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2025 Monthly Costs if You Are Eligible
for Medicare (Excluding Premium Assistance)

SINGLE 2-PERSON
COVERAGE COVERAGE
Highmark Freedom Blue PPO $351 $702
Capital Blue Cross PPO $260 $520
Aetna Medicare P01 PPO $546 $1,092
UPMC PSERS HOP Custom PPO | $262 $524
pereonal Choca 65 pp0. | 3307 $614

2025 Monthly Costs if You Are NOT Eligible
for Medicare (Excluding Premium Assistance)

‘ SINGLE ‘ 2-PERSON
COVERAGE COVERAGE

Highmark PPOBIlue (80-70 Plan) | $2,017 $4,034

Capital Blue Cross PPO $1,697 $3,394

Aetna Premier Open Choice PPO | $2,112 $4,224

UPMC Business Advantage $2,068 $4,136

gnzdoggir&(;gggg Blue Cross POS $3.938 $7 876




2025 Plan Options if You Are Eligible for Medicare

HOW MUCH
YOU WILL PAY

HIGHMARK FREEDOM BLUE PPO

IN 2025

MEDICAL PLAN In-Network Out-of-Network
Annual Deductible | $0 0

Annual Out-of- :

Pocket Maximum $1,000 (combined)
Hospitalization $0 $0

Doctor Visits
Preventive Care
Emergency Room
Urgent Care Facility
Outpatient Surgery
Diagnostic Testing
Outpatient Therapy

Durable Medical
Equipment

Outpatient Mental
Health

Inpatient Mental
Health

Physical Exams

Ob/Gyn Exams

Mammograms

$5 PCP; $15 specialist
$0

$40 (waived if admitted)
$25

$0

$0

$15

15%
$15

$0

$0 (office visit copay may
apply)

$0 (office visit copay may
apply)

$0

$5 PCP; $15 specialist
$0

$40 (waived if admitted)
$25

$0

$0

$15

20%
$15

$0

$0 (office visit copay may
apply)

$0 (office visit copay may
apply)

$0




HOW MUCH
YOU WILL PAY
IN 2025

HIGHMARK FREEDOM BLUE PPO

MEDICAL PLAN In-Network Out-of-Network
Skilled Nursing $0 up to 100 days per $0 up to 100 days per
Facility Medicare Benefit Period Medicare Benefit Period
Per year $499 copay per aid
Hearing Aids for TruHearing Advanced; $500 allowance for hearing
J $799 per aid for TruHearing | aids every three years
(once every 12 Premium: $500 all ; h ”
months| remium; allowance rom any other provider or
per year for other aids TruHearing
through TruHearing
Dental Care 520 for exam & cleaning 50% for periodic exams,

(subject to frequency
limitations)

Vision Exam/
Hearing Exams

Prescription Lenses
(once every 12
months)

and $20 for X-rays every 6
months; 50% for restorative
services and dentures

$0 vision; $15 hearing

$150 benefit maximum per
calendar year for standard
eyeglass frames, eyeglass
lenses or contact lenses;
Davis Vision Fashion
Collection frames and
standard lenses covered
in full

cleanings, X-rays, fillings as
needed and dentures

$50 vision; $15 hearing

$150 benefit maximum per
calendar year for standard
eyeglass frames, eyeglass
lenses or contact lenses;
Davis Vision Fashion
Collection frames and
standard lenses covered
in full




HOW MUCH
YOU WILL PAY HIGHMARK FREEDOM BLUE PPO
IN 2025

PRESCRIPTION Retail Pharmacy

DRUGS (31-day supply) Mail Order®

Annual Deductible | $0 $0

Initial Coverage Up to an Out-of-Pocket Threshold of $2,000%*

Preferred generic $5 preferred pharmacy; $12.50 preferred pharmacy;
drugs (Tier 1) $10 standard pharmacy $25 standard pharmacy
Non-preferred $5 preferred pharmacy; $12.50 preferred pharmacy;

generic drugs (Tier 2) | $10 standard pharmacy $25 standard pharmacy

Preferred brand- $25 preferred pharmacy; $62.50 preferred pharmacy;
name drugs (Tier 3) | $30 standard pharmacy $75 standard pharmacy

Non-preferred brand-| $55 preferred pharmacy; $137.50 preferred pharmacy;
name drugs (Tier 4) | $60 standard pharmacy $150 standard pharmacy

opoCaNy drugs | 33 33% (31-day supply)
Catastrophic Coverage

Generic drugs $0

Brand-name drugs $0

* Must obtain mail order supply using Express Scripts/ESI. In Initial Coverage
and the Coverage Gap: 100-day supply for Tier 1 and Tier 2 drugs; 90-day
supply for Tier 3 and Tier 4 drugs.

** Includes total costs for covered drugs paid by the participant.



HOW MUCH

YOU WILL PAY
IN 2025

CAPITAL BLUE CROSS PPO

MEDICAL PLAN In-Network \ Out-of-Network
Annual Deductible | $0 $0

Annual Out-of- :

Pocket Maximum $3,400 combined
Hospitalization $0 $0

Doctor Visits
Preventive Care
Emergency Room
Urgent Care Facility
Outpatient Surgery

Diagnostic Testing

Outpatient Therapy

Durable Medical
Equipment

Outpatient Mental
Health

Inpatient Mental
Health

Physical Exams
0b/Gyn Exams
Mammograms

$5 PCP; $15 specialist
$0

$50 (waived if admitted)
$35

$0

$0 lab services; $0 - $25
high-tech imaging; 15%

therapeutic radiology; all
other $0

$15
20%

$15

$0

$0 (annual wellness exam)
$0 preventive screenings
$0 preventive screenings

$5 PCP; $15 specialist
$0

$50 (waived if admitted)
$35

30%

30%
$15
20%
$15

$0

$0 (annual wellness exam)
$0 preventive screenings
$0 preventive screenings




HOW MUCH

YOU WILL PAY CAPITAL BLUE CROSS PPO

IN 2025

MEDICAL PLAN In-Network Out-of-Network

Skilled Nursing $0 days 1-20; $30 days

Facility 21-100 20% days 1-100

Hearing Aids $499/$699/$999 copay per

(once every 12 . Not covered

months| aid, per year
$0 office visit, cleaning 50% office visit, cleaning
and X-rays covered twice and X-rays covered twice

Dental Care per year; $1,500 max per year; $1,500 max

Vision Exam/Hearing
Exams (once every
calendar year)

Prescription Lenses
(once every 12

per calendar year (in- and
out-of-network combined)

Vision: $0 for routine
vision exam

Hearing: $0 for routine
hearing exam

per calendar year (in- and
out-of-network combined)

Vision: 50% for routine
vVision exam

Hearing: $0 for routine
hearing exam

100% after $150 allowance for frames and lenses or contacts

generic drugs (Tier 2)

months)

PRESCRIPTION Retail Pharmacy Mail Order
DRUGS (30-day supply) (100-day supply)
Annual Deductible | $0 $0

Initial Coverage Up to an Out-of-Pocket Threshold of $2,000*
ersageree o :
Non-preferred %4 §12

* Includes total costs for covered drugs paid by the participant.




HOW MUCH
YOU WILL PAY
IN 2025

PRESCRIPTION
DRUGS

CAPITAL BLUE CROSS PPO

Retail Pharmacy
(30-day supply)

Mail Order
(100-day supply)

Initial Coverage Up

to an Qut-of-Pocket Threshold of $2,000*

Preferred brand-
name drugs (Tier 3)

Non-preferred brand-
name drugs (Tier 4)
Specialty drugs

(Tier b)

$30
33%

33% (30-day supply)

$90
33%

Not covered

Catastrophic Coverage

Generic drugs
Brand-name drugs

$0
$0

* Includes total costs for covered drugs paid by the participant.




HOW MUCH
YOU WILL PAY

IN 2025

AETNA MEDICARE P01 PPO*

Facility

Hearing Aids

$75 per day, day(s) 21-100

MEDICAL PLAN In-Network Out-of-Network
Annual Deductible | $0 $0
Annual Out-of-
Pocket Maximum 53,500 $5,000
Hospitalization $0 15%
Doctor Visits $15 15%
Preventive Care $0 15%
Emergency Room | $50 (waived if admitted) $50 (waived if admitted)
Urgent Care Facility | $15 $15
Outpatient Surgery | $0 15%
Diagnostic Testing | $15 15%
Outpatient Therapy |$15 15%
Durable Medical
Eunman: 15% 15%
Outpatient Mental
Inpatient Mental
Health 50 15%
Physical Exams $0 15%
Ob/Gyn Exams $0 15%
Mammograms $0 15%

: : $0 copay per day, day(s)
Skilled Nursing 1-20: 15%

$500 allowance once every 36 months

*Aetna is only available in Pennsylvania, New Jersey, and some counties in
Florida, Maryland, New York, and Delaware.




HOW MUCH
YOU WILL PAY AETNA MEDICARE P01 PPO*
IN 2025

MEDICAL PLAN In-Network Out-of-Network
: : 15% (if covered by
Dental Care $15 (if covered by Medicare) Mietlisaa
Vision Exam/
Hearing Exams $0 (once every 12 months) | 15% (once every 12 months)

Prescription Lenses

(once every 24 $100 allowance

months)

PRESCRIPTION Retail Pharmacy Mail Order

DRUGS (30-day supply) (90-day supply)
Annual Deductible | $0 $0

Initial Coverage Up to an Out-of-Pocket Threshold of $2,000%*
Generic drugs $4 preferred pharmacy; $8 preferred pharmacy;
(Tier 1) $5 standard pharmacy $10 standard pharmacy
Preferred brand- . xx%

name drugs (Tier 2) $25 $50

Non-preferred brand- *x® X %%

name drugs (Tier 3) $50 $100

Specialty drugs 3305 *** 33%*** (limited to
(Tier 4) ° one-month supply)
Catastrophic Coverage

Generic drugs $0

Brand-name drugs $0

* Aetna is only available in Pennsylvania, New Jersey, and some counties in
Florida, Maryland, New York, and Delaware.
**Includes total costs for covered drugs paid by the participant.
***Includes some high-cost generics.



10

HOW MUCH

YOU WILL PAY
IN 2025

UPMC PSERS HOP CUSTOM PPO*

MEDICAL PLAN In-Network Out-of-Network
Annual Deductible | $0 $500

Annual Out-of-

Pocket Maximum 53,400 $5,100
Hospitalization $0 20%

Doctor Visits $0 PCP; $20 specialist 20%

Preventive Care
Emergency Room

Urgent Care Facility
Outpatient Surgery

Diagnostic Testing

Outpatient Therapy

Durable Medical
Equipment

Outpatient Mental
Health

Inpatient Mental
Health

Physical Exams

Ob/Gyn Exams
Mammograms

Skilled Nursing
Facility

$0

$120 (waived if admitted
within 3 days)

$20
$0

$0 labs; $10 X-rays; $30
advanced imaging

$20
15%

$20

$0

$0 Annual Wellness Exams:
Annual physical exams - not
covered

$0 routine
$0 routine

$0 per day days 1-15;
$50 per day days 16-100

20%, no deductible

$120 (waived if admitted
within 3 days), no deductible

$20 copay, no deductible
20%

20%
20%
50%

20%

20%

20% Annual Wellness Exams,
no deductible; Annual physical
exams - not covered

20%, no deductible
20%, no deductible

20%

* UPMC is available in all South East, South West Pennsylvania counties and
some North Central Pennsylvania counties.




HOW MUCH
YOU WILL PAY

UPMC PSERS HOP CUSTOM PPO*

IN 2025
MEDICAL PLAN

In-Network

Out-of-Network

Hearing Aids (once
every 12 months)

Dental Care

Vision Exam/
Hearing Exams
(once every year)

Prescription Lenses

$690 - $1,890

Dental exams: $20

$0 routine vision;
$20 routine hearing

$690 - $1,890, no deductible

Dental exams: 50%, no
deductible

$50 routine vision, no
deductible;

50% routine hearing, no
deductible

$175 allowance
(ri])gﬁttahes\)/ery 12 (combined in- and out-of-network)
PRESCRIPTION Retail Pharmacy Retail/Mail Order
DRUGS (30-day supply)** (100-day supply)**

Annual Deductible

$0

$0

Initial Coverage Up

to an Out-of-Pocket Thresh

old of $2,000%**

Preferred generic
drugs (Tier 1)

Non-preferred
generic drugs (Tier 2)

Preferred brand-
name drugs (Tier 3)

Non-preferred drugs
(Tier 4)

Specialty drugs
(Tier b)

$0 preferred pharmacy;
$15 standard pharmacy

$10 preferred pharmacy;
$20 standard pharmacy

$47 preferred or standard
pharmacy

50% preferred or standard
pharmacy

33% preferred or standard

pharmacy

$0 preferred pharmacy;
$30 standard pharmacy

$20 preferred pharmacy;
$40 standard pharmacy

$117.50 preferred pharmacy;
$141 standard pharmacy

50% preferred or standard
pharmacy

33% preferred or standard
pharmacy (limited to a
30-day supply)

*UPMC is available in all South East, South West Pennsylvania counties and
some North Central Pennsylvania counties.

** 60-day supply is also available.
***Includes total costs for covered drugs paid by the participant.
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HOW MUCH
YOU WILL PAY UPMC PSERS HOP CUSTOM PPO*
IN 2025

PRESCRIPTION Retail Pharmacy Retail/Mail Order
DRUGS (30-day supply)** (100-day supply)**
Catastrophic Coverage

Generic drugs $0

Brand-name drugs $0

*UPMC is available in all South East, South West Pennsylvania counties and
some North Central Pennsylvania counties.
** 60-day supply is also available.



HOW MUCH
YOU WILL PAY
IN 2025

INDEPENDENCE BLUE CROSS-PERSONAL
CHOICE 65 PPO

Pocket Maximum
Hospitalization
Doctor Visits
Preventive Care
Emergency Room
Urgent Care Facility
Outpatient Surgery
Diagnostic Testing

Outpatient Therapy

Durable Medical
Equipment

Outpatient Mental
Health

Inpatient Mental
Health

(190-day combined
lifetime max)

Physical Exams

0b/Gyn Exams
Mammograms

$50/stay (days 1-6)

$0 PCP; $15 specialist
$0

$90 (waived if admitted)
$40

$75

$0

$15; $5 pulmonary/cardiac
rehab

20%; $0 diabetic supplies
$15

$50/stay (days 1-6); 190-day
lifetime max in a Medicare-
approved facility

$0

$0 (routine every two years)

$0

MEDICAL PLAN In-Network Out-of-Network
Annual Deductible | $0 $0
Annual Qut-of- $3.400 $10,000 (in- and

out-of-network combined)

30%

30%

30%

$90 (waived if admitted)
$40

30%

30%

30%
30%
30%
30%
30%

30%
30%

13



HOW MUCH = | INDEPENDENCE BLUE CROSS-PERSONAL
Ol [ CHOICE 65 PPO
IN 2025

MEDICAL PLAN In-Network Out-of-Network

Skilled Nursing $0 days 1-20; $188 days 309

Facility 21-100 °

Hearing Aids $0 after annual $499 copay | $0 after annual $499 copay

(once every 12 per aid for TruHearing per aid for TruHearing

months) y Advanced; $799 per aid for | Advanced; $799 per aid for
TruHearing Premium TruHearing Premium

Dental Care Not covered Not covered

Vision Exam/ $15 30%

Hearing Exams

$0 for standard lenses and
Prescription Lenses | frames or contacts; 100%

(once every 24 after $100 allowance for 30%
months) nonstandard frames and

specialty contacts
PRESCRIPTION Retail Pharmacy Mail Order
DRUGS (30-day supply) (90-day supply)
Annual Deductible | $0 $0

Initial Coverage Up to an Out-of-Pocket Threshold of $2,000*

Preferred generic $2 preferred pharmacy;
drugs (Tier 1) $10 standard pharmacy

Non-preferred $10 preferred pharmacy;
generic drugs (Tier 2) | $20 standard pharmacy

Preferred brand-
name drugs (Tier 3) 530

Non-preferred brand- 360
name drugs (Tier 4)

Specialty drugs
(Tier 5) S3%

* Includes total costs for covered drugs paid by the participant.
14

$4 preferred pharmacy
$20 preferred pharmacy
$60 preferred pharmacy
$120 preferred pharmacy

33% preferred pharmacy




HOW MUCH = | INDEPENDENCE BLUE CROSS-PERSONAL
Ol [ CHOICE 65 PPO
IN 2025

PRESCRIPTION Retail Pharmacy Mail Order
DRUGS (30-day supply) (90-day supply)
Catastrophic Coverage

Generic drugs $0

Brand-name drugs $0

15
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2025 Plan Options if You Are NOT Eligible for

Medicare

HOW MUCH

YOU WILL PAY HIGHMARK PPOBLUE (80-70 PLAN)
IN 2025

MEDICAL In-Network Out-of-Network

: $100/individual $500/individual

Annual Deductible  f e300 /¢mily $1.500/family
Annual Out-of- :

Pocket Maximum $10,000 No maximum
Hospitalization 20% 30%

$20/visit PCP;
Doctor Visits $40/visit specialist; 30%

Preventive Care

Emergency Room

Urgent Care Facility
Outpatient Surgery
Diagnostic Testing

Outpatient Therapy

Durable Medical
Equipment

Outpatient Mental

Health

no deductible
$20/visit: no deductible

$100 (waived if
admitted); no deductible

$40: no deductible
20%
20%

$40/visit: 60-visit
maximum™:
no deductible

20%

0%: no deductible

Routine physicals not covered;

30%

for routine gynecological

and mammograms

$100 (waived if admitted);
no deductible

30%
30%
30%

30%

30%

30%

- 60-visit maximum®

* Combined in- and out-of-network maximum




HOW MUCH
YOU WILL PAY
IN 2025

HIGHMARK PPOBLUE (80-70 PLAN)

Physical Exams

Ob/Gyn Exams
Mammograms

Skilled Nursing
Facility

Hearing Aids
Dental Care

Vision Exam/
Hearing Exams

Prescription Lenses

$40/visit specialist;
no deductible

$40/visit; no deductible
20%

20%; 100 visits per
calendar year

Not covered
Not covered

Not covered

Not covered

MEDICAL In-Network Out-of-Network
Inpatient Mental
Health 20% 30%

$20/visit PCP;

Not covered

30% routine; no deductible

30%

30%; 100 visits per calendar

year
Not covered
Not covered

Not covered

Not covered

PRESCRIPTION DRUGS

Annual Deductible
Annual Maximum

Generic drugs
Brand-name drugs
Mail Order (90-day
Generic drugs
Brand-name drugs

$0

No maximum

Retail Pharmacy (34-day supply)

30% (mandatory generic)
50%

supply)
30% (mandatory generic)

50%

Not covered
Not covered

Not covered
Not covered

Not covered
Not covered

17
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HOW MUCH

YOU WILL PAY

CAPITAL BLUE CROSS PPO

IN 2025

Pocket Maximum
Hospitalization

Doctor Visits

Preventive Care
Emergency Room

Urgent Care Facility
Outpatient Surgery
Diagnostic Testing

Outpatient Therapy

Durable Medical
Equipment

Outpatient Mental
Health

Inpatient Mental
Health

Physical Exams

Ob/Gyn Exams
Mammograms

$6,000/family
20%: no deductible

$10/PCP visit;
$25/specialist visit;
no deductible

$10/visit; no deductible

$100; no deductible
(waived if admitted)

$40; no deductible
20%

20%

$40/visit; no deductible

20%
$40/visit;: no deductible

20%

$10/PCP visit;
$25/specialist visit;
no deductible

$0: no deductible
$0:; no deductible

MEDICAL In-Network Out-of-Network

: $100/individual $500/individual
Annual Deductible | e300£2mily $1.500/family
Annual Out-of- $3,000/individual

No maximum

30%: no deductible
30%: no deductible

20%

$100; no deductible
(waived if admitted)

30%
30%
30%
30%

30%
30%: no deductible

30%

20%: no deductible

30%, no deductible
30%, no deductible




HOW MUCH
YOU WILL PAY

IN 2025

CAPITAL BLUE CROSS PPO

MEDICAL In-Network Out-of-Network
Skilled Nursing e L

Facility $0; limit 100 days 50%; limit 100 days
Hearing Aids Not covered Not covered

Dental Care Not covered Not covered

Vision Exam/

Hearing Exams
Prescription Lenses

Not covered

Not covered

Not covered

Not covered

PRESCRIPTION DRUGS

Annual Deductible

Annual Maximum

Retail Pharmacy
Generic drugs

Brand-name drugs

Mail Order (90-day
Generic drugs
Brand-name drugs

$300/individual
$600/family

$2,500 benefit period

30%*
30%/preferred;™
50%/non-preferred

supply)
50%

50%

maximum on lifestyle drugs

Not covered

Not covered

Not covered

Not covered

Not covered
Not covered

* Specialty generic drugs and brand preferred drugs are covered at 50%, and

Specialty brand non-preferred drugs are not covered.
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HOW MUCH

YOU WILL PAY
IN 2025

AETNA PREMIER OPEN CHOICE PPO*

MEDICAL In-Network Out-of-Network
: $300/individual $500/individual

Annual Deductible | eeno family $1,000/family

Annual Out-of- $6,600/individual $10,000/individual

Pocket Maximum
Hospitalization

Doctor Visits
Preventive Care
Emergency Room

Urgent Care Facility
Outpatient Surgery

Diagnostic Testing

Outpatient Therapy

Durable Medical
Equipment

Outpatient Mental
Health

Inpatient Mental
Health

Physical Exams
Ob/Gyn Exams
Mammograms

$13,200/family
$200/day for 5 days; then $0

$15/visit PCP; $40/visit
specialist

$0: no deductible

$75: no deductible
(waived if admitted)

$50; no deductible

$150

$35 X-ray/lab; $150 complex
imaging

$40; coverage is subject to

change based on type of
therapy received

20%

$40: all other mental health
$0

$200/day for 5 days; then $0

0%: no deductible; routine
0%: no deductible; routine
0%: no deductible; routine

$20,000/family
30%

30%

30%

$75: no deductible
(waived if admitted)

30%
30%

30%

30%

30%
30%

30%

30%
30%
30%

* Aetna is available only in New Jersey, Pennsylvania and some counties in

Florida, Delaware, Maryland and New York.




HOW MUCH
YOU WILL PAY

IN 2025

AETNA PREMIER OPEN CHOICE PPO*

MEDICAL In-Network Out-of-Network
Skilled Nursing $200/day for 5 days; then $0; 309

Facility 100-day limit °

Hearing Aids

(once every 36

months: 100% after $1,000 30%

$1,000 maximum
benefit)

Dental Care

Vision Exam/
Hearing Exams

Prescription Lenses
(once every 24
months)

allowance

Not covered

Vision: $0; no deductible; 1
exam/12 months; Hearing:
$40: 1 exam/24 months

100% after $100 allowance

Not covered

30%

100% after $100 allowance

PRESCRIPTION DRUGS

Annual Deductible

Annual Maximum
Retail Pharmacy
Generic drugs

Brand-name drugs

Mail Order (90-day
Generic drugs

Brand-name drugs

$200/individual
$600/family

Combined with medical

30%

30%-formulary
50%-non-formulary

supply)
30%
30%-formulary

50%-non-formulary

$200/individual
$600/family

Combined with medical

50% after applicable copay
50% after applicable copay

Not covered

Not covered

* Aetna is available only in New Jersey, Pennsylvania and some counties in
Florida, Delaware, Maryland and New York.
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HOW MUCH YOU
WILL PAY IN 2025

MEDICAL

UPMC BUSINESS ADVANTAGE*

In-Network Only

Annual Deductible

Annual Out-of-Pocket
Maximum

Hospitalization
Doctor Visits
Preventive Care
Emergency Room
Urgent Care Facility
Outpatient Surgery
Diagnostic Testing
Outpatient Therapy

Durable Medical
Equipment

Outpatient Mental Health
Inpatient Mental Health
Physical Exams

Ob/Gyn Exams
Mammograms

Skilled Nursing Facility
Hearing Aids

Dental Care

Vision Exam/Hearing
Exams

Prescription Lenses

$500/individual
$1,000/family

$4,000/individual
$8,000/family

20%

$20/visit PCP; $40/visit specialist; no deductible
$0; no deductible

$100 copay (waived if admitted); no deductible
$40; no deductible

20%

20%

$40/visit; 30-visit maximum; no deductible

20%

$20/visit; no deductible

20%

$0 routine; no deductible

$0 routine; no deductible

$0 routine; no deductible

20%; 120 days per benefit period
Not covered

Not covered

Not covered

Not covered

* UPMC is not available in all counties.




HOW MUCH YOU
WILL PAY IN 2025

PRESCRIPTION DRUGS

UPMC BUSINESS ADVANTAGE*

Annual Deductible $0

Annual Maximum No maximum

Retail Pharmacy

Generic drugs $8 (mandatory generic)
$38/preferred;

Brand-name drugs $76/non-preferred and specialty

Mail Order (90-day supply)
Generic drugs $16 (mandatory generic)

$76/preferred;

Brand-name drugs $152/non-preferred

*UPMC is not available in all counties.
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HOW MUCH

YOU WILL PAY
IN 2025

INDEPENDENCE BLUE CROSS
POS $20-$40/$250

MEDICAL In-Network Out-of-Network
: $5,000/individual
Annual Deductible | $0 $10,000/family
Annual Out-of- $7,900/individual $30,000/individual
Pocket Maximum $15,800/family $60,000/family
SN $250/day to $1,250/
Hospitalization RS [ T 50%
Doctor Visits $20/visit PCP: $40/visit 50%

Preventive Care
Emergency Room

Urgent Care Facility
Outpatient Surgery

Diagnostic Testing

Outpatient Therapy

Durable Medical
Equipment

Outpatient Mental
Health

Inpatient Mental
Health

Physical Exams

specialist
$0

$250 (not waived if
admitted)

$85
$250

$0 outpatient lab/pathology;
$40 outpatient X-ray and
routine/diagnostic radiology;
$80 complex radiology

$40 (30 visits per year)
50%

$40

$250/day to $1,250/
admission maximum

$20/visit PCP; $40/visit
specialist

50%: no deductible

$250 (not waived if
admitted); no deductible

50%
50%

50%
50%
50%
50%
50%

50%:; no deductible




HOW MUCH

YOU WILL PAY
IN 2025

INDEPENDENCE BLUE CROSS
POS $20-$40/$250

Hearing Exams
Prescription Lenses

months; Hearing not covered
Not covered

MEDICAL In-Network Out-of-Network

Ob/Gyn Exams $0 50%

Mammograms $0 50%; no deductible

Skilled Nursing fggg%%gﬁ;&?gg}r%% 50%: 120 days per calendar
sy calendar year year

Hearing Aids Not covered Not covered

Dental Care Not covered Not covered

Vision Exam/ $35 for vision, once every 24

Not covered

Not covered

PRESCRIPTION DRUGS

Annual Deductible
Annual Maximum
Retail Pharmacy
Generic drugs
Brand-name drugs
Mail Order (90-day
Generic drugs
Brand-name drugs

$0

No maximum

$20
$40
supply)
$40
$80

$0

No maximum

/0% of drug retail cost
/0% of drug retail cost

/0% of drug retail cost
/0% of drug retail cost
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This brochure provides only a summary of
benefits under these plans. It does not provide
details about what is covered or limitations
that may apply. More information is included
in the Evidence of Coverage (for a Medicare
Advantage plan) or the Benefit Description (for
a plan for non-Medicare-eligible members). In
addition, you can call the HOP Administration
Unit at 1-800-773-7725 and request an
information packet for any of these plans.
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Pennsylvania Public School Employees’ Retirement System (PSERS)
Multi-Language Insert
Multi-language Interpreter Services

English: We have free interpreter services to answer any questions you may have
about our health or drug plan. To get an interpreter, just call us at 1-800-773-
7725. Someone who speaks English/Language can help you. This is a free service.

Spanish: Tenemos servicios de intérprete sin costo alguno para responder
cualquier pregunta que pueda tener sobre nuestro plan de salud o medicamentos.
Para hablar con un intérprete, por favor llame al 1-800-773-7725. Alguien que
hable espafol le podra ayudar. Este es un servicio gratuito.

Chinese Mandarin: A/ 1ie % 2k 55, EOVIRME X T Ml 25 W I KLl 5t 1),
MR LI IPEIR S, iEE0d 1-800-773-7725, FAMIH C TAE AR REEIE, Xt
— I IR,

Chinese Cantonese: &% HAMT e s SEY IR B v sEA7F A Bef, Bt BAMEE 0t e B rfieE Ik
%o MEMGEIRYS, 2 1-800-773-7725, HifMafirh iy N BB SR R AR v E ), 5 & —H
k=-dii¢ 8

Tagalog: Mayroon kaming libreng serbisyo sa pagsasaling-wika upang masagot
ang anumang mga katanungan ninyo hinggil sa aming planong pangkalusugan o
panggamot. Upang makakuha ng tagasaling-wika, tawagan lamang kami sa 1-
800-773-7725. Maaari kayong tulungan ng isang nakakapagsalita ng Tagalog. Ito
ay libreng serbisyo.

French: Nous proposons des services gratuits d'interprétation pour répondre a
toutes vos questions relatives a notre régime de santé ou d'assurance-
médicaments. Pour accéder au service d'interprétation, il vous suffit de nous
appeler au 1-800-773-7725. Un interlocuteur parlant Francais pourra vous aider.
Ce service est gratuit.

Vietnamese: Chung téi cé dich vu thdng dich mién phi dé tra I6i cac cau hoi vé
chudng suic khoe va chuadng trinh thuéc men. Néu qui vi can thong dich vién xin
goi 1-800-773-7725 sé cbé nhan vién ndi ti€ng Viét gilp d& qui vi. Pay la dich vu
mién phi .

German: Unser kostenloser Dolmetscherservice beantwortet Ihren Fragen zu
unserem Gesundheits- und Arzneimittelplan. Unsere Dolmetscher erreichen Sie

unter 1-800-773-7725. Man wird Ihnen dort auf Deutsch weiterhelfen. Dieser
Service ist kostenlos.
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Korean: A= o8 HE i ok W @3t A& Jdof =g]ux 8 59 A As
A&stal AdEFYY. T Y HH]*E‘ ol 3o A3} 1-800-773-7725 Ho 2 93
FAA L. S0 & 6}‘: G A7t o =g AYJUYT o] AulaAs FEE 9P YT

Russian: Ecnmn y Bac BO3HUKHYT BOMPOCbI OTHOCUTENIbHO CTPaxoBOro miu
MeAMKaMEHTHOro njaHa, Bbl MOXeTe BOCMOJ/Ib30BaTbCS HaWMMK 6ecniaTHbIMMU
ycnyramm nepeBoavmkoB. YTobbl BOCMOAb30BaTbLCA yCAyramm nepesoayumka,
NO3BOHUTE HaM no TenedoHy 1-800-773-7725. BaM oKaxeT NOMOLLb COTPYAHUK,
KOTOpPbIN rOBOPUT NO-pycckn. aHHaga ycnyra 6ecnnatHas.

a4 0¥ Jsan ol danally sl Al 6f (e 2Dl dglaall o 5l aa yiall Cilexd a8 W) ; Arabic
dpall Gasty b (add 5 8 11-800-773-7725 e W JuaiVl (5 s Slile Gl (558 pa yie o J paall
Aoilae dead ol cline Luay

Hindi: TAR WY T1 &a1 &1 AT & IR H 3T fbl Hit Usi & STare 3 o forg gHR urer gud
YT T8 IUA €. Th GHITT UTW &’ & folE, 99 8H 1-800-773-7725 TR i &N, Bl
fad S =} SIcTdT 83Ut e HR Tl 8. I8 T JUd T &.

Italian: E disponibile un servizio di interpretariato gratuito per rispondere a
eventuali domande sul nostro piano sanitario e farmaceutico. Per un interprete,
contattare il numero 1-800-773-7725. Un nostro incaricato che parla Italianovi
fornira I'assistenza necessaria. E un servizio gratuito.

Portuguese: Dispomos de servigos de interpretagao gratuitos para responder a
qualquer questdo que tenha acerca do nosso plano de saude ou de medicacao.
Para obter um intérprete, contacte-nos através do numero 1-800-773-7725. Ira
encontrar alguém que fale o idioma Portugués para o ajudar. Este servico é
gratuito.

French Creole: Nou genyen sevis entépret gratis pou reponn tout kesyon ou ta
genyen konsenan plan medikal oswa dwog nou an. Pou jwenn yon entepret, jis
rele nou nan 1-800-773-7725. Yon moun ki pale Kreyol kapab ede w. Sa a se yon
sevis ki gratis.

Polish: Umozliwiamy bezptatne skorzystanie z ustug ttumacza ustnego, ktéry
pomoze w uzyskaniu odpowiedzi na temat planu zdrowotnego lub dawkowania
lekéw. Aby skorzystac z pomocy ttumacza znajacego jezyk polski, nalezy
zadzwoni¢ pod numer 1-800-773-7725. Ta ustuga jest bezptatna.

Japanese: X%t D i (LR & 3G L TFE T T 0 E:ﬁ‘fé THEHBCBEZT A2
2. IERLOMERY —E 22'H ) 2T 58 wWE T, MliRE THmIC L 51213,
1-800-773-7725 I BRaH C 7223 v, HAGEZGET A & ﬁ"fiﬁmt LFEFd, ZITERIDT
— EZ2TY,
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