WELLINGTON STATE BANK

SCHEDULE OF BENEFITS
Network Providers


NON PPO 
DEDUCTIBLES



Individual



$600




$2,000**

Family




$1,800




$6,000**

Pre-Certification Treatment Penalty 
- - - - - - - - - - $500 Additional deductible - - - - - - - - - -

(90 day carryover for deductible)



Precert phone number (800)410-0699, precert required for inpatient hosp admonitions, inpatient and outpatient surgical operations, skilled nursing facility, home healthcare, hospice care, or home infusion therapy

CO-INSURANCE TO $5,000, THEN 100%

 (OUT OF POCKET)



Co-Insurance



80%*




50%* 

Max Individual Out of Pocket 

$1,000




$2,500**

Family Out of Pocket


$3,000




$7,500**

DOCTOR OFFICE COPAY

$30




50%*

Includes lab, x-ray or injections provided

on the same day with office visit 
(The copay benefit does not apply to office surgeries, chemo/radiation therapy, allergy testing, or major diagnostic procedures) Charges for lab, x-ray and injections are covered at 100% up to $200, additional charges subject to 

deductible and coinsurance

Preventive Care, Well Baby, or one annual
100%




100%

vision exam, including lab or x-ray on 

the same day with office visit Maximum Benefit $200 per Calendar Year

INDEPENDENT LAB & FACILITY CHARGES

Out Patient Testing, Surgery, Scans,
80%*




50%* 

Office Surgery

SUPPLEMENTAL ACCIDENT

Charges for an accidental bodily injury
100% of the first $300, additional charges subject to the          deductible and appropriate coinsurance 

PRESCRIPTION DRUG










Generic





- - - - - - - - - - - - - $5 co-pay - - - - - - - - - - - -  

Brand Name with no generic available

- - - - - - - - - - 40% coinsurance - - - - - - - - - -

 

Brand Name with generic available

- - - - - - - - - - 50% coinsurance - - - - - - - - - - 

Limit 





- - - - - - - 30 days of medication - - - - - - - - -

Mail order

Generic





- - - - - - - - - - - - - $12 copay - - - - - - - - - - - -

Brand Name with no generic available  

- - - - - - - - - - 35% coinsurance - - - - - - - - - -

Brand Name with generic available 

- - - - - - - - - - 45% coinsurance - - - - - - - - - -

Limit





- - - - - - -  90 days of medication - - - - - - - - -

LIFETIME MAXIMUM BENEFIT

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

(per insured)

TRANSPORTATION





Air Ambulance Max Benefit of $15,000 per trip

80%*




50%*


Ground Ambulance Max Benefit $5,000 per trip

MATERNITY Employee or Spouse Only
 - - - - - - - - -  as any other illness - - - - - - - - - - 

EXTENDED CARE



80%*

         


50%*

Skilled Nursing / Cal Year Max Benefit 

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

Home Health Care / Cal Year Max Benefit
- - - - - - - - - - - - - - $10,000 - - - - - - - - - - - - - 

Hospice / Lifetime Benefit


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



CHIROPRACTIC CARE

Co-Insurance




80%*

        


50%*

Limits





- - $1,000 maximum benefit per calendar year - - 

 
TEMPOROMANDIBULAR JOINT SYNDROME


Co-Insurance




80%*

         


50%*

Limits





- - - - - - - - - $2,500 lifetime benefit - - - - - - - - - 

DURABLE GOODS
Co-Insurance




80%*

         


50%*

Limits





- - - - - - - - - $20,000 lifetime benefit - - - - - - - - 

CLAIMS FILING LIMITS
Insurance Services of Lubbock must receive within 12 months from date of service  or  no coverage.

File all claims to Healthsmart, PO Box 53010, Lubbock, TX 79453-3010

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

*All claims subject to Deductible

**If you receive treatment from a Non PPO Provider, your out of pocket may exceed the scheduled amount because the provider may be charging above the Maximum Allowable fee schedule   

