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Benefit Highlights A

Porky Products, Inc.
Plan Office Visit Deductible
Copayment In-Network Qut-of-Network
T 3
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Maximum Out-oi-Pocket®

g
In-Networ| Qut-of-Network
Coinsurance 100% 0%
Maximums
Benefit Period Untimited Unlimited
Lifetime Unlimited Uniimited
HOSPITAL/FACILITY SERVICES In-Network Qut-of-Network
Hospital Services Copay
Inpatient (per adinission) $300 $300
Inpatient Services
Room & Board 100% T)% afier deductible
Semi-Private Room
Intensive Care & Other Hospital Services
Organ Transplants (incledes ABMT) 100% 70% after deductible
Qutpaticnt Services
Hospita! Services (opemting room, blood admisistration,
general nursing, therapy/ diaguostic services, #1¢.) 100% 70% afer deductible
Pre-Admission Testing 100% 70% after deductible
100% after $50 copay
Medical Emergency/Accidental Injury {350 copay applies fo facility charges)
Ambulatory Surgical Center 100% after $100 copay T0% after deductible
Surgery in Hospital Qutpatient Department 100% after $100 copay T0% after deductible
Skilied Nugsing Facility 100% up to 100 days 0% after deductible up to 6C days
Home Health Care 100% 10% after deductible up to 100 visits
Haospice Care (Eligibility requires a confinued diagnosis of terminal iinoss 130% 70% after deductible
with 2 life expectancy of 6 mosths or less) Unlimited lifetime maximum
PHYSICIAN SERVICES In-Network Qut-of-Network
Inpatient Services
Medical Care (including frations) 100% T0% after deductibic
Surgical Services (including assistant surgeon and anesthesia) 100% 70% after deductible
Diagnostic/Therapy Services 100% 10% after deductible
"O“t?f"paticn t/Out-of-Hospital Services
Office Visits (including related diagnostic/therapy services)
when medically necessary 100% after $15/30 copay T0% after deductibie
Medical and Surgical Care Gncluding related diagnostic/therapy services) 100% after $15/30 copay 70% after deductible
Diagnostic X-ray and Lab i00% 70% after deductible
Allergy Testing, Treatment & Injections $00%** T0% after deductible
100% after $15/30 copay 70% after deductible
Maternity Care {Copay applies to 1st visit only)
100%** ‘10% after deductibie
Infertility (incluges in-vitro fenilization per NJ Mandate) 4 egg retrievals per Hfetime
Preventive Care 100% afier $15/30 copay 70% (no deductibie)

Well Child Care (through age 19)

Child Enmunizations/Lead Testing (per NJ Mandate)**
Annual Routine Physicals (beginning at age 20)
Annual Prostate Screening (men age 40 and over)*
Annuat Routine Gyn Exam & Pap (per NI Mandate)
Mammography Mandate (per NI Mandatey**

One baseline between ages 35 and 39. 1 per beneiit period age 4C and older***

Shott Term Therapies: Physical, Speech,
Queupational, Respiratory/Inbalation
(Limit of 3 modalities per visit - out of network only}

100% after $15/30 copay T0% afier deductible
$1,000 Ind./$2,000 Family max for each therapy
30 visit maximum per benefit period

‘Therapeutic Manipulations

100% after $15/30 copay 70% after deductibie

30 visit maximum per benefit period

Dhabetic Education

100% after $15/30 copay 70% agter deductible
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OTHER SERVICES In-Network Qut-of-Network
Ambulance (Groend Transport & Air Transport) 100% 70% afler deductible
Bariairic Surgery Not Covered Not Covered
Diabetic Supplies 100% T0% afler deductible
100% T0% after deductible
Durable Medical Equipment Combined $5000 maximum (ne maximum on prosthetics)
100% T0% after deductible

Physical Rehabilitation Facility Inpatient Services

Limited to 60 days per benefit period

Prescription Drugs

Covered under freestanding program

] 160% 70% after deductible
Private Duty Nursing Limited to 30 visits per benefit period {8-hour shifts)

Routine Vision Exan: (Limited to 1 per benefit period, if covered) 100% after $15/30 copay 70% after deductible

Vision Hardware $50 in a 2 calencar year period
MENTAL HEALTH/SUBSTANCE ABUSE' In-Network Out-of-Network
100% T0% after deductible
45 days per benefit period 30 days per benefit period
Inpatient Services 90 days per lifetime 90 days per lifetime
100% after $15/30 copay 70% after deductible

25 visits per benefit period 25 visits per benefit period

Qutpatient Services Unlimited per [ifetime Uniimited per lifetime
100% after $15/30 copay T0% after deductible
Group Therapy 3 sessions = 1 outpatient visit
100% T0% after deductible
Partial Hospitalization 45 days per benefit period
COST MANAGEMENT In-Network Out-oi-Network
Catastrophic Case Management Covered Covered

Covered under freestanding program

Network Physician's Responsibility In State
Member Responsibility Qut of State

Member Responsibility

Pre-Admission Review 20% reduction for noncompliance

ELIGIBILITY
Chitdren are covered to the end of the calendar year in which they tum age 19. Full-time students are covered until the end of the calendar year in which they reach age 23 or untii
the end of the month during which their full-time student status ends. Handicapped dependents are covered beyond the child removal age, if the handicap occurred prior (o the child
removal age. Under certain conditions, coverage may be extended for gualified dependents up to age 30, Dependent children are inelipible for Maternity/Obstetrical Benefits.

In-Network - Horizon BCBSNJ's pays for eligible expenses when services are obtained from one of the providers in our Managed Care Network. Horizon BCBSNJ reimburses both Primary Care
physicians and Specialists at the applicable allowance and the member witl not be responsibie for any balance bill. Direct Access provides the highest level of benefits for in-network services and the
member does not have to file caims. If this is a split copay program, the lower copayment applies to office services for the following providers: General Practice, Family Practice, Internal Medicine,
Pediatricians and all short term therapies. The higher copayment applies 10 all other provider types, including OB/GYNs. No reforrals are required.

Out-of-Netwerk - FHorizon BCBSNJ's payment for eligible services that are not obtained from one of the providers in our Managed Care Network. The member may se¢ any physician if hefshe is
willing to pay a greater share of the costs. Non-network services are refmbursed at the 80th HIAA schedule and providers may balance bili up to their charges. An annual deductible and a coinsurance
applies to &ll eligible medical and most supplemental services. Once the member reaches the out-of-pocket maximum, the Plan pays 100% of the appropriate allowance for eligible services for the rest
of the year. The member is responsible for complying with alf utilization review and cost containment programs,

Pre-Existing Condition Fxclusion

Employees and Dependents who have continuous coverage under the prior group contract and/ or other previous health coverage, with no break in coverage of 63 days or more, wilk not be subject to
the pre-existing condition exclusion. Ifthe exclusion applies, for the first twelve months after an eligible person's enrollment under the contract, no benefits wili be provided for services incident to,
resulting from, or relating to any disease, injury or condition, which was treated or diagnosed by a health care professional within the six month period prior to enroliment for that persen. Note, this
dees not apply to children who enroll within 30 days of birtk or adoption.

This swmmary Mghilghts the major features of your health benefit program. It is not a contract and some limitations and exclusions may apply. Payment of benefits is subject solefy 1o the terms of
the contract. Please refer to your booklet for more information.

! Al Mental Health/Substance Abuse Care Services must be coordinated through the Horizon BCBSN)/iMagellan Behavioral Health Program. Alcoholism and Biologically Based Mental IHnesses
will be paid as any cther medical conditfon pursuant to the N state mandates.

*The Out-of-Pocket Maximum is combined in and out of network and is combined for Hospital/Facility, Professional and Suppiemental services. All copayments, deductibles and coibsurance
count fowards the Qut-of-Pocket maximum.

**Copay will apply when an office visit procedure code is billed separately.
*More frequeat mammograms are covered if under age 40 with a family history of breast cancer or other breast cancer risk factors.

Services and products provided through Horizon Healtheare of New Jersey or Horizon Blue Cross Blue Shicld of New Jersey, Each of which is an independent licensee of the Biue Cross and Blue Shield Association.
® Registered marks of the Blue Cross and Blue Shieid Asscciation.

& and SM Registered and service marks of Horizon Blue Cross Blue Shicld of New Jersey.

© 2006 Horizon Blue Cross Blue Shield of New Jersey

Three Penn Plaza Bast, Newark, New Jersey 07103

www, HorizonBlue.com
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