
   

Small Group plan benefits
for businesses with  

2–50 employees



the doctor you want + the plan you want  =

Finding health care that fits the size of your company and 

your specific needs is as important as your bottom line. 

Welcome to tailored choice.
That’s why we offer all the choices you need to pick the plan 

that’s right for you and your employees*. Having one of these 

plans at the ready means that your coverage is there when 

it’s needed to ensure that you feel cared for—and confident 

in your decision.

* Coverage provided by Group Health Cooperative or Group Health Options, Inc.



Mix and match for a perfect fit.

We have an abundance of offerings for businesses with  

2 to 50 employees. This guide lists the different types 

of plans we offer and the different physician networks. 

You can pair any plan with any network, any way you 

like. For instance, you can pair a Balance plan with the 

Group Health Network, which then lets you access our 

array of award-winning doctors at any one of our 26 

medical centers. Or you can pair any Welcome plan with 

the Alliant Plus network, or any Compass plan with the 

Options network, and use our network or contracted 

service providers statewide. 

You’ll find a general description of the plans and the 

networks when you turn the page, with each plan’s 

benefit detail on the pages that follow. 

CHOICE



The Balance plans
These plans offer most outpatient services at a $30 copayment,  

with no deductible or coinsurance in-network, and most  

outpatient services at a $30 copayment out-of-network after  

the deductible is satisfied. The deductible and coinsurance  

apply to most other services. 

The Welcome plans
These plans have a unique design for in-network coverage.  

The first five office visits are covered with just a copayment. 

Deductible and coinsurance do not apply until the sixth office  

visit. Employees choose how they wish to use their visits: see a 

personal physician, a specialist, get maternity care, and more.

The Compass plans
These are traditional deductible, coinsurance, and copayment plans 

that provide lower premiums for employees, and higher cost shares 

when medical services are used.

HealthPays®  
Health Savings Accounts
These plans allow members to pair a qualified high-deductible 

health plan with a separate bank account in which employees can 

set aside pretax money to help pay for medical expenses. They can 

choose how to spend their health care dollars.

Plan perks
Our members have access to a host of services that are 

included with every one of our health plans, at no extra cost. 

They make getting care easy because health care should be 

available when you need it, which is usually when you least 

expect it.

MyGroupHealth for Members
Our member Web site, at www.ghc.org, is a powerful tool 

that lets our members access certain services at any time of 

the day or night.

•	 Securely e-mail your doctor*

•	 Access your online medical record, lab, and test results*

•	 Access your child’s online medical record (through age 12)*

•	 Make online appointment requests*

•	 Go online to get Rx refills, delivered with no shipping  

or handling fee

•	 See your benefit usage status—your deductible,  

out-of-pocket expenses, etc.

•	 Reference your health coverage documents

•	 Take your Health Profile—an online assessment and report

Tools you can use
We know everyone is different, so we provide a number of 

other ways for our members to access the care and coverage 

they need.

•	 Alternative care discounts

•	 Fitness club discounts through Globalfit®

•	 Free & Clear® Quit for Life™ tobacco cessation program

•	 Worldwide emergency coverage

•	 24-hour Consulting Nurse helpline

•	 Weight management program discounts

•	 Lifestyle Coaching—-a 24/7 telephonic service

* 	Services available when you receive care at a Group Health 

medical center

The Plan Suites



Keep in mind

In- and out-of network features are listed for all  

plan types. But out-of-network coverage is ONLY  

available if you pick either the Options network  

or the Alliant Plus network.

The Networks

group health
(offered by Group Health Cooperative)

options
(offered by Group Health Options, Inc.)

alliant plus
(offered by Group Health Options, Inc.)

network In-network: More than 1,0001 

Group Health doctors and  

clinicians, 26 Group Health  

medical centers, and nearly  

6,5001 contracted providers.

In-network: More than 1,0001  

Group Health doctors and clinicians, 

26 Group Health medical centers, and 

nearly 6,5001  contracted providers. 

Out-of-network: Coverage with any 

provider, including discounted rates 

within the First Choice Health Network 

with no balance billing.

In-network: More than 1,0001  

Group Health doctors and  

clinicians, 26 Group Health medical 

centers, and nearly 6,5001 contracted 

providers. Plus 8 Virginia Mason  

medical centers; and the 9 medical 

centers of The Everett Clinic. 

Out-of-network: Coverage with any 

provider, including discounted rates 

within the First Choice Health Network 

with no balance billing.

access to  

specialists

Self-refer to most specialists at  

Group Health medical centers.

Save more when you self-refer  

to specialists at Group Health  

medical centers.

Save more when you self-refer  

to specialists at Group Health  

medical centers, Virginia Mason,  

or The Everett Clinic

plan design Defined network Point-of-service Point-of-service

group health
(offered by Group Health Cooperative)

options
(offered by Group Health Options, Inc.)

alliant plus
(offered by Group Health Options, Inc.)

formulary nonformulary formulary nonformulary formulary nonformulary

prescription  

drugs  

(outpatient)

In-network:  

$10 generic 

$30 brand-name 

Mail order: $5  

discount per  

30-day supply

Out-of-network: 

Not applicable

Nonformulary 

benefit not  

available through 

the Group Health 

Cooperative 

network

In-network:  

$10 generic 

$30 brand-name

Out-of-network: 

$15 generic 

$35 brand-name

In-network:  

50% of drug cost

 

Out-of-network: 

50% of drug cost

In-network:  

$10 generic 

$30 brand-name

Out-of-network: 

$15 generic 

$35 brand-name

In-network:  

50% of drug cost

 

Out-of-network: 

50% of drug cost

Mail order: $5 discount per  

30-day supply

Mail order: $5 discount per  

30-day supply

1   Source: OIC Provider List Form A



The Balance plans

coverage

The Balance 250 Plan  The Balance 500 Plan

In-network Out-of-network In-network Out-of-network

Annual Deductible $250 per member or $750 per family $500 per member or $1,500 per family

Member Coinsurance 20% 20% 20% 20%

Out-of-pocket limit* $2,500 per member or $7,500 per family $3,000 per member or $9,000 per family

Benefits No Deductible
After deductible,  

member pays
No Deductible

After deductible,  
member pays

Office visits 
Including outpatient mental health† $30/visit $30/visit $30/visit $30/visit

Manipulative therapy
(Maximum 10 visits PCY)

$30/visit $30/visit $30/visit $30/visit

Naturopathy $30/visit  
(max. 3 visits PCY)

$30/visit $30/visit 
(max. 3 visits PCY)

$30/visit

Acupuncture
$30/visit 
(max. 8 visits PCY)

$30/visit
$30/visit 
(max. 8 visits PCY)

$30/visit

Maternity Care – Outpatient
Routine prenatal and postpartum care

$30/visit $30/visit $30/visit $30/visit

Rehabilitation services – outpatient
Physical, speech, occupational therapy
(maximum 60 visits PCY - combined)

$30/visit $30/visit $30/visit $30/visit

After deductible, member pays After deductible, member pays

Ambulance 20% 20% 20% 20%

Emergency care $100 + 20% $150 + 20% $100 + 20% $150 + 20%

Hospital services 20% 20% 20% 20%

Lab/X-ray services
First $500 covered in full, 
then coinsurance and 
deductible apply

20%
First $500 covered in full, 
then coinsurance and 
deductible apply

20%

Outpatient Surgery 20% 20% 20% 20%

Deductible does not apply Deductible does not apply

Prescription drugs – outpatient See Networks section for prescription benefits See Networks section for prescription benefits

Preventive care
For children and adults, including physicals and 
immunizations, as established in Group Health’s 
preventive care schedule.

$30/visit 
$30/visit 
Limit $300/ 
$600 PCY

$30/visit 
$30/visit 
Limit $300/ 
$600 PCY

Optional Benefits

Vision plans (choose one) $150 toward glasses or contacts every 24 months  /  $250 toward glasses or contacts every 24 months

  	 *	 Coinsurance and ER copays apply to annual out-of-pocket limit.
	 † 	Mental health outpatient limited to 12 visits PCY combined both in- and  

out-of-network. Effective July 1, 2010, visit limitations will be eliminated 
as groups renew.

Note: All footnotes apply to all plans. In-network services offered through the  
Group Health, Options, and Alliant Plus networks. Out-of-network services offered  
only through the Options and Alliant Plus networks. Family = individual plus one more. 
PCY = per calendar year. Carryover: There is no 4th quarter deductible carryover.

Coverage for all transplants, including all related services for follow-up care, is excluded  
until the member has been continually enrolled for six months. We will credit enrollment in prior 
creditable coverage to this wait period provided there is no more than a 90-day break between 
the prior creditable coverage termination date and the date of application for a new plan with 
Group Health OR there is no more than a 63-day break between termination dates of all previous 
plans. 63-day break is not applicable to Basic Health plans.

	This is a summary of benefits. The contents are not to be accepted or construed as a substitute  
for the terms of your coverage agreement. Other terms apply. Lifetime benefit maximum of  
$2 million applies to all plans. 



The Balance plans

coverage

The Balance 1000 Plan The Balance 2000 Plan 

In-network Out-of-network In-network Out-of-network

Annual Deductible $1,000 per member or $3,000 per family $2,000 per member or $6000 per family

Member Coinsurance 20% 20% 20% 20%

Out-of-pocket limit* $5,000 per member or $15,000 per family $5,000 per member or $15,000 per family

Benefits No Deductible
After deductible,  

member pays
No Deductible

After deductible,  
member pays

Office visits 
Including outpatient mental health† $30/visit $30/visit $30/visit $30/visit

Manipulative therapy
(Maximum 10 visits PCY)

$30/visit $30/visit $30/visit $30/visit

Naturopathy
$30/visit 
(max. 3 visits PCY)

$30/visit
$30/visit 
(max. 3 visits PCY)

$30/visit

Acupuncture
$30/visit 
(max. 8 visits PCY)

$30/visit
$30/visit 
(max. 8 visits PCY)

$30/visit

Maternity Care – Outpatient
Routine prenatal and postpartum care

$30/visit $30/visit $30/visit $30/visit

Rehabilitation services – outpatient
Physical, speech, occupational therapy
(maximum 60 visits PCY - combined)

$30/visit $30/visit $30/visit $30/visit

After deductible, member pays After deductible, member pays

Ambulance 20% 20% 20% 20%

Emergency care $100 + 20% $150 + 20% $100 + 20% $150 + 20%

Hospital services 20% 20% 20% 20%

Lab/X-ray services
First $500 covered in full, 
then coinsurance and 
deductible apply

20%
First $500 covered in full, 
then coinsurance and 
deductible apply

20%

Outpatient Surgery 20% 20% 20% 20%

Deductible does not apply Deductible does not apply

Prescription drugs – outpatient See Networks section for prescription benefits See Networks section for prescription benefits

Preventive care
For children and adults, including physicals and 
immunizations, as established in Group Health’s 
preventive care schedule.

$30/visit 
$30/visit 
Limit $300/ 
$600 PCY

$30/visit 
$30/visit 
Limit $300/ 
$600 PCY

Optional Benefits

Vision plans (choose one) $150 toward glasses or contacts every 24 months  /  $250 toward glasses or contacts every 24 months

  	 *	 Coinsurance and ER copays apply to annual out-of-pocket limit.
	 † 	Mental health outpatient limited to 12 visits PCY combined both in- and  

out-of-network. Effective July 1, 2010, visit limitations will be eliminated 
as groups renew.

Note: All footnotes apply to all plans. In-network services offered through the  
Group Health, Options, and Alliant Plus networks. Out-of-network services offered  
only through the Options and Alliant Plus networks. Family = individual plus one more. 
PCY = per calendar year. Carryover: There is no 4th quarter deductible carryover.

Coverage for all transplants, including all related services for follow-up care, is excluded  
until the member has been continually enrolled for six months. We will credit enrollment in prior 
creditable coverage to this wait period provided there is no more than a 90-day break between 
the prior creditable coverage termination date and the date of application for a new plan with 
Group Health OR there is no more than a 63-day break between termination dates of all previous 
plans. 63-day break is not applicable to Basic Health plans.

	This is a summary of benefits. The contents are not to be accepted or construed as a substitute  
for the terms of your coverage agreement. Other terms apply. Lifetime benefit maximum of  
$2 million applies to all plans. 



coverage

The Welcome 250 Plan The Welcome 500 Plan

In-network Out-of-network In-network Out-of-network

Annual Deductible $250 per member or $750 per family $500 per member or  $1,500 per family

Member Coinsurance 20% 20% 20% 20%

Out-of-pocket limit* $2,500 per member or $7,500 per family $3,000 per member or $9,000 per family

Benefits After deductible, member pays After deductible, member pays

Outpatient care

First five visits: You pay only your $20 copayment  
for in-network services. Your deductible and 
coinsurance don’t apply until after your 5th visit  
for services indicated by •
All cost shares apply to out-of-network services

First five visits: You pay only your $20 copayment  
for in-network services. Your deductible and 
coinsurance don’t apply until after your 5th visit  
for services indicated by •
All cost shares apply to out-of-network services

Office visits
Including outpatient surgery and  
outpatient mental health†

• $20 + 20% $20 + 20% • $20 + 20% $20 + 20%

Preventive care
For children and adults, including physicals and 
immunizations, as established in Group Health’s 
preventive care schedule. Covered as an office visit.

• $20 + 20%
$20 + 20% 
Limit $300 / $600 PCY • $20 + 20%

$20 + 20% 
Limit $300 / $600 PCY

Manipulative therapy
(Maximum 10 visits PCY) • $20 + 20% $20 + 20% • $20 + 20% $20 + 20%

Naturopathy • $20 + 20%
(max. 3 visits PCY)

$20 + 20% • $20 + 20%
(max. 3 visits PCY)

$20 + 20%

Acupuncture • $20 + 20%
(max. 8 visits PCY)

$20 + 20% • $20 + 20%
(max. 8 visits PCY)

$20 + 20%

Maternity care – outpatient
Routine prenatal and postpartum care • $20 + 20% $20 + 20% • $20 + 20% $20 + 20%

Rehabilitation services – outpatient
Physical, speech, occupational therapy
(maximum 60 visits PCY - combined)

•  $20 + 20% $20 + 20% •  $20 + 20% $20 + 20%

Lab/X-ray services
First $500 covered in  
full, then coinsurance 
and deductible apply

20%
First $500 covered in  
full, then coinsurance 
and deductible apply

20%

Ambulance 20% 20% 20% 20%

Emergency care $100+ 20% $150 + 20% $100+ 20% $150 + 20%

Hospital services
Including outpatient hospital surgery

20% 20% 20% 20%

Deductible does not apply Deductible does not apply

Prescription drugs – outpatient See Networks section for prescription benefits See Networks section for prescription benefits

Optional Benefits

Vision plans (choose one) $150 toward glasses or contacts every 24 months  /  $250 toward glasses or contacts every 24 months

  	 *	 Coinsurance and ER copays apply to annual out-of-pocket limit.
	 † 	Mental health outpatient limited to 12 visits PCY combined both in- and  

out-of-network. Effective July 1, 2010, visit limitations will be eliminated 
as groups renew.

Note: All footnotes apply to all plans. In-network services offered through the  
Group Health, Options, and Alliant Plus networks. Out-of-network services offered  
only through the Options and Alliant Plus networks. Family = individual plus one more. 
PCY = per calendar year. Carryover: There is no 4th quarter deductible carryover.

Coverage for all transplants, including all related services for follow-up care, is excluded  
until the member has been continually enrolled for six months. We will credit enrollment in prior 
creditable coverage to this wait period provided there is no more than a 90-day break between 
the prior creditable coverage termination date and the date of application for a new plan 
with Group Health OR there is no more than a 63-day break between termination dates of all 
previous plans. 63-day break is not applicable to Basic Health plans.

	This is a summary of benefits. The contents are not to be accepted or construed as a substitute 
for the terms of your coverage agreement. Other terms apply. Lifetime benefit maximum of  
$2 million applies to all plans. 

The Welcome plans



coverage

The Welcome 1000 plan the Welcome 2000 plan

In-network Out-of-network In-network Out-of-network

Annual Deductible $1,000 per member or $3,000 per family $2,000 per member or $6,000 per family

Member Coinsurance 20% 20% 20% 20%

Out-of-pocket limit* $5,000 per member or $15,000 per family $5,000 per member or $15,000 per family

Benefits After deductible, member pays After deductible, member pays

Outpatient care

First five visits: You pay only your $20 copayment  
for in-network services. Your deductible and 
coinsurance don’t apply until after your 5th visit  
for services indicated by •
All cost shares apply to out-of-network services

First five visits: You pay only your $20 copayment  
for in-network services. Your deductible and 
coinsurance don’t apply until after your 5th visit  
for services indicated by •
All cost shares apply to out-of-network services

Office visits
Including outpatient surgery and  
outpatient mental health†

• $20 + 20% $20 + 20% • $20 + 20% $20 + 20%

Preventive care
For children and adults, including physicals and 
immunizations, as established in Group Health’s 
preventive care schedule. Covered as an office visit.

• $20 + 20%
$20 + 20% 
Limit $300 / $600 PCY • $20 + 20%

$20 + 20% 
Limit $300 / $600 PCY

Manipulative therapy
(Maximum 10 visits PCY) • $20 + 20% $20 + 20% • $20 + 20% $20 + 20%

Naturopathy • $20 + 20%
(max. 3 visits PCY)

$20 + 20% • $20 + 20%
(max. 3 visits PCY)

$20 + 20%

Acupuncture • $20 + 20%
(max. 8 visits PCY)

$20 + 20% • $20 + 20%
(max. 8 visits PCY)

$20 + 20%

Maternity care – outpatient
Routine prenatal and postpartum care • $20 + 20% $20 + 20% • $20 + 20% $20 + 20%

Rehabilitation services – outpatient
Physical, speech, occupational therapy
(maximum 60 visits PCY - combined)

•  $20 + 20% $20 + 20% •  $20 + 20% $20 + 20%

Lab/X-ray services
First $500 covered in  
full, then coinsurance 
and deductible apply

20%
First $500 covered in  
full, then coinsurance 
and deductible apply

20%

Ambulance 20% 20% 20% 20%

Emergency care $100 + 20% $150 + 20% $100 + 20% $150 + 20%

Hospital services
Including outpatient hospital surgery

20% 20% 20% 20%

Deductible does not apply Deductible does not apply

Prescription drugs – outpatient See Networks section for prescription benefits See Networks section for prescription benefits

Optional Benefits

Vision plans (choose one) $150 toward glasses or contacts every 24 months  /  $250 toward glasses or contacts every 24 months

  	 *	 Coinsurance and ER copays apply to annual out-of-pocket limit.
	 † 	Mental health outpatient limited to 12 visits PCY combined both in- and  

out-of-network. Effective July 1, 2010, visit limitations will be eliminated 
as groups renew.

Note: All footnotes apply to all plans. In-network services offered through the  
Group Health, Options, and Alliant Plus networks. Out-of-network services offered  
only through the Options and Alliant Plus networks. Family = individual plus one more. 
PCY = per calendar year. Carryover: There is no 4th quarter deductible carryover.

Coverage for all transplants, including all related services for follow-up care, is excluded  
until the member has been continually enrolled for six months. We will credit enrollment in prior 
creditable coverage to this wait period provided there is no more than a 90-day break between 
the prior creditable coverage termination date and the date of application for a new plan 
with Group Health OR there is no more than a 63-day break between termination dates of all 
previous plans. 63-day break is not applicable to Basic Health plans.

	This is a summary of benefits. The contents are not to be accepted or construed as a substitute 
for the terms of your coverage agreement. Other terms apply. Lifetime benefit maximum of  
$2 million applies to all plans. 

The Welcome plans



COVERAGE

The Compass 500 Plan The Compass 1000 Plan The Compass 0/50% Plan

In-network Out-of Network In-network Out-of-network In-network Out-of-network

Annual Deductible $500 per member or $1,500 per family $1,000 per member or $3,000 per family $0 
$300 per member 
or $900 per family

Member Coinsurance 20% 30% 20% 30% 50% 50%

Out-of-pocket limit* $2,500 per member or $7,500 per family $4,000 per member or $12,000 per family $5,000 per member or $15,000 per family

Benefits After deductible, member pays After deductible, member pays After deductible, member pays

Office visits
Including outpatient surgery and 
outpatient mental health†

$20 + 20% $20 + 30% $20 + 20% $20 + 30% 50% 50%

Manipulative therapy
(Maximum 10 visits PCY)

$20 + 20% $20 + 30% $20 + 20% $20 + 30% 50% 50%

Naturopathy
$20 + 20%
(max. 3 visits PCY)

$20 + 30%
$20 + 20%
(max. 3 visits PCY)

$20 + 30%
50%
(max. 3 visits PCY)

50%

Acupuncture
$20 + 20%
(max. 8 visits PCY)

$20 + 30%
$20 + 20%
(max. 8 visits PCY)

$20 + 30%
50%
(max. 8 visits PCY)

50%

Maternity care – outpatient
Routine prenatal and postpartum care

$20 + 20% $20 + 30% $20 + 20% $20 + 30% 50% 50%

Rehabilitation services –  
outpatient
Physical, speech, occupational therapy
(maximum 60 visits PCY - combined)

$20 + 20% $20 + 30% $20 + 20% $20 + 30% 50% 50%

Lab/X-ray services 20% 30% 20% 30% 50% 50%

Ambulance 20% 30% 20% 30% 50% 50%

Emergency care $100 + 20% $150 + 20% $100 + 20% $150 + 20% 50% 50%

Hospital services
Including outpatient hospital surgery

20% 30% 20% 30% 50% 50%

Deductible does not apply Deductible does not apply Deductible does not apply

Prescription drugs – outpatient
See Networks section for  

prescription benefits
See Networks section for  

prescription benefits
See Networks section for  

prescription benefits

Preventive care
For children and adults, including physicals 
and immunizations, as established in 
Group Health’s preventive care schedule. 

$20 + 20%
$20 + 30% 
Limit $300 / $600 
PCY

$20 + 20%
$20 + 30% 
Limit $300 / $600 
PCY

50%
50% 
Limit $300 / $600 
PCY

Optional Benefits

Vision plans (choose one) $150 toward glasses or contacts every 24 months   /   $250 toward glasses or contacts every 24 months

  	 *	 Coinsurance and ER copays apply to annual out-of-pocket limit.
	 † 	Mental health outpatient limited to 12 visits PCY combined both in- and  

out-of-network. Effective July 1, 2010, visit limitations will be eliminated 
as groups renew.

Note: All footnotes apply to all plans. In-network services offered through the  
Group Health, Options, and Alliant Plus networks. Out-of-network services offered  
only through the Options and Alliant Plus networks. Family = individual plus one more.  
PCY = per calendar year. Carryover: There is no 4th quarter deductible carryover.

Coverage for all transplants, including all related services for follow-up care, is excluded  
until the member has been continually enrolled for six months. We will credit enrollment in prior 
creditable coverage to this wait period provided there is no more than a 90-day break between 
the prior creditable coverage termination date and the date of application for a new plan with 
Group Health OR there is no more than a 63-day break between termination dates of all previous 
plans. 63-day break is not applicable to Basic Health plans.

	This is a summary of benefits. The contents are not to be accepted or construed as a substitute 
for the terms of your coverage agreement. Other terms apply. Lifetime benefit maximum of  
$2 million applies to all plans. 

The Compass plans



	

COVERAGE

HealthPays® 1500 HealthPays® 2500

In-network Out-of-network In-network Out-of-network

Annual Deductible $1,500 per member or $3,000 per family $2,500 per member or $5,000 per family

Member Coinsurance 20% 30% 20% 30%

Out-of-pocket limit* $5,100 per member or $10,200 per family $5,100 per member or $10,200 per family

Benefits After deductible, member pays After deductible, member pays

Office visits
Including outpatient surgery and  
outpatient mental health†

20% 30% 20% 30%

Manipulative therapy**
(Maximum 10 visits PCY)

20% 30% 20% 30%

Naturopathy
20%**
(max. 3 visits PCY)

30%
20%**
(max. 3 visits PCY)

30%

Acupuncture
20%**
(max. 8 visits PCY)

30%
20%**
(max. 8 visits PCY)

30%

Maternity care – outpatient
Routine prenatal and postpartum care

20% 30% 20% 30%

Rehabilitation services –  
outpatient**
Physical, speech, occupational therapy
(maximum 60 visits PCY - combined)

20% 30% 20% 30%

Lab/X-ray services 20% 30% 20% 30%

Ambulance 20% 30% 20% 30%

Emergency care 20% 20% 20% 20%

Hospital services 20% 30% 20% 30%

Outpatient Surgery 20% 30% 20% 30%

Prescription drugs – outpatient See Networks section for prescription benefits See Networks section for prescription benefits

Deductible does not apply Deductible does not apply

Preventive care
For children and adults, including physicals 
and immunizations, as established in  
Group Health’s preventive care schedule.

20%
30% 
Limit $300 / $600 PCY

20%
30% 
Limit $300 / $600 PCY

  	 *	 Deductible, coinsurance and prescription drug cost shares apply to annual  
out-of-pocket limit.

 	 **	 Limitations on number of visits apply.
	 † 	Mental health outpatient limited to 12 visits PCY combined both in- and  

out-of-network. Effective July 1, 2010, visit limitations will be eliminated 
as groups renew.

Note: All footnotes apply to all plans. In-network services offered through the  
Group Health, Options and Alliant Plus networks. Out-of-network coverage offered  
only through the Options, and Alliant Plus networks. Family = individual plus one more.  
PCY = per calendar year. Carryover: There is no 4th quarter deductible carryover.

Coverage for all transplants, including all related services for follow-up care, is excluded  
until the member has been continually enrolled for six months. We will credit enrollment in 
prior creditable coverage to this wait period provided there is no more than a 90-day break 
between the prior creditable coverage termination date and the date of application for a new 
plan with Group Health OR there is no more than a 63-day break between termination dates 
of all previous plans. 63-day break is not applicable to Basic Health plans.

	This is a summary of benefits. The contents are not to be accepted or construed as a substitute 
for the terms of your coverage agreement. Other terms apply. Lifetime benefit maximum of  
$2 million applies to all plans. 

The HealthPays Plans
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