
2016-2017 SCHEDULE OF BENEFITS 

RP-1617 

BENEFIT  COVERAGE BENEFIT AMOUNT 

  In-Network Provider Benefit Out-of-Network Provider Benefit 

Hospital Room & Board Benefit 
100% of the Preferred Allowance, subject to a 
$100 copay 

80% of the Semi-Private Room Rate,  
subject to a $100 deductible 

Intensive Care/Cardiac Care Unit 
Benefit 

100% of the Preferred Allowance 80% of URC 

Hospital Miscellaneous Expense 
Benefit 

100% of the Preferred Allowance 80% of URC 

Surgeon (In or Outpatient) Benefits 100% of the Preferred Allowance 80% of URC 

Pre-Admission Testing Benefit 100% of the Preferred Allowance 80% of URC 

Anesthesia Benefit 100% of the Preferred Allowance 80% of URC 

Day Surgery Miscellaneous Benefit 
100% of the Preferred Allowance, subject to a 
$100 copay 

80% of URC, subject to a $100 deductible 

Diagnostic X-Ray and Lab Benefit 100% of the Preferred Allowance 80% of URC 

Ambulance Benefit 100% of the Preferred Allowance 100% of Actual Charges 

Physician Visit Benefit (Inpatient) 100% of the Preferred Allowance 80% of URC 

Physician Visit Benefit (Outpatient) 
100% of the Preferred Allowance, subject to a 
$20 copay 

80% of URC, subject to a $20 deductible 

Consultant Physician Benefit 100% of the Preferred Allowance 80% of URC 

Radiation/Chemotherapy Benefit 100% of the Preferred Allowance 80% of URC 

Emergency Room Benefit 
100% of the Preferred Allowance, subject to a 
$100 copay 

100% of URC, subject to a $100 deductible 

Wellness Medical Benefit 
100% of the Preferred Allowance, subject to a 
$20 copay 

80% of URC, subject to a $20 deductible 

Maternity and Pre-Natal Care  
Expense Benefit (Conception must 
occur while covered under the Policy) 

Covered as any other Sickness Covered as any other Sickness 

Home Country Benefit (Up to a maxi-
mum of 90 days of approved vacation 
per 12 months of coverage) 

Covered as any other Sickness Covered as any other Sickness 

Per Injury or Sickness Maximum Per Person   $2,000,000 
 
Deductible Per Plan Participant Per Network Provider:  $0 
Injury or Sickness: Non-Network Provider:  $0 
   
Initial Treatment Period: 365 Days from the date of Injury or Sickness 
 
Out-of-Pocket Maximum Per Plan Participant $2,500 
Per Plan Term: 



2016-2017 SCHEDULE OF BENEFITS 

BENEFIT  COVERAGE BENEFIT AMOUNT BENEFIT AMOUNT 

  In-Network Provider Benefit Out-of-Network Provider Benefit 

MENTAL & NERVOUS  
CONDITIONS EXPENSE BENEFIT 

  
 

  

In-Patient Expense Covered as any other Sickness Covered as any other Sickness 

Out-Patient Expense 
100% of the Preferred Allowance, subject to 
a $20 copay 

80% of URC, subject to a $20 deductible 

ALCOHOL & DRUG ABUSE  
EXPENSE BENEFIT 

    

In-Patient Expense Covered as any other Sickness Covered as any other Sickness 

Out-Patient Expense 
100% of the Preferred Allowance, subject to 
a $20 copay 

80% of URC, subject to a $20 deductible 

Elective/Therapeutic Termination 
of Pregnancy Benefit (Conception 
must occur while covered under the 
Policy) 

Covered as any other Sickness Covered as any other Sickness 

Emergency Dental Expense  
Benefit 

100% of the Preferred Allowance, up to $500 
maximum benefit, subject to a $20 copay 

80% of URC, up to $500 maximum benefit, 
subject to a $20 deductible 

Palliative Dental 
100% of the Preferred Allowance up to $500 
maximum benefit, subject to a $20 copay 

80% of URC, up to $500 maximum benefit, 
subject to a $20 deductible 

Physiotherapy Expense Benefit - 
Inpatient 

100% of the Preferred Allowance 80% of URC 

Physiotherapy Expense Benefit – 
Outpatient, limited to one visit per 
day 

100% of the Preferred Allowance, to a  
maximum of  12 visits per policy year, sub-
ject to a $20 copay per visit 

80% of URC, to a maximum of  12 visits per 
policy year, subject to a $20 deductible per 
visit 

Chiropractic Care 
100% of the Preferred Allowance, to a  
maximum of  12 visits per policy year, sub-
ject to a $20 copay per visit 

80% of URC, to a maximum of  12 visits per 
policy year, subject to a $20 deductible per 
visit 

Acupuncture Treatment 
100% of the Preferred Allowance, to a  
maximum of  12 visits per policy year, sub-
ject to a $20 copay per visit 

80% of URC, to a maximum of  12 visits per 
policy year, subject to a $20 deductible per 
visit 

Durable Medical Equipment  
Expense Benefit 

100% of the Preferred Allowance 100% of URC 

Athletic Sports Activity Benefit 
(No benefits for Intercollegiate, In-
terscholastic, Professional or Semi-
professional sports) 

100% of Preferred Allowance 80% of URC 

OUTPATIENT PRESCRIPTION 
DRUG EXPENSE BENEFIT 

  

Covered Percentage 50% of Actual Charges 50% of Actual Charges 

Contraceptive Drugs & Devices 
(copays and deductibles do not 
apply) 

100% of Preferred Allowance 100% of URC 

RP-1617 

In-patient prescription drugs are covered at 100% while confined. 



2016-2017 GENERAL EXCLUSIONS 

RP-1617 

The Plan Document does not cover any loss resulting from any of the following unless otherwise covered under the Plan Document by 

Additional Benefits: 

1. War or any act of war, declared or undeclared; 

2. An Accident which occurs while the Plan Participant is on Active Duty Service in any Armed Forces, National Guard, military, naval or 

air service or organized reserve corps; 

3. Injury sustained while in the service of the armed forces of any country.  When the Plan Participant enters the armed forces of any 

country, We will refund the unearned pro rata premium upon request; 

4. Voluntary, active participation in a riot or insurrection; 

5. Medical expenses resulting from a motor vehicle accident in excess of that which is payable under any other valid and collectible in-

surance; 

6. Organ transplants; 

7. Commission or attempt to commit an assault or felony, or that occurs while being engaged in an illegal occupation; 

8. Charges that are not Medically Necessary; 

9. Expenses incurred, in excess of 90 days on an approved vacation term, for treatment while in Your Home Country; 

10. Services or treatment rendered by an Immediate Family member of the Plan Participant; 

11. Injuries paid under Workers’ Compensation, Employer’s liability laws or similar occupational benefits or while engaging in an occupa-

tion for monetary gain from sources other than the Participating Organization; 

12. Expense incurred for treatment of temporomandibular joint (TMJ) disorders or craniomandibular joint dysfunction and associated 

myofacial pain; 

13. Dental care or treatment other than care of teeth and gums required on account of Injury resulting from an Accident while the Plan 

Participant is covered under the Plan Document, and rendered within 6 months of the Accident; 

14. Eyeglasses, contact lenses, hearing aids, orthodontic braces, appliances, or examinations or prescriptions therefore; 

15. Practice or play in any intercollegiate, professional or semiprofessional sports contest or competition; 

16. Rest cures or custodial care; 

17. Elective or Cosmetic surgery and Elective Treatment or treatment for congenital anomalies (except as specifically provided), except 
for reconstructive surgery on a diseased or injured part of the body (Correction of a deviated nasal septum is considered cosmetic 

surgery unless it results from a covered Injury or Sickness); 

18. Pre-existing conditions; however a Pre-Existing condition will be covered after the Plan Participant has been continuously insured for 3 

months under the same insurance plan.  Any gap in coverage will require a new waiting period for pre-existing conditions. 

19. Travel or flight in or on any vehicle for aerial navigation, including boarding or alighting from: 

a) While riding as a passenger in any Aircraft not intended or licensed for the transportation of passengers; or 

Except as a fare paying passenger on a regularly scheduled commercial airline. 
 
20.  Transgender/sexual reassignment services, including but not limited to: therapy, hormone therapy, surgeries. 


