natural tooth that is fully restored to function, does not have any decay, is not more susceptible to injury than a virgin tooth, and is without periodontal disease.  

Treatment means any dental consultation, service, supply, or procedure that is needed for the care of the teeth and supporting tissues.

Type I Dental Services

· Clinical Oral Evaluations

· No more than 1 time in any 6 months in a row.  Benefits are based on the allowable charge for periodic oral evaluation.

· Dental Prophylaxis

· No more than 1 time in any 6 months in a row. (Frequency combined with periodontal maintenance.)

· Topical Fluoride Treatment

· No more than 1 time in any 6 months in a row.  (Frequencies combined with periodontal maintenance.)

· Sealants

· No more than 1 time per tooth per person.  Only for children under age 16 years.  Only for permanent molar teeth.

· Space Maintenance (Passive Appliances)

· Only for children under age 16 years.  Service is deemed to include all adjustments made, or recementing done, within 6 months of installation.

· Treatment To Control Harmful Habits

· Not covered if orthodontic related.  Once per person.  Only for children under age 16 years. 

Type II Dental Services

· Radiographs-Diagnostic Imaging

· Complete Series (including Bitewings) or Panoramic Film – No more than 1 time in any 60 months in a row.  A complete series is deemed to include bitewing x-rays and 10 or more periapical x-rays, or a panoramic film.  

· One of either services no more than 1 time in any 60 months in a row.  Benefits for a panoramic film may also be payable in connection with the removal of impacted teeth.

· Bitewings – no more than 1 time in any 12 months in a row.

· Periapical – no more than 4 x-rays in any 12 months in a row.

· Occlusal Film – no more than 2 films in any 12 months in a row.

· Extraoral – no more than 2 films in any 12 months in a row.

· Sialography

· Minor Restorations (Fillings)

· Amalgam and Composite Restorations

· Replacement of existing minor restoration (filling) is deemed to be a covered dental service only if at least 24 months have passed since existing minor restoration (filling) was placed, unless required by new decay in an additional tooth surface.

· The service is deemed to include local anesthesia.  

· Benefits for composite restorations are based on the allowable charge of amalgam restorations on posterior teeth.

· Multiple restorations on one surface are deemed to be a single restoration.

· Mesial-lingual, distal-lingual, mesial-facial, and distal-facial resin restorations on anterior teeth are deemed to be single surface restorations.

· Other Restorative Services

· Pin Retention – no more than 1 time per restoration.  Deemed to be a covered dental service only in conjunction with amalgam or resin restoration.

· Oral Surgery

· Minor Oral Surgery – each service is deemed to include local anesthesia and routine postoperative care.  

· Simple Extractions (does not include Surgical Extractions)

· Surgical Incisions and Drainage of Abscess

· Rot Removal – Exposed Roots

· Endodontics – for applicable procedures, the service is deemed to include all pre-operative, operative, and post-operative X-rays, local anesthesia, and routine follow-up care.

· Pulpotomy – only for Deciduous Teeth

· Endodontic therapy

· Dndodontic retreatment – Service is deemed a covered dental service if at least 24 months have passed since the initial treatment.

· Apexification-Recalcification procedures

· Apcoectomy surgery

· Periradicular services

· Retrograde Filling

· Root Amputation

· Other Endodontic Procedures

· Hemisection (including any Root Removal), not including Endodontic Therapy – covered dental services do not include fixed partial dentures replacing the extracted part of a hemisected tooth.

· Minor Periodontics

· Adjunctive periodontal service

· Provisional Splinting – covered dental services do not include inlays, onlays, crowns, or other cast or prepared restorations made for the purpose of splinting.

· Scaling and Root Planning – no more than 1 time per area of the mouth in any 24 months in a row.  The benefit for three or more quadrants of scaling and root planning, performed during the same appointment, will be limited to a full mouth scaling and root planning.  Benefits for prophylaxis and scaling and root planning, performed during the same appointment, will be passed on the allowable charge for a prophylaxis.  Benefits for scaling and root planning and periodontal maintenance, performed during the same appointment, will be based on the allowable charge for periodontal maintenance.

· Occlusal adjustment – no more than 1 full mouth treatment in any 12 months in a row.  Only when performed with periodontal surgery (regardless of whether the periodontal surgery itself is a covered dental service).

· Other Periodontal Services

· Periodontal Maintenance – no more than 1 time in any 6 months in a row.  Service is deemed to include scaling and root planning, a recall evaluation, charting, polishing of teeth, and oral hygiene instruction.  (Frequencies combined with prophylaxis).

· Major Periodontics – For applicable procedures, services are deemed to include local anesthesia, temporary restorations and appliances, and one-year follow-up care.

· Surgical Services – if more than one periodontal surgical service is performed per area of the mouth, only the most inclusive surgical service performed will be considered a covered dental expense.  The following surgeries are covered only if more than 36 months have passed since gingivectomy, flap surgery, mucogingival surgery, or osseous surgery was performed in that same area of the mouth.

· Gingivectomy or Gingivoplasty

· Gingival Flap Procedure

· Mucogingival Surgery

· Osseous Surgery

· Clinical Crown Lengthening

· Guided Tissue Regeneration

· Soft Tissue Graft

· Subepithelial Connective Tissue Graft

· Distal or Proximal Wedge

· Occlusal Guard no more than 1 in any 24 months in a row.

· Other Type II Services

· Bacteriologic Studies for Determination of Pathologic Agents

· Palliative (Emergency) Treatment of Dental Pain – Minor Procedure Deemed to be a separate covered dental service only in no other service is rendered during the visit, except x-rays.

· Therapeutic Drug Injection

· Histopathologic Examinations

Type III Dental Services

· Complex Oral Surgery

· Surgical Extractions

· Other Complex Oral Surgery Procedures

· Oroantral Fistula Closure

· Tooth Reimplantation and/or Stabilization of Accidentally Evulsed or Displaced Tooth and/or Alveolus

· Tooth Transplantation

· Surgical Exposure of Impacted or Unerupted Tooth to Aid Eruption

· Biopsy of Oral Tissue

· Transseptal Fiberotomy

· Alveioplasty

· Vestibuloplasty

· Removal of Exostosis

· Removal of Foreign Body, Skin, or Subcutaneous Areolar Tissue

· Removal of Reaction-Producing Foreign Bodies Musculoskeletal System

· Maxillary Sinusotomy for Removal of Tooth Fragment or Foreign Body

· Fenulectomy (Frenectomy or Frenotomy) Separate Procedure

· Excision of Hyperplastic Tissue – per arch

· Excision of Pericoronal Gingiva

· Sialolithotomy

· Excision of Salivary Gland

· Sialodochoplasty

· Closure of Salivary Fistula

· If more than one complex surgical procedure is performed per area of the mouth, only the most inclusive surgical procedure performed will be considered a covered dental expense.

· Adjunctive General Services – each service is deemed a separate covered dental service only when medically required for a complex oral surgery which is itself a covered dental service.  Our decision is final for the purposes of determing covered dental services under the policy.

· Anesthesia

· Intravenous Sedation

· Major Restorations – Initial (New) or Replacement.  For applicable procedures, the service is deemed to include local anesthesia, temporary restorations and appliances, and one-year follow-up care.

· Inlay/Onlay Restorations

· Benefits are based on the allowable charge of a metallic inlay or onlay.

· Crowns

· Benefits are based on the allowable charge fore predominantly base metal.

· For children under age 16 years, covered dental services for crowns on vital teeth are limited to prefabricated stainless steel or prefabricated resin crowns.  

· Labial Veneers (only for Anterior Teeth)

· Other Restorative Services – only under unusual circumstances when required, as determined by us, for retention and preservation of the tooth.  Service is deemed to include pins.

· Core Build-up, Including any Pins

· Cast Post and Core

· Prefabricated Post and Core

· Complete Dentures and Partial Dentures

· Service is deemed to include all replacement teeth and all clasps and rests.

· Fixed Partial Denture Pontics

· Fixed Partial Denture Retainers – Inlays/Onlays, and Crowns – Benefits based on the allowable charge for predominantly base metal.

· Two or more contiguous spans of fixed partial denture work, regardless of the number of pontics and abutments involved, are deemed to be a single fixed partial denture with benefits payable based on a single date completed.  Benefits for such a fixed partial denture will not be applied to more than one policy year.

· Tissue Conditioning

· No more than 1 time in any 36 months in a row.

· Only if at least 12 months have passed since the insertion of a full or partial denture.

· Major Restorations – Maintenance – for applicable procedures, the service is deemed to include local anesthesia, temporary restorations and appliances, and one-year follow-up care.  Covered only if more than 6 months have passed since the initial insertion.

· Recement Inlays

· Recement Crown

· Recement Fixed Partial Denture

· Crown Repair

· Repairs to Complete Dentures, Partial Dentures, or Fixed Partial Dentures

· Only if more than 6 months have passed since the initial insertion.

· Adjustment to Dentures

· No more than 1 time in any 12 months in a row.  Only if more than 6 months have passed since the initial insertion.

· Denture Rebase Procedures

· No more than 1 time in any 36 months in a row.  Only if more than 12 months have passed since the initial insertion.

· Denture Reline Procedures

· No more than 1 time in any 36 months in a row.  Only if more than 12 months have passed since the initial insertion.

· Other Type III Services

· Diagnostic Casts – no more than 1 time in any 36 months in a row.  Only if required for extensive bilateral prosthetic dentistry other than dentures.  Not a covered dental service if for orthodontic evaluation.

Type IV Dental Services

(The following services may be subject to waiting periods)

· Limited Orthodontic treatment

· Interceptive Orthodontic treatment

· Comprehensive Orthodontic treatment

· Minor Treatment to control Harmful Habits
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