


All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies. 

If you visit a health care 
provider's office or 
clinic 

If you have a test 

. . . 

Primary care visit to treat an 
injury or illness 

Specialist visit 

Preventive care/screening/ 

immunization 

Diagnostic test (x-ray, blood 
work) 

Imaging (CT/PET scans, 
MRls) 

Generic drugs 

If you need drugs 
to treat your illness Preferred brand drugs 

or condition 
More information 

about prescription 
drug coverage is 
available at 

https://www.mountainheal Non-preferred brand drugs 
th.coop/pharmacy 

Specialty drugs 

If you have outpatient Facility fee (e.g., ambulatory 

. .

• • • •  

0% coinsurance after 
deductible 

0% coinsurance after 
deductible 

No Charge 

0% coinsurance after 
deductible 

0% coinsurance after 
deductible 

0% coinsurance after 
deductible 

0% coinsurance after 
deductible 

0% coinsurance after 
deductible 

0% coinsurance after 
deductible 

0% coinsurance after 

Out-of-Network Provider 
You will pay the most) 

0% coinsurance after 
deductible 

0% coinsurance after 
deductible 

0% coinsurance after 
deductible 

0% coinsurance after 
deductible 

0% coinsurance after 
deductible 

0% coinsurance after 
deductible 

0% coinsurance after 
deductible 

0% coinsurance after 
deductible 

0% coinsurance after 
deductible 

60% coinsurance after 

Limitations, Exceptions, & Other 
Important Information 

None 

None 

None 

This benefit does not include diagnostic 
services such as biopsies, which are 
services that are routinely covered under 
the Surgical Services Benefit. 

None 

30-day supply retail; 90-day supply mail
order.

30-day supply retail; 90-day supply mail
order. If you choose a higher Tier drug when
lower Tier drug is available, you must pay
an ancillary charge in addition to the
deductible and/or coinsurance, as
applicable.

30-day supply retail; 90-day supply mail
order. If you choose a higher Tier drug when
a lower Tier drug is available, you must pay
an ancillary charge in addition to the
deductible and/or coinsurance, as
applicable.

30-day supply; Mail order not available. In
Network coverage limited to select
pharmacies.

None 

[* For more information about limitations and exceptions, see the plan or policy document at https://www.mountainhealth.coop Page 2 of 7 



Common Medical Event Services You May Need 

surgery surgery center) 

Physician/surgeon fees 

Emergency room care 

If you need immediate Emergency medical 
medical attention transgortation 

Urgent care 

Facility fee (e.g., hospital 

If you have a hospital room) 

stay 
Physician/surgeon fees 

If you need mental 
Outpatient services 

health, behavioral 
health, or substance 

Inpatient services 
abuse services 

Office visits 

Childbirth/delivery 
If you are pregnant professional services 

Childbirth/delivery facility 
services 

Home health care 

Rehabilitation services 

If you need help 
recovering or have Habilitation services 

other special health 
needs Skilled nursing care 

Durable medical eguigment 

Hosgice services 

What You Will Pay 

Network Provider Out-of-Network Provider 
(You will pay the least) (You will pay the most) 

deductible deductible 

0% coinsurance after 
deductible 

0% coinsurance after 
deductible 

0% coinsurance after 
deductible 

0% coinsurance after 
deductible 

0% coinsurance after 0% coinsurance after 
deductible deductible 

0% coinsurance after 
deductible 

0% coinsurance after 
deductible 

0% coinsurance after 
deductible 

0% coinsurance after 
deductible 

0% coinsurance after 
deductible 

0% coinsurance after 
deductible 

0% coinsurance after 
deductible 

0% coinsurance after 
deductible 

0% coinsurance after 
deductible 

Included in delivery 

0% coinsurance after 
deductible 

Included in delivery 

0% coinsurance after 
deductible 

0% coinsurance after 
deductible 

0% coinsurance after 
deductible 

0% coinsurance after 
deductible 

0% coinsurance after 
deductible 

0% coinsurance after 
deductible 

0% coinsurance after 
deductible 

0% coinsurance after 
deductible 

0% coinsurance after 
deductible 

0% coinsurance after 
deductible 

0% coinsurance after 
deductible 

0% coinsurance after 
deductible 

0% coinsurance after 
deductible 

0% coinsurance after 
deductible 

0% coinsurance after 0% coinsurance after 

Limitations, Exceptions, & Other 
Important Information 

None 

None 

None 

None 

None 

None 

None 

None 

None 

None 

None 

180 visit limit/year 

None 

None 

60-day limit/year

See policy documents. 

None 

[* For more information about limitations and exceptions, see the glan or policy document at httgs://www.mountainhealth.coog Page 3 of 7 



Common Medical Event Services You May Need 

What You Will Pay 

Network Provider Out-of-Network Provider 
(You will pay the least) (You will pay the most) 

Limitations, Exceptions, & Other 
Important Information 

deductible deductible 

If your child needs 
hearing aids, dental 
care or eye care 

Children's eye exam $0.00 
0% coinsurance after 
deductible 

Coverage is limited to one Vision 
Examination per Covered 
Dependent Child under age 19, per 
Calendar Year. 

Children's glasses $0.00 
0% coinsurance after 
deductible 

Coverage is limited to one frame per 
Covered Dependent Child under age 19, per 
Calendar Year. 

Children's dental check-up Not Covered Not Covered None 

Excluded Services & Other Covered Services: 

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.) 

• Abortion (except in the case of rape, incest, • Long-term care • Self-help programs
or when the life of the mother is endangered) • Private-duty nursing • Temporomandibular joint dysfunction

• Bariatric surgery • Religious counseling • Transplants of non-human/artificial organs
• Dental care and treatment • Reversal of an elective sterilization • Weight loss programs
• Hearing Aids • Rolfing therapy

• Routine eye care (Adult)

Other Covered Services (Limitations may apply to these services. This isn't a complete list. Please see your plan document.) 

• Chiropractic care (Up to 20 visits/year)
• Acupuncture (Up to 12 visits/year)

• Cosmetic surgery (Only if medically
necessary or for certain reconstructive
surgeries)

• Non-emergency care when traveling outside
the United States. See
www.mountainhealth.coop

• Routine foot care provided to a member with
Diabetes

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those 
agencies is: www.vourhealthidaho.org, HHS, DOL, and/or other applicable agency contact information]. Other coverage options may be available to you, too, 
including buying individual insurance coverage through the Health Insurance Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or 
call 1-800-318- 2596. 

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a 
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also 
provide complete information on how to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or 
assistance, contact: www.mountainhealth.coop or call 1-855-447-2900. 

[* For more information about limitations and exceptions, see the plan or policy document at https://www.mountainhealth.coop Page 4 of 7 








