
 
 

2015 Full-Time Davidson College Benefits at a Glance  

     Revised 6-1-15 

 

  
This benefits summary is provided for the convenience of Davidson College employees. In the event of any conflict 
between the information presented in this summary and the provisions of any legal plan document, the plan provisions 
as stated in the legal plan document will prevail.  Copies of insurance contracts and other legal plan documents, as 
well as answers to any questions you may have, can be found on the Human Resources website.  
 

Benefit Summary Cost 

Medical 
Insurance 

Coverage through CIGNA with two options: 
 
x Open Access Plus--Traditional with Co-Pay 
x Open Access Plus--High Deductible Health Plan 

(HDHP) with a Health Savings Account  
The college contributes to a Health Savings Account 
on the employee’s behalf:  
x Employee only = $750/year 
x Employee + family = $1,500/year 

  
Eligibility: All regular full-time employees, effective the 
first of the month after 30 days of continuous service 

Traditional Plan   
Employee Only:          Monthly $140.13   Bi-Weekly $64.68 
Employee + Spouse:  Monthly $627.76   Bi-Weekly $289.74 
Employee + Children: Monthly $511.40   Bi-Weekly $236.03 
Family:                        Monthly $935.22   Bi-Weekly $431.64  
    
High Deductible Plan  
Employee Only:          Monthly $30.60     Bi-Weekly $14.12  
Employee + Spouse:  Monthly $297.24   Bi-Weekly $137.19  
Employee + Children: Monthly $229.59   Bi-Weekly $105.96 
Family:                        Monthly $483.29   Bi-Weekly $223.06 

Vision  
Insurance 

Coverage through EyeMed  
  
x Exam with dilation (once every 12 months)  
x Frames (once every 24 months):  $140 allowance  
x Single Vision Lenses: (once every 12 months) or  
x Contacts (once every 12 months) $140 allowance  

   
Eligibility: All regular full-time employees, effective the     
first of the month after 30 days of continuous service 

 
Employee Only:          Monthly $5.79       Bi-Weekly $2.67  
Employee + Spouse:  Monthly $10.99     Bi-Weekly $5.07 
Employee + Children: Monthly $11.57     Bi-Weekly $5.34 
Family:                        Monthly $17.00     Bi-Weekly $7.85 

Dental 
Insurance 

Coverage through CIGNA with two options:  
 
x Low Option - Value Source Plan – covers preventative 

care and a percentage of other services.  Excludes 
major services and orthodontia.  

x High Option - Value Source Plan – covers preventative 
care and other major services, including orthodontia.  

  
Eligibility: All regular full-time employees, effective the 
first of the month after 30 days of continuous service 

Low Coverage Plan  
Employee Only:          Monthly $20.11     Bi-Weekly $9.28  
Employee + Spouse:  Monthly $44.27     Bi-Weekly $20.43 
Employee + Children: Monthly $56.17     Bi-Weekly $25.92 
Family:                        Monthly $82.21     Bi-Weekly $37.94  
  
High Coverage Plan  
Employee Only:          Monthly $34.63     Bi-Weekly $15.98  
Employee + Spouse:  Monthly $72.54     Bi-Weekly $33.48 
Employee + Children: Monthly $85.46     Bi-Weekly $39.44 
Family:                        Monthly $127.94   Bi-Weekly $59.04 

Cancer 
Insurance 

Coverage through Colonial Life 
 
x Covers indirect costs associated with a diagnosis of 

cancer and some other major illnesses.   
 

Eligibility: All regular full-time employees, effective the 
first of the month after 30 days of continuous service 

 
Employee Only:          Monthly $13.50     Bi-Weekly $6.23  
Family:                        Monthly $22.45     Bi-Weekly $10.45 

Flexible  
Spending  
Accounts  
 
(Medical & 
Dependent  
Care) 

Coverage through Flores for two types: 
 
x Medical Spending Accounts (NOT for HDHP Plans) 
x Dependent Care Spending Accounts  

 
Eligibility: All regular full-time employees, effective the 
first of the month after 30 days of continuous service 

Employees set aside the amount they choose in pretax 
dollars and are refunded for qualified expenses with their 
own pretax money.   $500 of Medical can roll over each 
year. (no Dependent Care rollover) 
 
Deduction Maximums (per IRS rules):   
Medical:  $2,550                      Dependent Care:  $5,000    
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SU
M

M
A

R
Y O

F B
EN

EFITS
C

igna H
ealth and Life Insurance C

o.
For - D

avidson C
ollege

O
pen A

ccess Plus Plan

Selection of a Prim
ary C

are Provider - your plan m
ay require or allow

 the designation of a prim
ary care provider. Y

ou have the right to designate any prim
ary care 

provider w
ho participates in the netw

ork and w
ho is available to accept you or your fam

ily m
em

bers. If your plan requires designation of a prim
ary care provider, 

C
igna m

ay designate one for you until you m
ake this designation. For inform

ation on how
 to select a prim

ary care provider, and for a list of the participating prim
ary 

care providers, visit w
w

w
.m

ycigna.com
 or contact custom

er service at the phone num
ber listed on the back of your ID

 card. For children, you m
ay designate a 

pediatrician as the prim
ary care provider.

D
irect A

ccess to O
bstetricians and G

ynecologists - Y
ou do not need prior authorization from

 the plan or from
 any other person (including a prim

ary care provider) 
in order to obtain access to obstetrical or gynecological care from

 a health care professional in our netw
ork w

ho specializes in obstetrics or gynecology. The health 
care professional, how

ever, m
ay be required to com

ply w
ith certain procedures, including obtaining prior authorization for certain services, follow

ing a pre-approved 
treatm

ent plan, or procedures for m
aking referrals. For a list of participating health care professionals w

ho specialize in obstetrics or gynecology, visit 
w

w
w

.m
ycigna.com

 or contact custom
er service at the phone num

ber listed on the back of your ID
 card.

Plan H
ighlights

In-N
etw

ork
O

ut-of-N
etw

ork
Lifetim

e M
axim

um
U

nlim
ited

U
nlim

ited
C

oinsurance
Y

our plan pays 80%
Y

our plan pays 60%
M

axim
um

 R
eim

bursable C
harge

N
ot A

pplicable
110%

C
alendar Year D

eductible
Individual: $500
Fam

ily: $1,500
Individual: $1,500
Fam

ily: $4,500
•

O
nly the am

ount you pay for in-netw
ork covered expenses counts tow

ard your in-netw
ork deductible. The am

ount you pay for out-of-netw
ork covered 

expenses counts tow
ard both your in-netw

ork and out-of-netw
ork deductibles.

•
A

fter each eligible fam
ily m

em
ber m

eets his or her individual deductible, covered expenses for that fam
ily m

em
ber w

ill be paid based on the coinsurance 
level specified by the plan. O

r, after the fam
ily deductible has been m

et, covered expenses for each eligible fam
ily m

em
ber w

ill be paid based on the 
coinsurance level specified by the plan.

•
This plan includes a com

bined M
edical/P

harm
acy plan deductible.

•
R

etail and hom
e delivery P

harm
acy costs contribute to the com

bined M
edical/P

harm
acy deductible.

•
O

nly $50 from
 In-N

etw
ork P

harm
acy costs contribute tow

ards the M
edical plan deductible. O

nce that P
harm

acy deductible cap am
ount or the In-N

etw
ork 

com
bined M

edical/P
harm

acy plan deductible has been m
et, then covered expenses for P

harm
acy costs w

ill be paid at the defined P
harm

acy benefit levels.
N

ote: S
ervices w

here plan deductible applies are noted w
ith a caret (^)
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Plan H
ighlights

In-N
etw

ork
O

ut-of-N
etw

ork
C

alendar Year O
ut-of-Pocket M

axim
um

Individual: $2,500
Fam

ily: $5,000
Individual: N

one
Fam

ily: N
one

•
O

nly the am
ount you pay for in-netw

ork covered expenses counts tow
ard your in-netw

ork out-of-pocket m
axim

um
. The am

ount you pay for out-of-netw
ork 

covered expenses counts tow
ard both your in-netw

ork and out-of-netw
ork out-of-pocket m

axim
um

s.
•

P
lan deductible contributes tow

ards your out-of-pocket m
axim

um
.

•
A

ll copays and benefit deductibles contribute tow
ards your out-of-pocket m

axim
um

.
•

M
ental H

ealth and S
ubstance A

buse covered expenses contribute tow
ards your out-of-pocket m

axim
um

.
•

A
fter each eligible fam

ily m
em

ber m
eets his or her individual out-of-pocket m

axim
um

, the plan w
ill pay 100%

 of their covered expenses. O
r, after the fam

ily 
out-of-pocket m

axim
um

 has been m
et, the plan w

ill pay 100%
 of each eligible fam

ily m
em

ber's covered expenses.
•

This plan includes a com
bined M

edical/P
harm

acy out-of-pocket m
axim

um
.

•
R

etail and hom
e delivery P

harm
acy costs contribute to the com

bined M
edical/P

harm
acy out-of-pocket.

B
enefit

In-N
etw

ork
O

ut-of-N
etw

ork
N

ote: Services w
here plan deductible applies are noted w

ith a caret (^)
Physician Services
Physician O

ffice Visit
•

A
ll services including Lab &

 X
-ray

•
P

lan pays 100%
 after you pay copay

$30 P
rim

ary C
are P

hysician (P
C

P
) copay

or$45 S
pecialist copay

Y
our plan pays 60%

 ^

Surgery Perform
ed in Physician's O

ffice
$30 P

C
P

 or $45 S
pecialist copay

Y
our plan pays 60%

 ^

A
llergy Treatm

ent/Injections
$30 P

C
P

 or $45 S
pecialist copay or actual 

charge (if less)
Y

our plan pays 60%
 ^

A
llergy Serum

D
ispensed by the physician in the office

Y
our plan pays 100%

Y
our plan pays 60%

 ^

Preventive C
are

R
outine Preventive C

are - A
ll A

ges
Y

our plan pays 100%
N

ot covered
•

Includes w
ell-baby, w

ell-child, w
ell-w

om
an and adult preventive care 

•
Includes coverage of additional services, such as urinalysis, E

K
G

 and other laboratory tests, supplem
enting the standard P

reventive C
are benefit

Im
m

unizations - A
ll A

ges
Y

our plan pays 100%
N

ot covered
M

am
m

ogram
, PA

P, and PSA
 Tests

Y
our plan pays 100%

Y
our plan pays 60%

 ^
•

C
overage includes the associated P

reventive O
utpatient P

rofessional S
ervices.

•
A

ssociated w
ellness exam

 is covered in-netw
ork only.

•
D

iagnostic-related services are covered at the sam
e level of benefits as other x-ray and lab services, based on place of service.

Inpatient
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B
enefit

In-N
etw

ork
O

ut-of-N
etw

ork
N

ote: Services w
here plan deductible applies are noted w

ith a caret (^)
Inpatient H

ospital Facility
Y

our plan pays 80%
 ^

Y
our plan pays 60%

 ^
Sem

i-Private R
oom

: In-N
etw

ork: Lim
ited to the sem

i-private negotiated rate / O
ut-of-N

etw
ork: Lim

ited to sem
i-private rate

Private R
oom

: In-N
etw

ork: Lim
ited to the sem

i-private negotiated rate / O
ut-of-N

etw
ork: Lim

ited to sem
i-private rate

Special C
are U

nits (Intensive C
are U

nit (IC
U

), C
ritical C

are U
nit (C

C
U

)): In-N
etw

ork: Lim
ited to the negotiated rate / O

ut-of-N
etw

ork: Lim
ited to IC

U
/C

C
U

 daily 
room

 rate
Inpatient H

ospital Physician's Visit/C
onsultation

Y
our plan pays 80%

 ^
Y

our plan pays 60%
 ^

Inpatient Professional Services
•

For services perform
ed by S

urgeons, R
adiologists, P

athologists 
and A

nesthesiologists
Y

our plan pays 80%
 ^

Y
our plan pays 60%

 ^

O
utpatient

O
utpatient Facility Services

Y
our plan pays 80%

 ^
Y

our plan pays 60%
 ^

O
utpatient Professional Services
•

For services perform
ed by S

urgeons, R
adiologists, P

athologists 
and A

nesthesiologists
Y

our plan pays 80%
 ^

Y
our plan pays 60%

 ^

Short-Term
 R

ehabilitation
$30 P

C
P

 or $45 S
pecialist copay

Y
our plan pays 60%

 ^
P

er C
alendar Y

ear M
axim

um
s:

•
P

ulm
onary R

ehabilitation, C
ognitive Therapy, P

hysical Therapy, S
peech Therapy and O

ccupational Therapy – 60 days
•

C
ardiac R

ehabilitation - 36 days
•

C
hiropractic C

are - 25 days

N
ote: Therapy days, provided as part of an approved H

om
e H

ealth C
are plan, accum

ulate to the applicable outpatient short term
 rehab therapy m

axim
um

.
O

ther H
ealth C

are Facilities/Services
H

om
e H

ealth C
are

(includes outpatient private duty nursing subject to m
edical necessity)

•
120 days m

axim
um

 per C
alendar Y

ear
•

16 hour m
axim

um
 per day

Y
our plan pays 80%

 ^
Y

our plan pays 60%
 ^

Skilled N
ursing Facility, R

ehabilitation H
ospital, Sub-A

cute Facility
•

120 days m
axim

um
 per C

alendar Y
ear

Y
our plan pays 80%

 ^
Y

our plan pays 60%
 ^

D
urable M

edical Equipm
ent

•
U

nlim
ited m

axim
um

 per C
alendar Y

ear
•

O
rthotics - custom

 foot orthotics including shoe inserts w
hen 

m
edically necessary

Y
our plan pays 100%

Y
our plan pays 60%

 ^

B
reast Feeding Equipm

ent and Supplies
•

Lim
ited to the rental of one breast pum

p per birth as ordered or 
prescribed by a physician.

•
Includes related supplies

Y
our plan pays 100%

N
ot covered
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B
enefit

In-N
etw

ork
O

ut-of-N
etw

ork
N

ote: Services w
here plan deductible applies are noted w

ith a caret (^)
External Prosthetic A

ppliances (EPA
)

•
U

nlim
ited m

axim
um

 per C
alendar Y

ear
Y

our plan pays 100%
Y

our plan pays 60%
 ^

R
outine Foot D

isorders
N

ot covered
N

ot covered
N

ote: S
ervices associated w

ith foot care for diabetes and peripheral vascular disease are covered w
hen m

edically necessary.

Place of Service - your plan pays based on w
here you receive services

N
ote: Services w

here plan deductible applies are noted w
ith a caret (^)

Physician's O
ffice

Independent Lab
Em

ergency R
oom

/ U
rgent C

are 
Facility

O
utpatient Facility

B
enefit

In-N
etw

ork
O

ut-of-
N

etw
ork

In-N
etw

ork
O

ut-of-
N

etw
ork

In-N
etw

ork
O

ut-of-
N

etw
ork

In-N
etw

ork
O

ut-of-
N

etw
ork

Lab and X-
ray

$30 P
C

P
 or $45 

S
pecialist copay

P
lan pays 60%

 
^

P
lan pays 80%

 
^

P
lan pays 60%

 
^

P
lan pays 100%

P
lan pays 80%

 
^

P
lan pays 60%

 
^

A
dvanced 

R
adiology 

Im
aging

P
lan pays 100%

P
lan pays 60%

 
^

N
ot A

pplicable
N

ot A
pplicable

P
lan pays 100%

P
lan pays 100%

P
lan pays 60%

 
^

A
dvanced R

adiology Im
aging (A

R
I) includes M

R
I, M

R
A

, C
A

T S
can, P

E
T S

can, etc...
N

ote: A
ll lab and x-ray services, including A

R
I, provided at Inpatient H

ospital are covered under Inpatient H
ospital benefit

Em
ergency R

oom
 / U

rgent C
are Facility

O
utpatient Professional Services

*A
m

bulance
B

enefit
In-N

etw
ork

O
ut-of-N

etw
ork

In-N
etw

ork
O

ut-of-N
etw

ork
In-N

etw
ork

O
ut-of-N

etw
ork

Em
ergency 

C
are

$150 per visit (copay w
aived if adm

itted)
P

lan pays 100%
P

lan pays 100%

U
rgent C

are
$50 per visit (copay w

aived if adm
itted)

P
lan pays 100%

N
ot A

pplicable
* A

m
bulance services used as non-em

ergency transportation (e.g., transportation from
 hospital back hom

e) generally are not covered.
Inpatient H

ospital and O
ther H

ealth C
are Facilities

O
utpatient Services

B
enefit

In-N
etw

ork
O

ut-of-N
etw

ork
In-N

etw
ork

O
ut-of-N

etw
ork

H
ospice

P
lan pays 80%

 ^
P

lan pays 60%
 ^

P
lan pays 80%

 ^
P

lan pays 60%
 ^

B
ereavem

ent 
C

ounseling
P

lan pays 80%
 ^

P
lan pays 60%

 ^
P

lan pays 80%
 ^

P
lan pays 60%

 ^

N
ote: S

ervices provided as part of H
ospice C

are P
rogram

N
ote: S

ervices w
here plan deductible applies are noted w

ith a caret (^)
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Initial Visit to C
onfirm

 
Pregnancy

G
lobal M

aternity Fee
(A

ll Subsequent Prenatal Visits, 
Postnatal Visits and Physician's 

D
elivery C

harges)

O
ffice Visits in A

ddition to 
G

lobal M
aternity Fee (Perform

ed 
by O

B
/G

YN
 or Specialist)

D
elivery - Facility

(Inpatient H
ospital, B

irthing 
C

enter)
B

enefit

In-N
etw

ork
O

ut-of-
N

etw
ork

In-N
etw

ork
O

ut-of-
N

etw
ork

In-N
etw

ork
O

ut-of-
N

etw
ork

In-N
etw

ork
O

ut-of-
N

etw
ork

M
aternity

$30 P
C

P
 or $45 

S
pecialist copay

P
lan pays 60%

 
^

P
lan pays 80%

 
^

P
lan pays 60%

 
^

$30 P
C

P
 or $45 

S
pecialist copay

P
lan pays 60%

 
^

C
overed sam

e 
as plan's 
Inpatient 
H

ospital benefit

C
overed sam

e 
as plan's 
Inpatient 
H

ospital benefit
N

ote: S
ervices w

here plan deductible applies are noted w
ith a caret (^)

Physician's O
ffice

Inpatient Facility
O

utpatient Facility
Inpatient Professional 

Services
O

utpatient Professional 
Services

B
enefit

In-N
etw

ork
O

ut-of-
N

etw
ork

In-N
etw

ork
O

ut-of-
N

etw
ork

In-N
etw

ork
O

ut-of-
N

etw
ork

In-N
etw

ork
O

ut-of-
N

etw
ork

In-N
etw

ork
O

ut-of-
N

etw
ork

A
bortion

(E
lective and 

non-elective 
procedures)

$30 P
C

P
 or 

$45 
S

pecialist 
copay

P
lan pays 

60%
 ^

P
lan pays 

80%
 ^

P
lan pays 

60%
 ^

P
lan pays 

80%
 ^

P
lan pays 

60%
 ^

P
lan pays 

80%
 ^

P
lan pays 

60%
 ^

P
lan pays 

80%
 ^

P
lan pays 

60%
 ^

Fam
ily

Planning -
M

en's 
Services

$30 P
C

P
 or 

$45 
S

pecialist 
copay

P
lan pays 

60%
 ^

P
lan pays 

80%
 ^

P
lan pays 

60%
 ^

P
lan pays 

80%
 ^

P
lan pays 

60%
 ^

P
lan pays 

80%
 ^

P
lan pays 

60%
 ^

P
lan pays 

80%
 ^

P
lan pays 

60%
 ^

Includes surgical services, such as vasectom
y (excludes reversals)

Fam
ily

Planning - 
W

om
en's 

Services

P
lan pays 

100%
P

lan pays 
60%

 ^
P

lan pays 
100%

P
lan pays 

60%
 ^

P
lan pays 

100%
P

lan pays 
60%

 ^
P

lan pays 
100%

P
lan pays 

60%
 ^

P
lan 

pays 100%
P

lan pays 
60%

 ^

Includes surgical services, such as tubal ligation (excludes reversals).
C

ontraceptive devices as ordered or prescribed by a physician.
Infertility

N
ot covered

N
ot covered

N
ot covered

N
ot covered

N
ot covered

N
ot covered

N
ot covered

N
ot covered

N
ot covered

N
ot covered

N
ote: C

overage w
ill be provided for the treatm

ent of an underlying m
edical condition up to the point an infertility condition is diagnosed. S

ervices w
ill be covered as 

any other illness.
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B
enefit

Physician's O
ffice

Inpatient Facility
O

utpatient Facility
Inpatient Professional 

Services
O

utpatient Professional 
Services

In-N
etw

ork
O

ut-of-
N

etw
ork

In-N
etw

ork
O

ut-of-
N

etw
ork

In-N
etw

ork
O

ut-of-
N

etw
ork

In-N
etw

ork
O

ut-of-
N

etw
ork

In-N
etw

ork
O

ut-of-
N

etw
ork

TM
J, Surgical 

and N
on-

Surgical
case-by-case 
basis. A

lw
ays 

excludes 
appliances &

 
orthodontic 
treatm

ent. 
S

ubject to 
m

edical 
necessity.

$30 P
C

P
 or 

$45 
S

pecialist 
copay

P
lan pays 

60%
 ^

P
lan pays 

80%
 ^

P
lan pays 

60%
 ^

P
lan pays 

80%
 ^

P
lan pays 

60%
 ^

P
lan pays 

80%
 ^

P
lan pays 

60%
 ^

P
lan pays 

80%
 ^

P
lan pays 

60%
 ^

N
on-S

urgical: U
nlim

ited m
axim

um
 per lifetim

e

B
ariatric 

Surgery

$30 P
C

P
 or 

$45 
S

pecialist 
copay

N
ot covered

P
lan pays 

80%
 ^

N
ot covered

P
lan pays 

80%
 ^

N
ot covered

P
lan pays 

80%
 ^

N
ot covered

P
lan pays 

80%
 ^

N
ot covered

Surgeon C
harges Lifetim

e M
axim

um
: $10,000

Treatm
ent of clinically severe obesity, as defined by the body m

ass index (B
M

I) is covered.
The follow

ing are excluded:
•

m
edical and surgical services to alter appearances or physical changes that are the result of any surgery perform

ed for the m
anagem

ent of obesity or clinically 
severe (m

orbid) obesity.
•

w
eight loss program

s or treatm
ents, w

hether prescribed or recom
m

ended by a physician or under m
edical supervision

N
ote: S

ervices w
here plan deductible applies are noted w

ith a caret (^)
Inpatient H

ospital Facility
Inpatient Professional Services

B
enefit

Lifesource Facility
In-N

etw
ork

N
on-Lifesource 

Facility
In-N

etw
ork

O
ut-of-N

etw
ork

Lifesource Facility
In-N

etw
ork

N
on-Lifesource 

Facility
In-N

etw
ork

O
ut-of-N

etw
ork

O
rgan 

Transplants
P

lan pays 100%
P

lan pays 80%
 ^

N
ot covered

P
lan pays 100%

P
lan pays 80%

 ^
N

ot covered

Travel Lifetim
e M

axim
um

 - Lifesource Facility: In-N
etw

ork: $10,000 m
axim

um
 per Transplant per Lifetim

e
N

ote: S
ervices w

here plan deductible applies are noted w
ith a caret (^)

Inpatient
O

utpatient - Physician's O
ffice

O
utpatient Facility

B
enefit

In-N
etw

ork
O

ut-of-N
etw

ork
In-N

etw
ork

O
ut-of-N

etw
ork

In-N
etw

ork
O

ut-of-N
etw

ork
M

ental H
ealth

P
lan pays 80%

 ^
P

lan pays 60%
 ^

$30 copay
P

lan pays 60%
 ^

P
lan pays 80%

 ^
P

lan pays 60%
 ^

Substance A
buse

P
lan pays 80%

 ^
P

lan pays 60%
 ^

$30 copay
P

lan pays 60%
 ^

P
lan pays 80%

 ^
P

lan pays 60%
 ^

N
ote: S

ervices w
here plan deductible applies are noted w

ith a caret (^)
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N
ote: D

etox is covered under m
edical

•
U

nlim
ited m

axim
um

 per C
alendar Y

ear
•

S
ervices are paid at 100%

 after you reach your out-of-pocket m
axim

um
.

•
Inpatient includes P

artial H
ospitalization and R

esidential Treatm
ent.

•
O

utpatient includes individual, intensive outpatient and group therapy.
•

N
ote - G

roup Therapy applies to M
ental H

ealth only.

M
ental H

ealth and Substance A
buse Services

M
ental H

ealth/Substance A
buse U

tilization R
eview

, C
ase M

anagem
ent and Program

s
Inpatient M

anagem
ent O

nly
•

Inpatient utilization review
 and case m

anagem
ent

•
P

artial H
ospitalizationPharm

acy
In-N

etw
ork

O
ut-of-N

etw
ork

C
igna Pharm

acy four-tier copay plan
•

P
atient is responsible for the applicable copay based upon the tier 

of the dispensed m
edication.

•
S

elf A
dm

inistered injectable and optional injectable drugs - 
excludes infertility drugs

•
O

ral contraceptives included
•

Includes oral contraceptives - w
ith specific products covered 100%

•
Insulin, glucose test strips, lancets, insulin needles &

 syringes, 
insulin pens and cartridges included

R
etail - 30 day supply

G
eneric: Y

ou pay $10
P

referred B
rand: Y

ou pay $25
N

on-P
referred B

rand: Y
ou pay $50

S
elf adm

inistered injectables: Y
ou pay 

$100

H
om

e delivery - 90 day supply
G

eneric: Y
ou pay $30

P
referred B

rand: Y
ou pay $75

N
on-P

referred B
rand: Y

ou pay $150
S

elf adm
inistered injectables: Y

ou pay 
$300

N
ot covered

Pharm
acy D

eductible
•

A
pplies to in-netw

ork pharm
acy costs

Individual - $50
Fam

ily - N
/A

Individual - N
/A

Fam
ily - N

/A

Pharm
acy Program

 Inform
ation

Pharm
acy C

linical M
anagem

ent and Prior A
uthorization

•
Y

our plan is subject to refill-too-soon and other clinical edits as w
ell as prior authorization requirem

ents.
•

P
lan exclusion edits are alw

ays included.
•

A
dditional clinical m

anagem
ent - E

nhanced package - a group of clinical m
edication m

anagem
ent options that focus on various drug use m

anagem
ent 

philosophies to help actively m
anage the pharm

acy benefit include:
o

B
enefits E

xclusion - prior authorization, age edits and quantity over tim
e edits.

o
Intensive A

ppropriateness of U
se - duration of therapy edits, step therapy on new

 m
arket entrants, and dose optim

ization edits.
o

U
tilization and U

nit C
ost M

anagem
ent - prior authorization, quantity lim

its, m
axim

um
 daily dose, and step therapy for lim

ited class(es) of specific 
m

edications.
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Pharm
acy Program

 Inform
ation

Prescription D
rug List:

•
C

igna S
tandard P

rescription D
rug List

Specialty Pharm
acy M

anagem
ent:

•
C

linical P
rogram

s
o

P
rior authorization is required on specialty m

edications but quantity lim
its m

ay apply.
o

Theracare®
 P

rogram
•

M
edication A

ccess O
ption

o
R

etail and/or H
om

e D
elivery

A
dditional Inform

ation
C

ase M
anagem

ent
C

oordinated by C
igna H

ealthC
are. This is a service designated to provide assistance to a patient w

ho is at risk of developing m
edical com

plexities or for w
hom

 a 
health incident has precipitated a need for rehabilitation or additional health care support. The program

 strives to attain a balance betw
een quality and cost effective 

care w
hile m

axim
izing the patient's quality of life.

eVisits
P

rovides an online consultation service, or “eV
isit,” w

ith doctors. The eV
isit guides patients through an interactive interview

 that delivers to doctors the inform
ation 

they need to respond to non-urgent conditions. Individuals pay a predeterm
ined copay or coinsurance based on their benefit plan design. A

fter the eV
isit is 

com
pleted, a claim

 is autom
atically subm

itted to C
igna for reim

bursem
ent.

M
axim

um
 R

eim
bursable C

harge
O

ut-of-N
etw

ork services are subject to a C
alendar Y

ear deductible and m
axim

um
 reim

bursable charge lim
itations. P

aym
ents m

ade to health care professionals not 
participating in C

igna's netw
ork are determ

ined based on the lesser of: the health care professional's norm
al charge for a sim

ilar service or supply, or a percentage 
(110%

) of a fee schedule developed by C
igna that is based on a m

ethodology sim
ilar to one used by M

edicare to determ
ine the allow

able fee for the sam
e or sim

ilar 
service in a geographic area. In som

e cases, the M
edicare based fee schedule is not used, and the m

axim
um

 reim
bursable charge for covered services is 

determ
ined based on the lesser of: the health care professional's norm

al charge for a sim
ilar service or supply, or the am

ount charged for that service by 80%
 of the 

health care professionals in the geographic area w
here it is received. The health care professional m

ay bill the custom
er the difference betw

een the health care 
professional's norm

al charge and the M
axim

um
 R

eim
bursable C

harge as determ
ined by the benefit plan, in addition to applicable deductibles, co-paym

ents and 
coinsurance.
M

ultiple Surgical R
eduction

M
ultiple surgeries perform

ed during one operating session result in paym
ent reduction of 50%

 to the surgery of lesser charge. The m
ost expensive procedure is paid 

as any other surgery.
Pre-C

ertification - C
ontinued Stay R

eview
 - PH

S Inpatient - required for all inpatient adm
issions

In N
etw

ork: C
oordinated by your physician

O
ut-of-N

etw
ork: C

ustom
er is responsible for contacting C

igna H
ealthcare. S

ubject to penalty/reduction or denial for non-com
pliance.

•
50%

 penalty applied to hospital inpatient charges for failure to contact C
igna H

ealthcare to precertify adm
ission.

•
B

enefits are denied for any adm
ission review

ed by C
igna H

ealthcare and not certified.
•

B
enefits are denied for any additional days not certified by C

igna H
ealthcare.

Pre-Existing C
ondition Lim

itation (PC
L)  does not apply.
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D
efinitions

C
oinsurance - A

fter you've reached your deductible, you and your plan share som
e of your m

edical costs. The portion of covered expenses you are responsible for 
is called C

oinsurance.
C

opay - A
 flat fee you pay for certain covered services such as doctor's visits or prescriptions.

D
eductible - A

 flat dollar am
ount you m

ust pay out of your ow
n pocket before your plan begins to pay for covered services.

O
ut-of-Pocket M

axim
um

 - S
pecific lim

its for the total am
ount you w

ill pay out of your ow
n pocket before your plan coinsurance percentage no longer applies. O

nce 
you m

eet these m
axim

um
s, your plan then pays 100 percent of the "M

axim
um

 R
eim

bursable C
harges" or negotiated fees for covered services.

Prescription D
rug List - The list of prescription brand and generic drugs covered by your pharm

acy plan.
Transition of C

are - P
rovides in-netw

ork health coverage to new
 custom

ers w
hen the custom

er's doctor is not part of the C
igna netw

ork and there are approved 
clinical reasons w

hy the custom
er should continue to see the sam

e doctor.

Exclusions
W

hat's N
ot C

overed (not all-inclusive):
Y

our plan provides for m
ost m

edically necessary services. The com
plete list of exclusions is provided in your C

ertificate or S
um

m
ary P

lan D
escription. To the extent 

there m
ay be differences, the term

s of the C
ertificate or S

um
m

ary P
lan D

escription control. E
xam

ples of things your plan does not cover, unless required by law
 or 

covered under the pharm
acy benefit, include (but aren't lim

ited to):
•

C
are for health conditions that are required by state or local law

 to be treated in a public facility.
•

C
are required by state or federal law

 to be supplied by a public school system
 or school district.

•
C

are for m
ilitary service disabilities treatable through governm

ental services if you are legally entitled to such treatm
ent and facilities are reasonably 

available.
•

Treatm
ent of an Injury or S

ickness w
hich is due to w

ar, declared, or undeclared, riot or insurrection.
•

C
harges w

hich you are not obligated to pay or for w
hich you are not billed or for w

hich you w
ould not have been billed except that they w

ere covered under 
this plan.

•
A

ssistance in the activities of daily living, including but not lim
ited to eating, bathing, dressing or other C

ustodial S
ervices or self-care activities, hom

em
aker 

services and services prim
arily for rest, dom

iciliary or convalescent care.
•

For or in connection w
ith experim

ental, investigational or unproven services.
•

A
ny services and supplies for or in connection w

ith experim
ental, investigational or unproven services. E

xperim
ental, investigational and unproven services 

do not include routine patient care costs related to qualified clinical trials as described in your plan docum
ent. E

xperim
ental, investigational and unproven 

services are m
edical, surgical, diagnostic, psychiatric, substance abuse or other health care technologies, supplies, treatm

ents, procedures, drug therapies or 
devices that are determ

ined by the H
ealthplan M

edical D
irector to be: not dem

onstrated, through existing peer-review
ed, evidence-based scientific literature 

to be safe and effective for treating or diagnosing the condition or illness for w
hich its use is proposed; or not approved by the U

.S
. Food and D

rug 
A

dm
inistration (FD

A
) or other appropriate regulatory agency to be law

fully m
arketed for the proposed use; or the subject of review

 or approval by an 
Institutional R

eview
 B

oard for the proposed use.
•

C
osm

etic surgery and therapies. C
osm

etic surgery or therapy is defined as surgery or therapy perform
ed to im

prove or alter appearance or self-esteem
 or to 

treat psychological sym
ptom

atology or psychosocial com
plaints related to one's appearance.

•
The follow

ing services are excluded from
 coverage regardless of clinical indications: R

hinoplasty; B
lepharoplasty; A

cupressure; D
ance therapy, M

ovem
ent 

therapy; A
pplied kinesiology; R

olfing; and E
xtracorporeal shock w

ave lithotripsy (E
S

W
L) for m

usculoskeletal and orthopedic conditions.
•

D
ental treatm

ent of the teeth, gum
s or structures directly supporting the teeth, including dental X

-rays, exam
inations, repairs, orthodontics, periodontics, 

casts, splints and services for dental m
alocclusion, for any condition. C

harges m
ade for services or supplies provided for or in connection w

ith an accidental 
injury to sound natural teeth are covered provided a continuous course of dental treatm

ent is started w
ithin six m

onths of an accident. S
ound natural teeth are 

defined as natural teeth that are free of active clinical decay, have at least 50%
 bony support and are functional in the arch.
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Exclusions
•

M
edical and surgical services, initial and repeat, intended for the treatm

ent or control of obesity, except for treatm
ent of clinically severe (m

orbid) obesity as 
show

n in C
overed E

xpenses, including: m
edical and surgical services to alter appearance or physical changes that are the result of any surgery perform

ed 
for the m

anagem
ent of obesity or clinically severe (m

orbid) obesity; and w
eight loss program

s or treatm
ents, w

hether prescribed or recom
m

ended by a 
P

hysician or under m
edical supervision.

•
U

nless otherw
ise covered in this plan, for reports, evaluations, physical exam

inations, or hospitalization not required for health reasons including, but not 
lim

ited to, em
ploym

ent, insurance or governm
ent licenses, and court-ordered, forensic or custodial evaluations.

•
C

ourt-ordered treatm
ent or hospitalization, unless such treatm

ent is prescribed by a P
hysician and listed as covered in this plan.

•
Infertility services including infertility drugs, surgical or m

edical treatm
ent program

s for infertility, including in vitro fertilization, gam
ete intrafallopian transfer 

(G
IFT), zygote intrafallopian transfer (ZIFT), variations of these procedures, and any costs associated w

ith the collection, w
ashing, preparation or storage of 

sperm
 for artificial insem

ination (including donor fees). C
ryopreservation of donor sperm

 and eggs are also excluded from
 coverage.

•
R

eversal of m
ale or fem

ale voluntary sterilization procedures.
•

Transsexual surgery including m
edical or psychological counseling and horm

onal therapy in preparation for, or subsequent to, any such surgery.
•

A
ny m

edications, drugs, services or supplies for the treatm
ent of m

ale or fem
ale sexual dysfunction such as, but not lim

ited to, treatm
ent of erectile 

dysfunction (including penile im
plants), anorgasm

y, and prem
ature ejaculation.

•
M

edical and H
ospital care and costs for the infant child of a D

ependent, unless this infant child is otherw
ise eligible under this plan.

•
N

onm
edical counseling or ancillary services, including but not lim

ited to C
ustodial S

ervices, education, training, vocational rehabilitation, behavioral training, 
biofeedback, neurofeedback, hypnosis, sleep therapy, em

ploym
ent counseling, back school, return to w

ork services, w
ork hardening program

s, driving 
safety, and services, training, educational therapy or other nonm

edical ancillary services for learning disabilities, developm
ental delays, autism

 or m
ental 

retardation.
•

Therapy or treatm
ent intended prim

arily to im
prove or m

aintain general physical condition or for the purpose of enhancing job, school, athletic or recreational 
perform

ance, including but not lim
ited to routine, long term

, or m
aintenance care w

hich is provided after the resolution of the acute m
edical problem

 and 
w

hen significant therapeutic im
provem

ent is not expected.
•

C
onsum

able m
edical supplies other than ostom

y supplies and urinary catheters. E
xcluded supplies include, but are not lim

ited to bandages and other 
disposable m

edical supplies, skin preparations and test strips, except as specified in the "H
om

e H
ealth S

ervices" or "B
reast R

econstruction and B
reast 

P
rostheses" sections of this plan.

•
P

rivate H
ospital room

s and/or private duty nursing except as provided under the H
om

e H
ealth S

ervices provision.
•

P
ersonal or com

fort item
s such as personal care kits provided on adm

ission to a H
ospital, television, telephone, new

born infant photographs, com
plim

entary 
m

eals, birth announcem
ents, and other articles w

hich are not for the specific treatm
ent of an Injury or S

ickness.
•

A
rtificial aids including, but not lim

ited to, corrective orthopedic shoes, arch supports, elastic stockings, garter belts, corsets, dentures and w
igs.

•
H

earing aids, including but not lim
ited to sem

i-im
plantable hearing devices, audiant bone conductors and B

one A
nchored H

earing A
ids (B

A
H

A
s). A

 hearing 
aid is any device that am

plifies sound.
•

A
ids or devices that assist w

ith nonverbal com
m

unications, including but not lim
ited to com

m
unication boards, prerecorded speech devices, laptop 

com
puters, desktop com

puters, P
ersonal D

igital A
ssistants (P

D
A

s), B
raille typew

riters, visual alert system
s for the deaf and m

em
ory books.

•
E

yeglass lenses and fram
es and contact lenses (except for the first pair of contact lenses for treatm

ent of keratoconus or post cataract surgery).
•

R
outine refractions, eye exercises and surgical treatm

ent for the correction of a refractive error, including radial keratotom
y.

•
Treatm

ent by acupuncture.
•

A
ll non-injectable prescription drugs, injectable prescription drugs that do not require P

hysician supervision and are typically considered self-adm
inistered 

drugs, nonprescription drugs, and investigational and experim
ental drugs, except as provided in this plan.

•
R

outine foot care, including the paring and rem
oving of corns and calluses or trim

m
ing of nails. H

ow
ever, services associated w

ith foot care for diabetes and 
peripheral vascular disease are covered w

hen M
edically N

ecessary.
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Exclusions
•

M
em

bership costs or fees associated w
ith health clubs, w

eight loss program
s and sm

oking cessation program
s.

•
G

enetic screening or pre-im
plantations genetic screening. G

eneral population-based genetic screening is a testing m
ethod perform

ed in the absence of any 
sym

ptom
s or any significant, proven risk factors for genetically linked inheritable disease.

•
D

ental im
plants for any condition.

•
Fees associated w

ith the collection or donation of blood or blood products, except for autologous donation in anticipation of scheduled services w
here in the 

utilization review
 P

hysician's opinion the likelihood of excess blood loss is such that transfusion is an expected adjunct to surgery.
•

B
lood adm

inistration for the purpose of general im
provem

ent in physical condition.
•

C
ost of biologicals that are im

m
unizations or m

edications for the purpose of travel, or to protect against occupational hazards and risks.
•

C
osm

etics, dietary supplem
ents and health and beauty aids.

•
A

ll nutritional supplem
ents and form

ulae except for infant form
ula needed for the treatm

ent of inborn errors of m
etabolism

.
•

M
edical treatm

ent for a person age 65 or older, w
ho is covered under this plan as a retiree, or their D

ependent, w
hen paym

ent is denied by the M
edicare 

plan because treatm
ent w

as received from
 a nonparticipating provider.

•
M

edical treatm
ent w

hen paym
ent is denied by a P

rim
ary P

lan because treatm
ent w

as received from
 a nonparticipating provider.

•
For or in connection w

ith an Injury or S
ickness arising out of, or in the course of, any em

ploym
ent for w

age or profit.
•

Telephone, e-m
ail, and Internet consultations or other services w

hich under norm
al circum

stances are expected to be provided through face-to-face clinical 
encounters, unless provided via an approved internet-based interm

ediary.
•

M
assage therapy.

These are only the highlights
This sum

m
ary outlines the highlights of your plan. For a com

plete list of both covered and not covered services, including benefits required by your state, see your 
em

ployer's insurance certificate or sum
m

ary plan description -- the official plan docum
ents. If there are any differences betw

een this sum
m

ary and the plan 
docum

ents, the inform
ation in the plan docum

ents takes precedence. This sum
m

ary provides additional inform
ation not provided in the S

um
m

ary of B
enefits and 

C
overage docum

ent required by the Federal G
overnm

ent.

"C
igna," the "Tree of Life" logo, "C

igna C
are N

etw
ork," "C

igna B
ehavioral H

ealth," "C
igna C

hoice Fund," "C
igna W

ell A
w

are for B
etter H

ealth" and "Y
our H

ealth First" 
are registered service m

arks, and "C
igna H

ealthcare," "C
igna P

harm
acy," "C

igna H
om

e D
elivery P

harm
acy," "C

igna W
ell Inform

ed," and "C
igna B

ehavioral 
A

dvantage" are service m
arks, of C

igna Intellectual P
roperty, Inc., licensed for use by C

igna C
orporation and its operating subsidiaries. A

ll products and services are 
provided by or through such operating subsidiaries and not by C

igna C
orporation. S

uch operating subsidiaries include C
onnecticut G

eneral Life Insurance C
om

pany 
(C

G
LIC

), C
igna H

ealth and Life Insurance C
om

pany (C
H

LIC
), C

igna B
ehavioral H

ealth, Inc., Tel-D
rug, Inc., Tel-D

rug of P
ennsylvania, L.L.C

. and H
M

O
 or service 

com
pany subsidiaries of C

igna H
ealth C

orporation and C
igna D

ental H
ealth, Inc. In A

rizona, H
M

O
 plans are offered by C

igna H
ealthC

are of A
rizona, Inc. In 

C
onnecticut, H

M
O

 plans are offered by C
igna H

ealthC
are of C

onnecticut, Inc. In N
orth C

arolina, H
M

O
 plans are offered by C

igna H
ealthC

are of N
orth C

arolina, Inc. 
In C

alifornia, H
M

O
 and N

etw
ork plans are offered by C

igna H
ealthC

are of C
alifornia, Inc. A

ll other m
edical plans in these states are insured or adm

inistered by 
C

G
LIC

 or C
H

LIC
. "C

igna H
om

e D
elivery P

harm
acy" refers to Tel-D

rug, Inc. and Tel-D
rug of P

ennsylvania, L.L.C
.


