


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 

. .

• • • •  

$35.00 copayment 

$75.00 copayment 

No Charge 

50% coinsurance after 
deductible 

50% coinsurance after 
deductible 

$10.00 copayment 

$50.00 copayment 

$100.00 copayment 

$150.00 copayment 

40% coinsurance after 

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

60% coinsurance after 
deductible 

60% coinsurance after 
deductible 

60% coinsurance after 
deductible 

60% coinsurance after 
deductible 

60% coinsurance after 
deductible 

60% coinsurance after 
deductible 

60% coinsurance after 
deductible 

60% coinsurance after 
deductible 

60% 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 for 2x copay.

30-day supply retail; 90-day supply mail
order for 2x copay. 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 for 2x copay. 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 

40% coinsurance after 60% coinsurance after 
deductible deductible 

50% coinsurance after 50% coinsurance after 
deductible deductible 

50% coinsurance after 50% coinsurance after 
deductible deductible 

$110.00 cogayment 
60% coinsurance after 
deductible 

40% coinsurance after 60% coinsurance after 
deductible deductible 

40% coinsurance after 60% coinsurance after 
deductible deductible 

$35.00 cogayment 
60% coinsurance after 
deductible 

40% coinsurance after 60% coinsurance after 
deductible deductible 

Included in delivery Included in delivery 

40% coinsurance after 60% coinsurance after 
deductible deductible 

40% coinsurance after 60% coinsurance after 
deductible deductible 

40% coinsurance after 60% coinsurance after 
deductible deductible 

60% coinsurance after 
deductible 

60% coinsurance after 

$75.00 copayment

40% coinsurance 
after deductible deductible 

40% coinsurance after 60% coinsurance after 
deductible deductible 

40% coinsurance after 60% coinsurance after 
deductible deductible 

40% coinsurance after 60% 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 












