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SUMMARY OF MATERIAL MODIFICATION # 1 

Cedarbridge Financial Services Employee Medical Plan Summary Plan Document 
 

The Plan Sponsor Cedarbridge Financial Services, as the settlor of the Plan, amends Cedarbridge 

Financial Services Employee Medical Plan Summary Plan Description (SPD). This Summary 

supplements the SPD previously provided to you. You should retain this document with your copy of 

the SPD.  

This is a Summary of Material Modifications (SMM) as required by the Employee Retirement Income 

Security Act of 1974, as amended, (ERISA). This SMM summarizes recent changes to the Cedarbridge 

Financial Services Employee Medical Plan (the “Plan”).  It describes benefit and administrative changes 

affecting the information contained in your Summary Plan Description (SPD).  Please read this 

information carefully; and keep it with your SPD for future reference.   

The changes described in this SMM are effective as of January 1, 2025,  and continue in force until 

amended. These changes in no way effect any other term or condition stated in your SPD unless that 

specific term is mentioned below. 

1. In the Table of Contents the following “Appendix C: Outpatient and Home Dialysis Benefit 

Guide” shall be deleted in its entirety including all addendums. 

2. The last paragraph in the definition “Maximum Allowable Charge” shall be deleted in its 

entirety: 

Notwithstanding the foregoing, the definition of “Maximum Allowable Charge” does not apply in 

respect of the Outpatient and Home Dialysis benefit, which shall be governed by the Outpatient and 

Home Dialysis Benefit Guide (Appendix E). For sake of clarity, the definition of “Usual and 

Reasonable Charge,” as described in the Outpatient and Home Dialysis Benefit Guide, applies 

exclusively to the Outpatient and Home Dialysis benefit and not any other benefit 

3. The last paragraph in the definition “Usual & Customary (U&C)” shall be deleted in its 

entirety: 

Notwithstanding the foregoing, the definition of “Usual and customary” does not apply in respect 

of the Outpatient and Home Dialysis benefit, which shall be governed by the Outpatient and Home 

Dialysis Benefit Guide (Appendix E). For sake of clarity, the definition of “Usual and Reasonable 

Charge,” described in the Outpatient and Home Dialysis Benefit Guide, applies exclusively to the 

Outpatient and Home Dialysis benefit and not any other benefit. 

4. The last paragraph in the definition “Reasonable and/or Reasonableness,” shall be deleted in 

its entirety:  

Notwithstanding the foregoing, the definition of “Reasonable and/or Reasonableness” does not 

apply in respect of the Outpatient and Home Dialysis benefit, which shall be governed by the 

Outpatient and Home Dialysis Benefit Guide (Appendix E) For sake of clarity, the definition of 

“Usual and Reasonable Charge” described in the Outpatient and Home Dialysis Benefit Guide, 

applies exclusively to the Outpatient and Home Dialysis Benefit and not any other benefit. 

5. Medical Benefits: “Dialysis” will be deleted in its entirety and replaced with the following:  

Dialysis. For Dialysis treatment, including Hemodialysis, and Peritoneal dialysis covered in all 

settings, home, office, and facilities. 
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Signature and Acceptance  

The Plan Sponsor, Cedarbridge Financial Services, as the settlor of the Plan hereby adopts the foregoing 

changes to the SPD effective as of the earliest date set forth above.  

 

Signed: __________________________________ 

 

Name: ____________________________________ 

 

Title: _Payroll & Employee Benefits____________  

 

Date: ____11/08/2024__________________________ 

 

 

 

 

 

 

 

Eli Serebrowski
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SUMMARY OF MATERIAL MODIFICATION # 2 

Cedarbridge Financial Services Employee Medical Plan Summary Plan Document 
 

The Plan Sponsor Cedarbridge Financial Services, as the settlor of the Plan, amends Cedarbridge 

Financial Services Employee Medical Plan Summary Plan Description (SPD). This Summary 

supplements the SPD previously provided to you. You should retain this document with your copy of 

the SPD.  

This is a Summary of Material Modifications (SMM) as required by the Employee Retirement Income 

Security Act of 1974, as amended, (ERISA). This SMM summarizes recent changes to the Cedarbridge 

Financial Services Employee Medical Plan (the “Plan”). It describes benefit and administrative changes 

affecting the information contained in your Summary Plan Description (SPD). Please read this 

information carefully; and keep it with your SPD for future reference.  

The changes described in this SMM are effective as of January 1, 2026,  and continue in force until 

amended. These changes in no way effect any other term or condition stated in your SPD unless that 

specific term is mentioned below. 

1. In the Section “Eligibility For Coverage” on page 40 of the Summary Plan Description above 

Reinstatement of Coverage the following paragraph shall be added: 

Spouses eligible for coverage under another group plan (as long as the other group plan meets the 

ACA’s minimum value requirements) are not eligible for coverage under the Plan, except in the case 

of spouses who must wait to enroll during an open or special enrollment period of the other group 

plan. Such spouses may continue their coverage under the Plan until they are able to enroll in the 

other group plan at the time of an open or special enrollment period. 

 

 

 

 

 

Signature and Acceptance  

The Plan Sponsor, Cedarbridge Financial Services, as the settlor of the Plan hereby adopts the foregoing 

changes to the SPD effective as of the earliest date set forth above.  

Signed: __________________________________ 

Name: ____________________________________ 

Title: _____________________________________ 

Date: ______________________________________ 

 

 

 

Eli Serebrowski

Payroll & Employee Benefits

12.24.2025
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SUMMARY OF MATERIAL MODIFICATION #3 
for the Cedarbridge Financial Services Employee Medical Plan 

Plan Document & Summary Plan Description 
 

The Plan Sponsor Cedarbridge Financial Services, as the settler of the Plan, amends Cedarbridge 
Financial Services Employee Medical Plan Plan Document and Summary Plan Description (SPD). 
This Summary supplements the SPD previously provided to you. You should retain this document 
with your copy of the SPD.  

This is a Summary of Material Modifications (SMM) as required by the Employee Retirement 
Income Security Act of 1974, as amended, (ERISA). This SMM summarizes recent changes to 
the Cedarbridge Financial Services Employee Medical Plan Plan Document and Summary Plan 
Description (the “Plan”).  It describes benefit and administrative changes affecting the information 
contained in your SPD.  Please read this information carefully; and keep it with your SPD for future 
reference.   

The changes described in this SMM are effective as of January 1, 2026 and continue in force until 
amended. These changes in no way affect any other term or condition stated in your SPD unless 
that specific term is mentioned below. 

 

1. Utilization Review Manager, under General Plan Information, beginning on page 4 will 

be replaced with:   

Utilization Review Manager: Leading Edge Administrators 
Phone: 1-877-630-9550 

 

2. CLAIM PROCEDURES; PAYMENT OF CLAIMS, Appeal of Adverse Benefit 

Determinations, page 79, item 1, will be deleted in it  entirety and replaced with:  

1. A 365-day  timeframe following receipt of a notification of an initial Adverse Benefit 
Determination within which to appeal the determination. The Plan will not accept appeals 
filed after a 365-day timeframe. 

 

3. CLAIM PROCEDURES; PAYMENT OF CLAIMS, Requirements for First Level Appeal, 

page 80, paragraph 1, will be deleted in its entirety and replaced with:  

The Claimant must file an appeal regarding a Post-service Claim and applicable Adverse 
Benefit Determination, in writing within 365 days following receipt of the notice of an Adverse 
Benefit Determination.  
 

4. MEDICAL BENEFITS, Medical Exclusions, beginning on page 128, will now include the 

following:  

Orphan Disease. Charges for or related to Orphan Disease treatment. Orphan Disease 
means a condition that affects fewer than 200,000 people nationwide. This includes diseases 
as familiar as cystic fibrosis, Lou Gehrig's disease, and Tourette's syndrome, and as unfamiliar 
as Hamburger disease, Job syndrome, and acromegaly, or "gigantism". 
 



   

 

 

Orphan Drug. Charges for or related to Orphan Drug(s). Orphan Drug(s) means a 
pharmaceutical agent that has been developed specifically to treat an Orphan Disease or 
other rare medical condition, and for purposes of this definition, the drug must be found on 
the FDA Orphan Drug Designation and Approvals listing, which can generally be found here. 
https://www.accessdata.fda.gov/scripts/opdlisting/oopd/    
 

5. UTILIZATION MANAGEMENT, Pre-Certification Procedures and Contact Information, 

paragraph 1, page 135, will be deleted in its entirety and replaced with:  

The Utilization Management Service is simple and easy for Participants to use. Whenever a 
Participant is advised that services requiring Pre-Certification are needed, it is the Participant’s 
responsibility to call the pre-certification department at its toll-free number, which is 1-877-
630-9550. The review process will continue, as outlined below, until the completion of the 
treatment plan and/or the Participant’s discharge from the Hospital.  
 

 
6. UTILIZATION MANAGEMENT, Pre-Certification Penalty, page 136, will be deleted in its 

entirety and replaced with: 
 
The program requires the support and cooperation of each Participant and their Providers. 

Participants and Providers must follow the instructions set forth by the Plan. If a Provider fails 

to receive pre-certification for any services listed in the provision entitled “Services that 

Require Pre-Certification”, allowed charges will be reduced by 50% when contractually 

allowed.  

NOTE: If a Participant’s admission or service is determined to not be Medically Necessary, 
he or she may pursue an appeal by following the provisions described in the Claims 
Procedures; Payment of Claims section of this document. The Participant and Provider will 
be informed of any denial or non-certification in writing. 
 
 

7. UTILIZATION MANAGEMENT, Retrospective Review, page 136, will be deleted in its 
entirety and replaced with: 
 
The Plan allows a review of the Medical Necessity of the health care services provided on an 
Emergency basis, after they have been provided. Leading Edge Administrators agrees to 
allow Anthem providers to send Medical Records and/or Clinical documentation directly to 
Leading Edge Administrators to request the retroactive authorizations for the below 
scenarios:   

Physical Therapy, Occupational Therapy, and Speech Therapy can be requested 

within 72 hours of the original date of service.  

All other services that are listed as requiring a prior authorization where the Provider or Facility 
has failed to obtain an authorization has 180 days from date of service to submit a request 
for a retroactive authorization.  
 
 

8. APPENDIX E: SUMMARY OF BENEFITS HIGH PLAN, APPENDIX F: SUMMARY OF 
BENEFITS LOW PLAN, shall be deleted in their entirety and replaced with:   
  

 

 

https://www.accessdata.fda.gov/scripts/opdlisting/oopd/


 
Cedarbridge Financial Services 

Employee Benefit Summary – High SPP Plan (Plan D) 
Network: National (BlueCard PPO) Network 

Effective Date: 01/01/2026 

 

 

Benefit   In-Network Out-Of-Network 

Plan Deductible  
Individual: $1,750 
Family: $3,500 

Not Covered 

Any Other Deductible  N/A N/A 

Deductible – Accumulation Embedded  N/A 

Deductible – INN and OON 
integration 

N/A – Out of Network Benefits 

Member Coinsurance 20% N/A 

Out of Pocket Maximum  
Individual: $5,500 
Family: $11,000 

N/A 

Out of Pocket – Accumulation Embedded  N/A 

Out of Pocket – INN and OON 
integration 

N/A – No Out of Network Benefits 

Annual Benefit Maximum Unlimited N/A 

Benefit Period  Calendar Year 1/1 - 12/31    

Savings Plus Plan benefit payment pricing of 150% of the Medicare Allowable rate applies to the following In-
Network services: All in-patient and out-patient facility services; All in-patient professional and ancillary services; 
Surgical services – in a hospital in-patient and out-patient setting; Surgical services – in an ambulatory or free-standing 
surgical facility setting; All emergency services; Ambulance services - air, ground, and water; High cost diagnostic 
services, imaging, sleep management studies, and genetic services; dialysis/hemodialysis – all settings, all services; 
Infusion services – all settings, all services. 
If an Out-Of-Network provider is used for these services, with the exception of Emergency Medical services 
and Emergency Transportation, plan payment will be based on 120% of the Medicare allowable rate. 

Preventive Medical Services 

Benefit In-Network Out-Of-Network 

Primary Care Physician:   
Adult Routine Physical - 1 visit per plan year. 

No Charge (Deductible Waived) Not Covered 

Pediatrician - Well Child Care:  
Up to age 2 - 9 visits per plan year  
Age 2 – 2 visits per plan year 
Age 3 and more – 1 visit per plan year 

No Charge (Deductible Waived) Not Covered 

Children Eye Exam No Charge (Deductible Waived) Not Covered 

Gynecological - Adult Routine Physical - 1 visit per plan 
year. 

No Charge (Deductible Waived) Not Covered 

Maternity (ACA Required Prenatal /Postnatal 
Testing/Services only) 

No Charge (Deductible Waived) Not Covered 

Routine Immunizations (Child & Adult) No Charge (Deductible Waived) Not Covered 

Flu Shot (Routine) No Charge (Deductible Waived) Not Covered 

X-Rays and Lab tests (Routine) No Charge (Deductible Waived) Not Covered 

Mammography (Routine) – 1 per plan year; Age 40 and 
more 

No Charge (Deductible Waived) Not Covered 

Pap-smear (Routine) – 1 per plan year No Charge (Deductible Waived) Not Covered 

Prostate Cancer Screening PSA (Routine) - 1 per plan year No Charge (Deductible Waived) Not Covered 

APPENDIX E



 
Cedarbridge Financial Services 

Employee Benefit Summary – High SPP Plan (Plan D) 
Network: National (BlueCard PPO) Network 

Effective Date: 01/01/2026 

 

 

Colon Cancer Screening (Routine) - age 45-75 
Colonoscopy – 1 in 10 years  
Sigmoidoscopy – 1 in 3 years 

No Charge 
(Deductible Waived) 

Not Covered 

Non-Preventive Medical Services 

Benefit In-Network Out-Of-Network 

Primary Care Physician Visits  
Professional Non-
Facility based Services:  
$15 Copay  

Facility based Services: 
$15 Copay 
Savings Plus Plan Benefit 

Not Covered 

Specialist Physician Visits 
Professional Non-
Facility based Services: 
$50 Copay  

Facility based Services: 
$50 Copay  
Savings Plus Plan Benefit 

Not Covered 

Maternity Professional:  
Hospital Stay Subject to Hospital 
Copay. Maternity Care for Dependent 
Children are not covered. 

Professional Non-
Facility based Services: 
$15 Copay per visit  

Facility based Services: 
20% Coinsurance after 
Deductible  
Savings Plus Plan Benefit 

Not Covered 

Chiropractic Care – Limited to 25 
visits per Calendar Year 

Office/Outpatient Settings: $50 Copay  Not Covered 

Non-Preventive Lab and Radiology 

Benefit In-Network Out-Of-Network 

Lab and Pathology 
Office Setting or 
Independent Lab:  
No Charge 

Facility based Services: 
20% Coinsurance after 
Deductible 
Savings Plus Plan Benefit 

Not Covered 

X-Rays / Radiology  
Office Setting or 
Independent Lab: 
$50 Copay 

Facility based Services: 
20% Coinsurance after 
Deductible 
Savings Plus Plan Benefit 

Not Covered 

MRI / MRA; CT / CTA / PET Scan; 
Genetic testing and counseling 
beyond ACA mandated is not 
covered.  

Office Setting or 
Independent Lab: 
20% Coinsurance after 
Deductible 

Facility based Services: 
20% Coinsurance after 
Deductible 
Savings Plus Plan Benefit 

Not Covered 

Sleep Studies / Sleep Management 
Services. Sleep Studies in the home 
are covered. 

Office, Independent 
Lab, or Home Setting: 
$50 Copay 
Savings Plus Plan Benefit 

Facility based Services: 
20% Coinsurance after 
Deductible 
Savings Plus Plan Benefit 

Not Covered 

Inpatient Services 

Benefit In-Network Out-Of-Network 

Pre-Surgical / Pre-Admission Testing 
20% Coinsurance after Deductible 
Savings Plus Plan Benefit 

Not Covered 

Hospital Stay: Includes Room and 
Board; Drugs and Medication; 
Anesthesia and ICU; Maternity Stay, 
Inpatient Lab. Newborn not under 
mother for well newborn. 
Preauthorization is required.  

20% Coinsurance after Deductible 
Savings Plus Plan Benefit 

Not Covered 

Inpatient Physician Services  
20% Coinsurance after Deductible 
Savings Plus Plan Benefit 

Not Covered 



 
Cedarbridge Financial Services 

Employee Benefit Summary – High SPP Plan (Plan D) 
Network: National (BlueCard PPO) Network 

Effective Date: 01/01/2026 

 

 

Inpatient Maternity Professional. 
Maternity Care for Dependent 
Children is not covered. 

20% Coinsurance after Deductible 
Savings Plus Plan Benefit 

Not Covered 

Anesthesia 
20% Coinsurance after Deductible 
Savings Plus Plan Benefit 

Not Covered 

Inpatient Surgery- Surgeon/ Assistant 
Surgeon Charges 

20% Coinsurance after Deductible 
Savings Plus Plan Benefit 

Not Covered 

Inpatient Behavioral / Mental Health & 
Chemical/Substance / Alcohol Abuse  

20% Coinsurance after Deductible 
Savings Plus Plan Benefit 

Not Covered 

Inpatient Detoxification 
Preauthorization is required 

20% Coinsurance after Deductible 
Savings Plus Plan Benefit 

Not Covered 

Inpatient Physical Medical Rehab  
20% Coinsurance after Deductible 
Savings Plus Plan Benefit 

Not Covered 

Skilled Nursing Facility - Limited to 60 
days per Calendar year. Required to 
follow IP Hospital stay of 3 days.  

20% Coinsurance after Deductible 
Savings Plus Plan Benefit 

Not Covered 

Outpatient Services 

Benefit In-Network Out-Of-Network 

Second Opinion – Surgical  

Professional Non-
Facility based 
Services: 
$15 Copay Non-
Specialist 
$50 Copay Specialist 

Facility based Services: 
$15 Copay Non-Specialist 
$50 Copay Specialist 

Savings Plus Plan Benefit 

Not Covered 

Outpatient Surgery Facility 
Preauthorization is required.  

20% Coinsurance after Deductible 
Savings Plus Plan Benefit 

Not Covered 

Outpatient Surgery -Physician / 
Surgeon / Assistant Surgeon 

20% Coinsurance after Deductible 
Savings Plus Plan Benefit 

Not Covered 

Anesthesia  
(including Office setting) 

20% Coinsurance after Deductible 
Savings Plus Plan Benefit 

Not Covered 

Home Health Care - 
Patient required to be homebound. 
Home Health Aides are covered. 

$50 Copay  Not Covered 

Hospice – Facility and/or Home Limited 
to 210 days per lifetime.  
Precertification Required. 

20% Coinsurance after Deductible 
Savings Plus Plan Benefit 

Not Covered 



 
Cedarbridge Financial Services 

Employee Benefit Summary – High SPP Plan (Plan D) 
Network: National (BlueCard PPO) Network 

Effective Date: 01/01/2026 

 

 

Behavioral/Mental Health & Chemical 
/ Substance or Alcohol Abuse: 
Medication Management, Psych 
testing,   Eating disorders and 
Bereavement counseling are  
covered. Partial Hospitalization and 
Intensive Outpatient Therapy are 
covered. Methadone clinics and 
Halfway Homes are not covered. 

Office Professional & 
Outpatient Institutional: 
$15 Copay  

IOP/PHP Services: 
20% Coinsurance after 
Deductible 
Savings Plus Plan Benefit 

Not Covered 

Therapy Services  

Benefit In-Network Out-Of-Network 

ABA Therapy: Autism Spectrum 
disorder and Developmental delays 
are covered. 

Professional Non-
Facility based Services: 
$15 Copay 

Facility based Services: 
$15 Copay 
Savings Plus Plan Benefit 

Not Covered 

Cardiac Rehabilitation  
Professional Non-
Facility based Services: 
$50 Copay  

Facility based Services: 
$50 Copay  
Savings Plus Plan Benefit 

Not Covered 

Chemotherapy – Provider may buy 
and bill. Excludes Orphan Drugs.  

Professional Non-
Facility based Services: 
$50 Copay  

Facility based Services: 
$50 Copay  
Savings Plus Plan Benefit 

Not Covered 

Dialysis / Hemodialysis  
Home Dialysis is covered. 

All Settings including Home Setting: $50 Copay  
Savings Plus Plan Benefit 

Not Covered 

Gene/Cellular Therapy  Not Covered Not Covered 

Home Infusion – Visits count toward 
the Home Health Care visit limit of 60 
per Calendar Year. – Provider may 
buy and bill. Excludes Orphan Drugs. 

20% Coinsurance after Deductible 
Savings Plus Plan Benefit 

Not Covered 

Home visits – Professional (not part 
of Home Health visits/ Home Health 
Aid Services) 

$15 Copay / per visit Non-Specialist 
$50 Copay / per visit Specialist 

Not Covered 

Infusion Therapy: – Provider may buy 
and bill. Excludes Orphan Drugs. 

20% Coinsurance after Deductible 
Savings Plus Plan Benefit 

Not Covered 

Occupational Therapy - Limited to 30 
visits per Calendar Year, visit limits 
are followed with ASD diagnosis. 
Developmental delays are  covered. 
Combined Institutional /Professional.  

Professional Non-
Facility based Services: 
$50 Copay  

Facility based Services: 
$50 Copay  
Savings Plus Plan Benefit 

Not Covered 

Orthoptic / Pleoptic Therapy  Not Covered Not Covered 

Physical Therapy - Limited to 30 visits 
per Calendar Year, visit limits are 
followed with ASD diagnosis. 
Developmental delays are  covered. 
Combined Institutional /Professional. 

Professional Non-
Facility based Services: 
$50 Copay  

Facility based Services: 
$50 Copay  
Savings Plus Plan Benefit 

Not Covered 

Pulmonary/Respiratory Therapy - 
Limited to 30 visits per Calendar year. 

Professional Non-
Facility based Services: 
$50 Copay  

Facility based Services: 
$50 Copay  
Savings Plus Plan Benefit 

Not Covered 

Radiation Therapy  
Professional Non-
Facility based Services: 
$50 Copay  

Facility based Services: 
$50 Copay  
Savings Plus Plan Benefit 

Not Covered 



 
Cedarbridge Financial Services 

Employee Benefit Summary – High SPP Plan (Plan D) 
Network: National (BlueCard PPO) Network 

Effective Date: 01/01/2026 

 

 

Speech Therapy -  Limited to 30 visits 
per Calendar Year, visit limits are 
followed with ASD diagnosis. 
Developmental delays are covered. 
Combined Institutional /Professional. 

Professional Non-
Facility based Services: 
$50 Copay  

Facility based Services: 
$50 Copay  
Savings Plus Plan Benefit 

Not Covered 

Emergency Services 

Benefit In-Network & Out-Of-Network 

Emergency Care – ER Copay is 
waived if admitted.  

$500 Copay  
Savings Plus Plan Benefit 

Urgent Care   $75 Copay Not Covered 

Emergency Medical Transportation: 
Ground, and Air Ambulance are 
covered.  

$500 Copay 
Savings Plus Plan Benefit 

Other Services 

Benefit In-Network Out-Of-Network 

Abortion  - Elective & Therapeutic.  
Maternity Care for Dependent 
Children are not covered. 

Professional Non-
Facility based Services: 
20% Coinsurance after 
Deductible 

Facility based Services: 
20% Coinsurance after 
Deductible 
Savings Plus Plan Benefit 

Not Covered 

Acupuncture 
Professional Non-
Facility based Services: 
$50 Copay  

Facility based Services: 
$50 Copay  
Savings Plus Plan Benefit 

Not Covered 

Allergy Services / Allergy Injections 
Professional Non-
Facility based Services: 
$50 Copay  

Facility based Services: 
$50 Copay  
Savings Plus Plan Benefit 

Not Covered 

Allergy Testing  
Professional Non-
Facility based Services: 
$50 Copay  

Facility based Services: 
$50 Copay  
Savings Plus Plan Benefit 

Not Covered 

Alternative Medicine Not Covered  Not Covered 

Ambulance Service – Non 
Emergency Transport 

Not Covered  Not Covered 

Bariatric Surgery  Not Covered Not Covered 

Biofeedback Not Covered Not Covered 

Blood Processing / Blood Storage 
Includes autologous donation 

Professional Non-
Facility based Services: 
No Charge  

Facility based Services: 
No Charge 
Savings Plus Plan Benefit 

Not Covered 

Dental – Accident to sound teeth only. 
Treatment must be started within 12 
months of injury. Routine Dental is 
excluded.  

Office/Outpatient Settings: $50 Copay Not Covered 

Durable Medical Equipment (Includes 
Diabetic Supplies) – includes repairs, 
and rentals.  
ACA Breast Pumps are covered at 
100% All others at standard cost 
share. 

20% Coinsurance after Deductible Not Covered 

Foot Care (routine)  Not Covered Not Covered 



 
Cedarbridge Financial Services 

Employee Benefit Summary – High SPP Plan (Plan D) 
Network: National (BlueCard PPO) Network 

Effective Date: 01/01/2026 

 

 

Hearing Aids (exams, fittings, and 
device)  ACA mandated Hearing 
exams are covered at 100% under 
PPACA.  

Not Covered Not Covered 

Hearing Exams – non routine   
ACA mandated Hearing exams are 
covered at 100% under PPACA. 

Professional Non-
Facility based Services: 
$15 Copay  Non-
Specialist 
$50 Copay  Specialist 

Facility based Services: 
$15 Copay Non-Specialist 
$50 Copay Specialist 
Savings Plus Plan Benefit 

Not Covered 

Immunization – (non-routine) 
Vaccinations for travel are excluded 

Professional Non-
Facility based Services: 
$15 Copay  Non-
Specialist 
$50 Copay  Specialist 

Facility based Services: 
$15 Copay Non-Specialist 
$50 Copay Specialist 
Savings Plus Plan Benefit 

Not Covered 

Infertility Services - Basic Testing 
Only  

Professional Non-
Facility based Services: 
$50 Copay  

Facility based Services: 
$50 Copay  
Savings Plus Plan Benefit 

Not Covered 

Infertility Services – Comprehensive 
(AI) & Advanced (ZIFT/GIFT/IVF)  

Not Covered Not Covered 

Injections – Provider may buy and bill. 
Excludes Orphan Drugs. 

Professional Non-
Facility based Services: 
$15 Copay  Non-
Specialist 
$50 Copay  Specialist 

Facility based Services: 
$15 Copay Non-Specialist 
$50 Copay Specialist 
Savings Plus Plan Benefit 

Not Covered 

Medical Nutrition Therapy Not Covered Not Covered 

Medical Nutrition Products; Enteral 
feeding supplies, formulae and all 
infant formulae are not covered. 

Not Covered Not Covered 

Medical & Diabetic Supplies 20% Coinsurance after Deductible Not Covered 

Nutritional Counseling – Diabetic 
Professional Non-
Facility based Services: 
$15 Copay   

Facility based Services: 
$15 Copay  
Savings Plus Plan Benefit 

Not Covered 

Nutritional Counseling – Nondiabetics  
Professional Non-
Facility based Services: 
$15 Copay   

Facility based Services: 
$15 Copay  
Savings Plus Plan Benefit 

Not Covered 

Online visits - Telephone 
consultations are excluded  

$15 Copay  Non-Specialist 
$50 Copay Specialist 

Not Covered 

Onsite Clinics  Not Covered Not Covered 

Oral Surgery – Includes removal of 
impacted wisdom teeth. Dental 
anesthesia is covered if related to 
payable oral surgery. 

Professional Non-
Facility based Services: 
$50 Copay  

Facility based Services: 
$50 Copay  
Savings Plus Plan Benefit 

Not Covered 

Orthotics and Prosthetic Devices – 
Diabetic shoes, Orthopedic shoes, 
and arch supports are excluded. 

20% Coinsurance after Deductible Not Covered 

Private Duty Nursing  Not Covered Not Covered 

Respite Care Not Covered Not Covered 



 
Cedarbridge Financial Services 

Employee Benefit Summary – High SPP Plan (Plan D) 
Network: National (BlueCard PPO) Network 

Effective Date: 01/01/2026 

 

 

Retail Health Clinics  
$15 Copay / per visit Non-Specialist 
$50 Copay / per visit Specialist 

Not Covered 

Sterilization – Men are covered. 
Woman are covered 100% per ACA. 

Professional Non-
Facility based Services: 
20% Coinsurance after 
Deductible 

Facility based Services: 
20% Coinsurance after 
Deductible 
Savings Plus Plan Benefit 

Not Covered 

Sterilization Reversals Not Covered Not Covered 

TMJ Treatment Non-surgical: 
Appliances are excluded 

Professional Non-
Facility based Services: 
$50 Copay  

Facility based Services: 
$50 Copay  
Savings Plus Plan Benefit 

Not Covered 

TMJ Surgical Treatment 

Professional Non-
Facility based Services: 
20% Coinsurance after 
Deductible 

Facility based Services: 
20% Coinsurance after 
Deductible 
Savings Plus Plan Benefit 

Not Covered 

Vision Exams (Routine) and 
Hardware  

Not Covered Not Covered 

Vision surgery – Cataract and 
Glaucoma: (includes initial frames, 
lenses or contact following cataract 
surgery)  

Professional Non-
Facility based Services: 
20% Coinsurance after 
Deductible 

Facility based Services: 
20% Coinsurance after 
Deductible 
Savings Plus Plan Benefit 

Not Covered 

Wigs – limited to 1 per benefit period 
with a maximum of $3,000 post 
Chemotherapy or Radiation. 

Professional Non-
Facility based Services: 
20% Coinsurance after 
Deductible 

Facility based Services: 
20% Coinsurance after 
Deductible 
Savings Plus Plan Benefit 

Not Covered 

Transplant Services  
Center of Excellence Locations Only  

Benefit In-Network Out-Of-Network 

Live Donor Health Services  20% Coinsurance after Deductible Not Covered 

Bone Marrow Donor Search  20% Coinsurance after Deductible Not Covered 

Organ Transplant – Facility  20% Coinsurance after Deductible Not Covered 

Organ Transplant – Physician & 
anesthesiologist  

20% Coinsurance after Deductible Not Covered 

Travel and lodging for Organ 
Transplant  

Not Covered  

Prescription Drug Benefits  
Carelon Rx or 1-833-271-2374 www.carelonrx.com 

Generic (Tier 1) 
No cost for Preventive Rx Drugs 
30 day supply: $10 Copay 
Mail Order up to 90 day supply: $20 Copay 

Not Covered 

Preferred (Tier 2) 
30 day supply: $50 Copay 
Mail Order up to 90 day supply: $100 Copay 

Not Covered 

Non-Limited/Non-Preferred  
(Tier 3) 

30 day supply:  
50% Coinsurance (Plan Deductible waived) 
Mail Order up to 90 day supply: 
50% Coinsurance (Plan Deductible waived) 

Not Covered 

http://carelon/
http://www.carelonrx.com/


 
Cedarbridge Financial Services 

Employee Benefit Summary – High SPP Plan (Plan D) 
Network: National (BlueCard PPO) Network 

Effective Date: 01/01/2026 

 

 

Specialty (Tier 4) Not Covered Not Covered 

 
 

 

Preauthorization
Leading Edge Administrators 1-877-630-9550

The following services require Preauthorization, or benefit will be reduced  to  50% of the allowed. 

Inpatient Services: Outpatient Services Other Services: 

Cervical Spine Surgery Cartilage Transplant Knee Bone Stimulator 

Computer Navigation for Orthopedic 
Surgery 

Cervical Spine Surgery Cardio/External Defibrillator 

Elective Admissions Cochlear Implant Cooling Devices 

Emergency Admissions 
Computer Navigation for Orthopedic 
Surgery 

CPAP/BIPAP 

Hospice Lumbar Spine Surgery Electric Scooters 

Lumbar Spine Surgery 
Mandibular/Maxillary Surgery 
(Orthognathic) 

Infusion Pumps 

Rehabilitation Facility Admissions Mastectomy for Gynecomastia Insulin Pumps 

Sacroiliac Joint Fusion Nasal Septoplasty Limb Prosthetics 

Skilled Nursing Facility Admissions Reduction Mammoplasty Myoelectric prosthetics 

Transplants Rhinoplasty Neuromuscular Stimulators 

 Sacroiliac Joint Fusion TENS Unit 

 Sclerotherapy (Lower Extremities) Wheelchairs  

Managed Care Services: 
Sleep Apnea Surgery - LAUP/UPPP, 
Nasal, and Uvulopalatoplasty 

Wound Vacs 

Inpatient BH/SA 
Botulinum Toxin – Review for Migraine 
Use Only 

 

Electric Convulsive Therapy (ECT) Home Health Services  

Intensive Outpatient Therapy Home Hospice  

Partial Hospitalization (PHO) 
Hyperbaric Oxygen Therapy 
(Systemic/Topical) 

 

Residential Care (RTC)  Coronary CT Angiography (CCTA)  

Psychological testing Coronary MRA  

Genetic Counseling Cardiac MRI  

 MRA of the Head and/or Neck  

 MRI of the Brain  

 
MRI of the Spine – Cervical, Thoracic, 
Lumbar, Sacral 

 

 PET Scan  

 Physical/Occupational/Speech Therapy  
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Exclusions 
In addition to exclusions listed in the document, the following services are  

excluded from coverage under the Plan 

Acupuncture Hearing Aids (exams, device, fitting, repairs) 

Advanced and Comprehensive Infertility Services Long-Term Care 

Alternative Medicine/homeopathy Massage Therapy 

Aquatic Therapy Maternity Care for dependent children  

Arch supports (supportive shoe inserts) Methadone Clinics 

Bariatric Surgery  Non-Emergency Care outside the U.S. 

Biofeedback Non-Emergency Care in ER Setting 

Cosmetic Surgery (exclusion does not apply to breast 
reconstruction post-mastectomy) 

Orphan Drugs 

Custodial Care Orthopedic Shoes/ orthopedic inserts – Non-diabetic 

Dental Care (Routine) Adult and Child except ACA 
allowed 

Respite Care 

Erectile Dysfunction  Routine Eye Care (Adult) and Child except ACA allowed 

Foot Care - Routine Self-Inflicted unless result of medical condition 

Gene and Cellular Therapy TMJ Appliances 

Growth Hormone Therapy Vision Exams and Hardware 

Halfway house/home – non-healthcare residential facility Weight Loss Programs 
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Benefit   In-Network Out-Of-Network 

Plan Deductible  
Individual: $2,500 
Family: $5,000 

Not Covered 

Any Other Deductible  N/A N/A 

Deductible – Accumulation Embedded  N/A 

Deductible – INN and OON 
integration 

N/A – No Out of Network Benefits 

Member Coinsurance 30% N/A 

Out of Pocket Maximum  
Individual: $7,500 
Family: $15,000 

N/A 

Out of Pocket – Accumulation Embedded  N/A 

Out of Pocket – INN and OON 
integration 

N/A – No Out of Network Benefits 

Annual Benefit Maximum Unlimited N/A 

Benefit Period  Calendar Year 1/1 - 12/31 

Savings Plus Plan benefit payment pricing of 150% of the Medicare Allowable rate applies to the following In-
Network services: All in-patient and out-patient facility services; All in-patient professional and ancillary services; 
Surgical services – in a hospital in-patient and out-patient setting; Surgical services – in an ambulatory or free-standing 
surgical facility setting; All emergency services; Ambulance services - air, ground, and water; High cost diagnostic 
services, imaging, sleep management studies, and genetic services; dialysis/hemodialysis – all settings, all services; 
Infusion services – all settings, all services. 
If an Out-Of-Network provider is used for these services, with the exception of Emergency Medical services 
and Emergency Transportation, plan payment will be based on 120% of the Medicare allowable rate. 

Preventive Medical Services 

Benefit In-Network Out-Of-Network 

Primary Care Physician:   
Adult Routine Physical - 1 visit per plan year. 

No Charge (Deductible Waived) Not Covered 

Pediatrician - Well Child Care:  
Up to age 2 - 9 visits per plan year  
Age 2 – 2 visits per plan year 
Age 3 and more – 1 visit per plan year 

No Charge (Deductible Waived) Not Covered 

Children Eye Exam No Charge (Deductible Waived) Not Covered 

Gynecological - Adult Routine Physical - 1 visit per plan 
year. 

No Charge (Deductible Waived) Not Covered 

Maternity (ACA Required Prenatal /Postnatal 
Testing/Services only) 

No Charge (Deductible Waived) Not Covered 

Routine Immunizations (Child & Adult) No Charge (Deductible Waived) Not Covered 

Flu Shot (Routine) No Charge (Deductible Waived) Not Covered 

X-Rays and Lab tests (Routine) No Charge (Deductible Waived) Not Covered 

Mammography (Routine) – 1 per plan year; Age 40 and 
more 

No Charge (Deductible Waived) Not Covered 

Pap-smear (Routine) – 1 per plan year No Charge (Deductible Waived) Not Covered 

Prostate Cancer Screening PSA (Routine) - 1 per plan year No Charge (Deductible Waived) Not Covered 

APPENDIX F
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Colon Cancer Screening (Routine) - age 45-75 
Colonoscopy – 1 in 10 years  
Sigmoidoscopy – 1 in 3 years 

No Charge (Deductible Waived) Not Covered 

Non-Preventive Medical Services 

Benefit In-Network Out-Of-Network 

Primary Care Physician Visits  
Professional Non-Facility 
based Services:  
$25 Copay  

Facility based Services: 
$25 Copay 
Savings Plus Plan Benefit 

Not Covered 

Specialist Physician Visits 
Professional Non-Facility 
based Services: 
$60 Copay  

Facility based Services: 
$60 Copay  
Savings Plus Plan Benefit 

Not Covered 

Maternity Professional:  
Hospital Stay Subject to Hospital 
Copay. Maternity Care for 
Dependent Children are not 
covered. 

Professional Non-Facility 
based Services: 
$25 Copay per visit  

Facility based Services: 
30% Coinsurance after 
Deductible  
Savings Plus Plan Benefit 

Not Covered 

Chiropractic Care – Limited to 25 
visits per Calendar Year 

Office/Outpatient Settings: $60 Copay  Not Covered 

Non-Preventive Lab and Radiology 

Benefit In-Network Out-Of-Network 

Lab and Pathology 
Office Setting or 
Independent Lab:  
No Charge 

Facility based Services: 
30% Coinsurance after 
Deductible 
Savings Plus Plan Benefit 

Not Covered 

X-Rays / Radiology  
Office Setting or 
Independent Lab: 
$50 Copay 

Facility based Services: 
30% Coinsurance after 
Deductible 
Savings Plus Plan Benefit 

Not Covered 

MRI / MRA; CT / CTA / PET Scan; 
Genetic testing and counseling 
beyond ACA mandated is not 
covered.  

Office Setting or 
Independent Lab: 
30% Coinsurance after 
Deductible 

Facility based Services: 
30% Coinsurance after 
Deductible 
Savings Plus Plan Benefit 

Not Covered 

Sleep Studies/Sleep Management 
Services; Sleep Studies in the 
home are covered. 

Office, Independent Lab, 
or Home Setting: 
$50 Copay 
Savings Plus Plan Benefit 

Facility based Services: 
30% Coinsurance after 
Deductible 
Savings Plus Plan Benefit 

Not Covered 

Inpatient Services 

Benefit In-Network Out-Of-Network 

Pre-Surgical / Pre-Admission 
Testing 

30% Coinsurance after Deductible 
Savings Plus Plan Benefit 

Not Covered 

Hospital Stay: Includes Room and 
Board; Drugs and Medication; 
Anesthesia and ICU; Maternity 
Stay, Inpatient Lab. Newborn not 
under mother for well newborn. 
Preauthorization is required.  

30% Coinsurance after Deductible 
Savings Plus Plan Benefit 

Not Covered 

Inpatient Physician Services  
30% Coinsurance after Deductible 
Savings Plus Plan Benefit 

Not Covered 
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Inpatient Maternity Professional. 
Maternity Care for Dependent 
Children is not covered. 

30% Coinsurance after Deductible 
Savings Plus Plan Benefit 

Not Covered 

Anesthesia 
30% Coinsurance after Deductible 
Savings Plus Plan Benefit 

Not Covered 

Inpatient Surgery- Surgeon/ 
Assistant Surgeon Charges 

30% Coinsurance after Deductible 
Savings Plus Plan Benefit 

Not Covered 

Inpatient Behavioral / Mental 
Health & Chemical/Substance / 
Alcohol Abuse  

30% Coinsurance after Deductible 
Savings Plus Plan Benefit 

Not Covered 

Inpatient Detoxification 
Preauthorization is required 

30% Coinsurance after Deductible 
Savings Plus Plan Benefit 

Not Covered 

Inpatient Physical Medical Rehab  
30% Coinsurance after Deductible 
Savings Plus Plan Benefit 

Not Covered 

Skilled Nursing Facility - Limited to 
60 days per Calendar year. 
Required to follow IP Hospital stay 
of 3 days.  

30% Coinsurance after Deductible 
Savings Plus Plan Benefit 

Not Covered 

Outpatient Services 

Benefit In-Network Out-Of-Network 

Second Opinion – Surgical  

Professional Non-Facility 
based Services: 
$25 Copay Non-Specialist 
$60 Copay Specialist 

Facility based Services: 
$25 Copay Non-Specialist 
$60 Copay Specialist 
Savings Plus Plan Benefit 

Not Covered 

Outpatient Surgery Facility 
Preauthorization is required.  

30% Coinsurance after Deductible 
Savings Plus Plan Benefit 

Not Covered 

Outpatient Surgery -Physician / 
Surgeon / Assistant Surgeon 

30% Coinsurance after Deductible 
Savings Plus Plan Benefit 

Not Covered 

Anesthesia  
(including Office setting) 

30% Coinsurance after Deductible 
Savings Plus Plan Benefit 

Not Covered 

Home Health Care - 
Patient required to be homebound. 
Home Health Aides are covered. 

$60 Copay  Not Covered 

Hospice – Facility and/or Home 
Limited to 210 days per lifetime.  
Precertification Required. 

30% Coinsurance after Deductible 
Savings Plus Plan Benefit 

Not Covered 

Behavioral/Mental Health & 
Chemical / Substance or Alcohol 
Abuse: Medication Management, 
Psych testing, eating disorders 
and Bereavement counseling are 
covered. Partial Hospitalization 
and Intensive Outpatient Therapy 
are covered. Methadone clinics 
and Halfway Homes are not 
covered. 

Office Professional & 
Outpatient Institutional: 
$25 Copay  

IOP/PHP Services: 
30% Coinsurance after 
Deductible 
Savings Plus Plan Benefit 

Not Covered 
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Therapy Services  

Benefit In-Network Out-Of-Network 

ABA Therapy: Autism Spectrum 
disorder and Developmental 
delays are covered. 

Office Professional & 
Outpatient Institutional: 
$25 Copay 

Facility based Services: 
$25 Copay 
Savings Plus Plan Benefit 

Not Covered 

Cardiac Rehabilitation  
Professional Non-Facility 
based Services: 
$60 Copay  

Facility based Services: 
$60 Copay  
Savings Plus Plan Benefit 

Not Covered 

Chemotherapy– Provider may buy 
and bill. Excludes Orphan Drugs. 

Professional Non-Facility 
based Services: 
$60 Copay  

Facility based Services: 
$60 Copay  
Savings Plus Plan Benefit 

Not Covered 

Dialysis / Hemodialysis  
Home Dialysis is covered. 

All Settings including Home Setting: $60 Copay  
Savings Plus Plan Benefit 

Not Covered 

Gene/Cellular Therapy  Not Covered Not Covered 

Home Infusion – Visits count 
toward the Home Health Care visit 
limit of 60 per Calendar Year.  
Provider may buy and bill. 
Excludes Orphan Drugs. 

30% Coinsurance after Deductible 
Savings Plus Plan Benefit 

Not Covered 

Home visits – Professional (not 
part of Home Health visits/ Home 
Health Aid Services) 

$25 Copay / per visit Non-Specialist 
$60 Copay / per visit Specialist 

Not Covered 

Infusion Therapy– Provider may 
buy and bill. Excludes Orphan 
Drugs. 

 30% Coinsurance after Deductible 
Savings Plus Plan Benefit  

Not Covered 

Occupational Therapy - Limited to 
30 visits per Calendar Year, visit 
limits are followed with ASD 
diagnosis. Developmental delays 
are covered. Combined 
Institutional /Professional.  

Professional Non-Facility 
based Services: 
$60 Copay  

Facility based Services: 
$60 Copay  
Savings Plus Plan Benefit 

Not Covered 

Orthoptic / Pleoptic Therapy  Not Covered Not Covered 

Physical Therapy - Limited to 30 
visits per Calendar Year, visit limits 
are followed with ASD diagnosis. 
Developmental delays are 
covered. Combined Institutional 
/Professional. 

Professional Non-Facility 
based Services: 
$60 Copay  

Facility based Services: 
$60 Copay  
Savings Plus Plan Benefit 

Not Covered 

Pulmonary/Respiratory Therapy - 
Limited to 30 visits per Calendar 
year. 

Professional Non-Facility 
based Services: 
$60 Copay  

Facility based Services: 
$60 Copay  
Savings Plus Plan Benefit 

Not Covered 

Radiation Therapy  
Professional Non-Facility 
based Services: 
$60 Copay  

Facility based Services: 
$60 Copay  
Savings Plus Plan Benefit 

Not Covered 

Speech Therapy - Limited to 30 
visits per Calendar Year, visit limits 
are followed with ASD diagnosis. 
Developmental delays are 
covered. Combined Institutional 
/Professional. 

Professional Non-Facility 
based Services: 
$60 Copay  

Facility based Services: 
$60 Copay  
Savings Plus Plan Benefit 

Not Covered 

Emergency Services 
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Benefit In-Network & Out-Of-Network 

Emergency Care – ER Copay is 
waived if admitted.  

$500 Copay  
Savings Plus Plan Benefit 

Urgent Care   $75 Copay Not Covered 

Emergency Medical 
Transportation: Ground, and Air 
Ambulance are covered.  

$500 Copay 
Savings Plus Plan Benefit 

Other Services 

Benefit In-Network Out-Of-Network 

Abortion - Elective & Therapeutic.  
Maternity Care for Dependent 
Children are not covered. 

Professional Non-Facility 
based Services: 
30% Coinsurance after 
Deductible 

Facility based Services: 
30% Coinsurance after 
Deductible 
Savings Plus Plan Benefit 

Not Covered 

Acupuncture 
Professional Non-Facility 
based Services: 
$60 Copay  

Facility based Services: 
$60 Copay  
Savings Plus Plan Benefit 

Not Covered 

Allergy Services / Allergy 
Injections 

Professional Non-Facility 
based Services: 
$60 Copay  

Facility based Services: 
$60 Copay  
Savings Plus Plan Benefit 

Not Covered 

Allergy Testing  
Professional Non-Facility 
based Services: 
$60 Copay  

Facility based Services: 
$60 Copay  
Savings Plus Plan Benefit 

Not Covered 

Alternative Medicine Not Covered  Not Covered 

Ambulance Service – Non-
Emergency Transport 

Not Covered  Not Covered 

Bariatric Surgery  Not Covered Not Covered 

Biofeedback Not Covered Not Covered 

Blood Processing / Blood Storage 
Includes autologous donation 

Professional Non-Facility 
based Services: 
No Charge  

Facility based Services: 
No Charge 
Savings Plus Plan Benefit 

Not Covered 

Dental – Accident to sound teeth 
only. Treatment must be started 
within 12 months of injury. Routine 
Dental is excluded.  

Office/Outpatient Settings: $60 Copay Not Covered 

Durable Medical Equipment 
(Includes Diabetic Supplies) – 
includes repairs, and rentals.  
ACA Breast Pumps are covered at 
100% All others at standard cost 
share. 

30% Coinsurance after Deductible Not Covered 

Foot Care (routine)  Not Covered Not Covered 

Hearing Aids (exams, fittings, and 
device) ACA mandated Hearing 
exams are covered at 100% under 
PPACA.  

Not Covered Not Covered 

Hearing Exams – non routine   
ACA mandated Hearing exams are 
covered at 100% under PPACA. 

Professional Non-Facility 
based Services: 
$25 Copay Non-Specialist 
$60 Copay Specialist 

Facility based Services: 
$25 Copay Non-Specialist 
$60 Copay Specialist 
Savings Plus Plan Benefit 

Not Covered 
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Immunization – (non-routine) 
Vaccinations for travel are 
excluded 

Professional Non-Facility 
based Services: 
$25 Copay Non-Specialist 
$60 Copay Specialist 

Facility based Services: 
$25 Copay Non-Specialist 
$60 Copay Specialist 
Savings Plus Plan Benefit 

Not Covered 

Infertility Services - Basic Testing 
Only  

Professional Non-Facility 
based Services: 
$60 Copay  

Facility based Services: 
$60 Copay  
Savings Plus Plan Benefit 

Not Covered 

Infertility Services – 
Comprehensive (AI) & Advanced 
(ZIFT/GIFT/IVF)  

Not Covered Not Covered 

Injections– Provider may buy and 
bill. Excludes Orphan Drugs. 

Professional Non-Facility 
based Services: 
$25 Copay Non-Specialist 
$60 Copay Specialist 

Facility based Services: 
$25 Copay Non-Specialist 
$60 Copay Specialist 
Savings Plus Plan Benefit 

Not Covered 

Medical Nutrition Therapy Not Covered Not Covered 

Medical Nutrition Products: Enteral 
feeding supplies, formulae and all 
infant formulae are not covered. 

Not Covered Not Covered 

Medical & Diabetic Supplies 30% Coinsurance after Deductible Not Covered 

Nutritional Counseling – Diabetic 
Professional Non-Facility 
based Services: 
$25 Copay   

Facility based Services: 
$25 Copay  
Savings Plus Plan Benefit 

Not Covered 

Nutritional Counseling – 
Nondiabetics  

Professional Non-Facility 
based Services: 
$25 Copay   

Facility based Services: 
$25 Copay  
Savings Plus Plan Benefit 

Not Covered 

Online visits - Telephone 
consultations are excluded  

$25 Copay Non-Specialist 
$60 Copay Specialist 

Not Covered 

Onsite Clinics  Not Covered Not Covered 

Oral Surgery – Includes removal of 
impacted wisdom teeth. Dental 
anesthesia is covered if related to 
payable oral surgery. 

Professional Non-Facility 
based Services: 
$60 Copay  

Facility based Services: 
$60 Copay  
Savings Plus Plan Benefit 

Not Covered 

Orthotics and Prosthetic Devices – 
Diabetic shoes, and Orthopedic 
shoes are not covered. Arch 
Supports are excluded 

30% Coinsurance after Deductible Not Covered 

Private Duty Nursing  Not Covered Not Covered 

Respite Care Not Covered Not Covered 

Retail Health Clinics  
$25 Copay / per visit Non-Specialist 
$60 Copay / per visit Specialist 

Not Covered 

Sterilization – Men are covered. 
Woman are covered 100% per 
ACA. 

Professional Non-Facility 
based Services: 
30% Coinsurance after 
Deductible 

Facility based Services: 
30% Coinsurance after 
Deductible 
Savings Plus Plan Benefit 

Not Covered 

Sterilization Reversals Not Covered Not Covered 

TMJ Treatment Non-surgical: 
Appliances are excluded 

Professional Non-Facility 
based Services: 
$60 Copay  

Facility based Services: 
$60 Copay  
Savings Plus Plan Benefit 

Not Covered 
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TMJ Surgical Treatment 

Professional Non-Facility 
based Services: 
30% Coinsurance after 
Deductible 

Facility based Services: 
30% Coinsurance after 
Deductible 
Savings Plus Plan Benefit 

Not Covered 

Vision Exams (Routine) and 
Hardware  

Not Covered Not Covered 

Vision surgery – Cataract and 
Glaucoma: (includes initial frames, 
lenses or contact following 
cataract surgery)  

Professional Non-Facility 
based Services: 
30% Coinsurance after 
Deductible 

Facility based Services: 
30% Coinsurance after 
Deductible 
Savings Plus Plan Benefit 

Not Covered 

Wigs – limited to 1 per benefit 
period with a maximum of $3,000 
post Chemotherapy or Radiation. 

Professional Non-Facility 
based Services: 
30% Coinsurance after 
Deductible 

Facility based Services: 
30% Coinsurance after 
Deductible 
Savings Plus Plan Benefit 

Not Covered 

Transplant Services  
Center of Excellence Locations Only  

Benefit In-Network Out-Of-Network 

Live Donor Health Services  30% Coinsurance after Deductible Not Covered 

Bone Marrow Donor Search  30% Coinsurance after Deductible Not Covered 

Organ Transplant – Facility  30% Coinsurance after Deductible Not Covered 

Organ Transplant – Physician & 
anesthesiologist  

30% Coinsurance after Deductible Not Covered 

Travel and lodging for Organ 
Transplant  

Not Covered  

Prescription Drug Benefits  
Carelon Rx or 1-833-271-2374 www.carelonrx.com 

Generic (Tier 1) 
No cost for Preventive Rx Drugs 
30-day supply: $10 Copay 
Mail Order up to 90-day supply: $20 Copay 

Not Covered 

Preferred (Tier 2) 
30-day supply: $50 Copay 
Mail Order up to 90-day supply: $100 Copay 

Not Covered 

Non-Limited/Non-Preferred  
(Tier 3) 

30-day supply:  
50% Coinsurance (Plan Deductible waived) 
Mail Order up to 90-day supply: 
50% Coinsurance (Plan Deductible waived) 

Not Covered 

Specialty (Tier 4) Not Covered Not Covered 

 
 

Preauthorization
Leading Edge Administrators: 1-877-630-9550

The following services require Preauthorization, or benefit will be reduced to 50% of the allowed. 

Inpatient Services: Outpatient Services Other Services: 

Cervical Spine Surgery Cartilage Transplant Knee Bone Stimulator 

Computer Navigation for Orthopedic 
Surgery 

Cervical Spine Surgery Cardio/External Defibrillator 

Elective Admissions Cochlear Implant Cooling Devices 

Emergency Admissions 
Computer Navigation for Orthopedic 
Surgery 

CPAP/BIPAP 

http://carelon/
http://www.carelonrx.com/


 
Cedarbridge Financial Services 

Employee Benefit Summary – Low SPP Plan (Plan E) 
Network: National (BlueCard PPO) Network 

Effective Date: 01/01/2026 

 

Hospice Lumbar Spine Surgery Electric Scooters 

Lumbar Spine Surgery 
Mandibular/Maxillary Surgery 
(Orthognathic) 

Infusion Pumps 

Rehabilitation Facility Admissions Mastectomy for Gynecomastia Insulin Pumps 

Sacroiliac Joint Fusion Nasal Septoplasty Limb Prosthetics 

Skilled Nursing Facility Admissions Reduction Mammoplasty Myoelectric prosthetics 

Transplants Rhinoplasty Neuromuscular Stimulators 

 Sacroiliac Joint Fusion TENS Unit 

 Sclerotherapy (Lower Extremities) Wheelchairs  

Managed Care Services: 
Sleep Apnea Surgery - LAUP/UPPP, 
Nasal, and Uvulopalatoplasty 

Wound Vacs 

Inpatient BH/SA 
Botulinum Toxin – Review for Migraine 
Use Only 

 

Electric Convulsive Therapy (ECT) Home Health Services  

Intensive Outpatient Therapy Home Hospice  

Partial Hospitalization (PHO) 
Hyperbaric Oxygen Therapy 
(Systemic/Topical) 

 

Residential Care (RTC)  Coronary CT Angiography (CCTA)  

Psychological testing Coronary MRA  

Genetic Counseling Cardiac MRI  

 MRA of the Head and/or Neck  

 MRI of the Brain  

 
MRI of the Spine – Cervical, Thoracic, 
Lumbar, Sacral 

 

 PET Scan  

 Physical/Occupational/Speech Therapy  

Exclusions 
In addition to exclusions listed in the document, the following services are  

excluded from coverage under the Plan 

Acupuncture Hearing Aids (exams, device, fitting, repairs) 

Advanced and Comprehensive Infertility Services Long-Term Care 

Alternative Medicine/homeopathy Massage Therapy 

Aquatic Therapy Maternity Care for dependent children  

Arch supports (supportive shoe inserts) Methadone Clinics 

Bariatric Surgery  Non-Emergency Care outside the U.S. 

Biofeedback Non-Emergency Care in ER Setting 

Cosmetic Surgery (exclusion does not apply to breast 
reconstruction post-mastectomy) 

Orphan Drugs 

Custodial Care Orthopedic Shoes/ orthopedic inserts – Non-diabetic 

Dental Care (Routine) Adult and Child except ACA 
allowed 

Respite Care 

Erectile Dysfunction  Routine Eye Care (Adult) and Child except ACA allowed 

Foot Care - Routine Self-Inflicted unless result of medical condition 

Gene and Cellular Therapy TMJ Appliances 

Growth Hormone Therapy Vision Exams and Hardware 

Halfway house/home – non-healthcare residential facility Weight Loss Programs 

 



   

 

 

Signature and Acceptance  

The Plan Sponsor, Cedarbridge Financial Services, as the settlor of the Plan, hereby adopts the 

foregoing changes to the SPD effective as of the earliest date set forth above.  

 

Signed: _________________________________________________ 

 

Name: __________________________________________________ 

 

Title: ______________________________________ 

 

Date: ______________________________________ 

 

 

 

 

 

 

 

Eli Serebrowski

Director Of Payroll 

02.24.2026
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Premium Assistance Under Medicaid and the 
Children’s Health Insurance Program (CHIP) 

If you or your children are eligible for Medicaid or CHIP and you’re eligible for health coverage from your employer, 
your state may have a premium assistance program that can help pay for coverage, using funds from their Medicaid or 
CHIP programs.  If you or your children aren’t eligible for Medicaid or CHIP, you won’t be eligible for these premium 
assistance programs but you may be able to buy individual insurance coverage through the Health Insurance Marketplace.  
For more information, visit www.healthcare.gov. 

If you or your dependents are already enrolled in Medicaid or CHIP and you live in a State listed below, contact your 
State Medicaid or CHIP office to find out if premium assistance is available. 

If you or your dependents are NOT currently enrolled in Medicaid or CHIP, and you think you or any of your dependents 
might be eligible for either of these programs, contact your State Medicaid or CHIP office or dial 1-877-KIDS NOW or 
www.insurekidsnow.gov to find out how to apply.  If you qualify, ask your state if it has a program that might help you 
pay the premiums for an employer-sponsored plan. 

If you or your dependents are eligible for premium assistance under Medicaid or CHIP, as well as eligible under your 
employer plan, your employer must allow you to enroll in your employer plan if you aren’t already enrolled.  This is 
called a “special enrollment” opportunity, and you must request coverage within 60 days of being determined eligible 
for premium assistance.  If you have questions about enrolling in your employer plan, contact the Department of Labor 
at www.askebsa.dol.gov or call 1-866-444-EBSA (3272). 

If you live in one of the following states, you may be eligible for assistance paying your employer health plan 
premiums.  The following list of states is current as of July 31, 2023.  Contact your State for more information on 
eligibility – 

ALABAMA – Medicaid ALASKA – Medicaid 
Website: http://myalhipp.com/ 
Phone: 1-855-692-5447 

The AK Health Insurance Premium Payment Program 
Website: http://myakhipp.com/ 
Phone: 1-866-251-4861 
Email: CustomerService@MyAKHIPP.com 
Medicaid Eligibility:  
https://health.alaska.gov/dpa/Pages/default.aspx 
 

ARKANSAS – Medicaid CALIFORNIA – Medicaid 
Website: http://myarhipp.com/ 
Phone: 1-855-MyARHIPP (855-692-7447) 

Health Insurance Premium Payment (HIPP) Program 
Website: 
http://dhcs.ca.gov/hipp 
Phone: 916-445-8322 
Fax: 916-440-5676 
Email: hipp@dhcs.ca.gov 
 

COLORADO – Health First Colorado 
(Colorado’s Medicaid Program) & Child Health 

Plan Plus (CHP+) 

FLORIDA – Medicaid 

Health First Colorado Website: 
https://www.healthfirstcolorado.com/  
Health First Colorado Member Contact Center:  
1-800-221-3943/State Relay 711 
CHP+: https://hcpf.colorado.gov/child-health-plan-plus  
CHP+ Customer Service: 1-800-359-1991/State Relay 711 
Health Insurance Buy-In Program (HIBI):  
https://www.mycohibi.com/
HIBI Customer Service: 1-855-692-6442 

Website: 
https://www.flmedicaidtplrecovery.com/flmedicaidtplrecover
y.com/hipp/index.html
Phone: 1-877-357-3268 
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GEORGIA – Medicaid  INDIANA – Medicaid  
GA HIPP Website: https://medicaid.georgia.gov/health-
insurance-premium-payment-program-hipp 
Phone: 678-564-1162, Press 1 
GA CHIPRA Website: 
https://medicaid.georgia.gov/programs/third-party-
liability/childrens-health-insurance-program-reauthorization-
act-2009-chipra 
Phone: 678-564-1162, Press 2 
 

Healthy Indiana Plan for low-income adults 19-64 
Website: http://www.in.gov/fssa/hip/ 
Phone: 1-877-438-4479 
All other Medicaid 
Website: https://www.in.gov/medicaid/ 
Phone: 1-800-457-4584 

IOWA – Medicaid and CHIP (Hawki) KANSAS – Medicaid 

Medicaid Website:  
https://dhs.iowa.gov/ime/members 
Medicaid Phone: 1-800-338-8366 
Hawki Website:  
http://dhs.iowa.gov/Hawki 
Hawki Phone: 1-800-257-8563 
HIPP Website: https://dhs.iowa.gov/ime/members/medicaid-
a-to-z/hipp 
HIPP Phone: 1-888-346-9562 
 

Website: https://www.kancare.ks.gov/ 
Phone: 1-800-792-4884 
HIPP Phone: 1-800-967-4660 

KENTUCKY – Medicaid LOUISIANA – Medicaid 
Kentucky Integrated Health Insurance Premium Payment 
Program (KI-HIPP) Website: 
https://chfs.ky.gov/agencies/dms/member/Pages/kihipp.aspx 
Phone: 1-855-459-6328 
Email: KIHIPP.PROGRAM@ky.gov 
KCHIP Website: https://kidshealth.ky.gov/Pages/index.aspx  
Phone: 1-877-524-4718 
Kentucky Medicaid Website: 
https://chfs.ky.gov/agencies/dms 
 

Website: www.medicaid.la.gov or www.ldh.la.gov/lahipp 
Phone: 1-888-342-6207 (Medicaid hotline) or  
1-855-618-5488 (LaHIPP)  

MAINE – Medicaid MASSACHUSETTS – Medicaid and CHIP 
Enrollment Website:  
https://www.mymaineconnection.gov/benefits/s/?language=en
_US 
Phone: 1-800-442-6003 
TTY: Maine relay 711 
Private Health Insurance Premium Webpage: 
https://www.maine.gov/dhhs/ofi/applications-forms 
Phone: 1-800-977-6740  
TTY: Maine relay 711 
 

Website: https://www.mass.gov/masshealth/pa  
Phone: 1-800-862-4840 
TTY: 711 
Email: masspremassistance@accenture.com  

MINNESOTA – Medicaid MISSOURI – Medicaid 
Website:  
https://mn.gov/dhs/people-we-serve/children-and-
families/health-care/health-care-programs/programs-and-
services/other-insurance.jsp 
Phone: 1-800-657-3739 
 

Website: 
http://www.dss.mo.gov/mhd/participants/pages/hipp.htm 
Phone: 573-751-2005 

MONTANA – Medicaid NEBRASKA – Medicaid  
Website: 
http://dphhs.mt.gov/MontanaHealthcarePrograms/HIPP 
Phone: 1-800-694-3084 
Email: HHSHIPPProgram@mt.gov 

Website: http://www.ACCESSNebraska.ne.gov 
Phone: 1-855-632-7633 
Lincoln: 402-473-7000 
Omaha: 402-595-1178  
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NEVADA – Medicaid NEW HAMPSHIRE – Medicaid 

Medicaid Website: http://dhcfp.nv.gov 
Medicaid Phone: 1-800-992-0900 

Website: https://www.dhhs.nh.gov/programs-
services/medicaid/health-insurance-premium-program 
Phone: 603-271-5218 
Toll free number for the HIPP program: 1-800-852-3345, ext. 
5218 
 

NEW JERSEY – Medicaid and CHIP NEW YORK – Medicaid 
Medicaid Website:  
http://www.state.nj.us/humanservices/ 
dmahs/clients/medicaid/ 
Medicaid Phone: 609-631-2392 
CHIP Website: http://www.njfamilycare.org/index.html 
CHIP Phone: 1-800-701-0710 
 

Website: https://www.health.ny.gov/health_care/medicaid/ 
Phone: 1-800-541-2831 

NORTH CAROLINA – Medicaid NORTH DAKOTA – Medicaid 
Website: https://medicaid.ncdhhs.gov/ 
Phone: 919-855-4100 

Website: https://www.hhs.nd.gov/healthcare 
Phone: 1-844-854-4825 
 

OKLAHOMA – Medicaid and CHIP OREGON – Medicaid 
Website: http://www.insureoklahoma.org 
Phone: 1-888-365-3742 

Website: http://healthcare.oregon.gov/Pages/index.aspx 
Phone: 1-800-699-9075 

PENNSYLVANIA – Medicaid and CHIP RHODE ISLAND – Medicaid and CHIP 

Website: 
https://www.dhs.pa.gov/Services/Assistance/Pages/HIPP-
Program.aspx 
Phone: 1-800-692-7462 
CHIP Website: Children's Health Insurance Program (CHIP) 
(pa.gov) 
CHIP Phone: 1-800-986-KIDS (5437) 
 

Website: http://www.eohhs.ri.gov/ 
Phone: 1-855-697-4347, or  
401-462-0311 (Direct RIte Share Line) 

SOUTH CAROLINA – Medicaid SOUTH DAKOTA - Medicaid 
Website: https://www.scdhhs.gov 
Phone: 1-888-549-0820 

Website: http://dss.sd.gov 
Phone: 1-888-828-0059 
 

TEXAS – Medicaid UTAH – Medicaid and CHIP 
Website:  Health Insurance Premium Payment (HIPP) 
Program | Texas Health and Human Services 
Phone: 1-800-440-0493 

Medicaid Website: https://medicaid.utah.gov/ 
CHIP Website: http://health.utah.gov/chip 
Phone: 1-877-543-7669 
 

VERMONT– Medicaid VIRGINIA – Medicaid and CHIP 
Website: Health Insurance Premium Payment (HIPP) Program 
| Department of Vermont Health Access 
Phone: 1-800-250-8427 

Website: https://coverva.dmas.virginia.gov/learn/premium-
assistance/famis-select 
                 https://coverva.dmas.virginia.gov/learn/premium-
assistance/health-insurance-premium-payment-hipp-programs  
Medicaid/CHIP Phone: 1-800-432-5924 
 

WASHINGTON – Medicaid WEST VIRGINIA – Medicaid and CHIP 
Website: https://www.hca.wa.gov/   
Phone: 1-800-562-3022 

Website: https://dhhr.wv.gov/bms/  
               http://mywvhipp.com/ 
Medicaid Phone: 304-558-1700 
CHIP Toll-free phone: 1-855-MyWVHIPP (1-855-699-8447) 
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WISCONSIN – Medicaid and CHIP WYOMING – Medicaid 
Website:  
https://www.dhs.wisconsin.gov/badgercareplus/p-10095.htm 
Phone: 1-800-362-3002 

Website: 
https://health.wyo.gov/healthcarefin/medicaid/programs-and-
eligibility/ 
Phone: 1-800-251-1269 
 

 
To see if any other states have added a premium assistance program since July 31, 2023, or for more information on 
special enrollment rights, contact either: 

U.S.  Department of Labor 
Employee Benefits Security Administration 
www.dol.gov/agencies/ebsa
1-866-444-EBSA (3272) 

U.S.  Department of Health and Human Services 
Centers for Medicare & Medicaid Services 
www.cms.hhs.gov
1-877-267-2323, Menu Option 4, Ext.  61565 

Paperwork Reduction Act Statement 

According to the Paperwork Reduction Act of 1995 (Pub.  L.  104-13) (PRA), no persons are required to respond to a collection of 
information unless such collection displays a valid Office of Management and Budget (OMB) control number.  The Department notes 
that a Federal agency cannot conduct or sponsor a collection of information unless it is approved by OMB under the PRA, and 
displays a currently valid OMB control number, and the public is not required to respond to a collection of information unless it 
displays a currently valid OMB control number.  See 44 U.S.C.  3507.  Also, notwithstanding any other provisions of law, no person 
shall be subject to penalty for failing to comply with a collection of information if the collection of information does not display a 
currently valid OMB control number.  See 44 U.S.C.  3512. 

The public reporting burden for this collection of information is estimated to average approximately seven minutes per respondent.  
Interested parties are encouraged to send comments regarding the burden estimate or any other aspect of this collection of information, 
including suggestions for reducing this burden, to the U.S. Department of Labor, Employee Benefits Security Administration, Office 
of Policy and Research, Attention: PRA Clearance Officer, 200 Constitution Avenue, N.W., Room N-5718, Washington, DC 20210 or 
email ebsa.opr@dol.gov and reference the OMB Control Number 1210-0137. 

OMB Control Number 1210-0137 (expires 1/31/2026) 
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Cedarbridge Financial Services 

Employee Benefit Summary – High SPP Plan (Plan D) 
Network: National (BlueCard PPO) Network 

Effective Date: 01/01/2024 
 

Benefit   In-Network Out-Of-Network 

Plan Deductible  Individual: $1,750 
Family: $3,500 Not Covered 

Any Other Deductible  N/A N/A 

Deductible – Accumulation Embedded  N/A 
Deductible – INN and OON 
integration N/A – No Out of Network Benefits 

Member Coinsurance 20% N/A 

Out of Pocket Maximum  Individual: $5,500 
Family: $11,000 N/A 

Out of Pocket – Accumulation Embedded  N/A 
Out of Pocket – INN and OON 
integration N/A – No Out of Network Benefits 

Annual Benefit Maximum Unlimited N/A 

Benefit Period  Calendar Year 1/1 - 12/31    
Savings Plus Plan benefit payment pricing of 150% of the Medicare Allowable rate applies to the following In-
Network services: All in-patient and out-patient facility services; All in-patient professional and ancillary services; 
Surgical services – in a hospital in-patient and out-patient setting; Surgical services – in an ambulatory or free-standing 
surgical facility setting; All emergency services; Ambulance services - air, ground, and water; High cost diagnostic 
services, imaging, sleep management studies, and genetic services; dialysis/hemodialysis – all settings, all services; 
Infusion services – all settings, all services. 
If an Out-Of-Network provider is used for these services, with the exception of Emergency Medical services 
and Emergency Transportation, plan payment will be based on 120% of the Medicare allowable rate. 

Preventive Medical Services 
Benefit In-Network Out-Of-Network 
Primary Care Physician Office:   
Adult Routine Physical - 1 visit per plan year. 

No Charge 
(Deductible Waived) Not Covered 

Pediatrician - Well Child Care:  
Up to age 2 - 9 visits per plan year  
Age 2 – 2 visits per plan year 
Age 3 and more – 1 visit per plan year 

No Charge 
(Deductible Waived) Not Covered 

Children Eye Exam No Charge 
(Deductible Waived) Not Covered 

Gynecological - Adult Routine Physical - 1 visit per plan year. No Charge 
(Deductible Waived) Not Covered 

Maternity (ACA Required Prenatal /Postnatal Testing/Services 
only) 

No Charge 
(Deductible Waived) Not Covered 

Routine Immunizations (Child & Adult) No Charge 
(Deductible Waived) Not Covered 

Flu Shot (Routine) No Charge 
(Deductible Waived) Not Covered 

X-Rays and Lab tests (Routine) No Charge 
(Deductible Waived) Not Covered 

Mammography (Routine) – 1 per plan year; Age 40 and more No Charge 
(Deductible Waived) Not Covered 
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Cedarbridge Financial Services 

Employee Benefit Summary – High SPP Plan (Plan D) 
Network: National (BlueCard PPO) Network 

Effective Date: 01/01/2024 
 

Pap-smear (Routine) – 1 per plan year No Charge 
(Deductible Waived) Not Covered 

Prostate Cancer Screening PSA (Routine) - 1 per plan year No Charge 
(Deductible Waived) Not Covered 

Colon Cancer Screening (Routine) - age 45-75 
Colonoscopy – 1 in 10 years  
Sigmoidoscopy – 1 in 3 years 

No Charge 
(Deductible Waived) Not Covered 

Non-Preventive Medical Services 
Members and/or providers must contact Payer Matrix for assistance for infusions and injections being done in 

an office or outpatient setting. To reach Payer Matrix for assistance at  1-877-305-6202 9am - 8pm EST M-F. 
Benefit In-Network Out-Of-Network 

Primary Care Physician Visits  
Professional Non-
Facility based Services:  
$15 Copay  

Facility based Services: 
$15 Copay 
Savings Plus Plan Benefit 

Not Covered 

Specialist Physician Visits 
Professional Non-
Facility based Services: 
$50 Copay  

Facility based Services: 
$50 Copay  
Savings Plus Plan Benefit 

Not Covered 

Maternity Professional:  
Hospital Stay Subject to Hospital 
Copay. Maternity Care for Dependent 
Daughters are not covered. 

Professional Non-
Facility based Services: 
$15 Copay per visit  

Facility based Services: 
20% Coinsurance after 
Deductible  
Savings Plus Plan Benefit 

Not Covered 

Chiropractic Care – Limited to 25 
visits per Calendar Year Office/Outpatient Settings: $50 Copay  Not Covered 

Non-Preventive Lab and Radiology 

Benefit In-Network Out-Of-Network 

Lab and Pathology 
Office Setting or 
Independent Lab:  
No Charge 

Facility based Services: 
20% Coinsurance after 
Deductible 
Savings Plus Plan Benefit 

Not Covered 

X-Rays / Radiology  
Office Setting or 
Independent Lab: 
$50 Copay 

Facility based Services: 
20% Coinsurance after 
Deductible 
Savings Plus Plan Benefit 

Not Covered 

MRI / MRA; CT / CTA / PET Scan; 
Genetic testing and counseling 
beyond ACA mandated is not 
covered.  

Office Setting or 
Independent Lab: 
20% Coinsurance after 
Deductible 

Facility based Services: 
20% Coinsurance after 
Deductible 
Savings Plus Plan Benefit 

Not Covered 

Sleep Studies / Sleep Management 
Services. Sleep Studies in the home 
are covered. 

Office, Independent 
Lab, or Home Setting: 
$50 Copay 
Savings Plus Plan Benefit 

Facility based Services: 
20% Coinsurance after 
Deductible 
Savings Plus Plan Benefit 

Not Covered 

Inpatient Services 
Benefit In-Network Out-Of-Network 

Pre-Surgical / Pre-Admission Testing 20% Coinsurance after Deductible 
Savings Plus Plan Benefit Not Covered 
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Cedarbridge Financial Services 

Employee Benefit Summary – High SPP Plan (Plan D) 
Network: National (BlueCard PPO) Network 

Effective Date: 01/01/2024 
 

Hospital Stay: Includes Room and 
Board; Drugs and Medication; 
Anesthesia and ICU; Maternity Stay, 
Inpatient Lab. Newborn not under 
mother for well newborn. 
Preauthorization is required.  

20% Coinsurance after Deductible 
Savings Plus Plan Benefit Not Covered 

Inpatient Physician Services  20% Coinsurance after Deductible 
Savings Plus Plan Benefit Not Covered 

Inpatient Maternity Professional. 
Maternity Care for Dependent 
Daughters is not covered. 

20% Coinsurance after Deductible 
Savings Plus Plan Benefit Not Covered 

Anesthesia 20% Coinsurance after Deductible 
Savings Plus Plan Benefit Not Covered 

Inpatient Surgery- Surgeon/ Assistant 
Surgeon Charges 

20% Coinsurance after Deductible 
Savings Plus Plan Benefit Not Covered 

Inpatient Behavioral / Mental Health & 
Chemical/Substance / Alcohol Abuse  

20% Coinsurance after Deductible 
Savings Plus Plan Benefit Not Covered 

Inpatient Detoxification 
Preauthorization is required 

20% Coinsurance after Deductible 
Savings Plus Plan Benefit Not Covered 

Inpatient Physical Medical Rehab  20% Coinsurance after Deductible 
Savings Plus Plan Benefit Not Covered 

Skilled Nursing Facility - Limited to 60 
days per Calendar year. Required to 
follow IP Hospital stay of 3 days.  

20% Coinsurance after Deductible 
Savings Plus Plan Benefit Not Covered 

Outpatient Services 
Benefit In-Network Out-Of-Network 

Second Opinion – Surgical  

Professional Non-
Facility based 
Services: 
$15 Copay Non-
Specialist 
$50 Copay Specialist 

Facility based Services: 
$15 Copay Non-Specialist 
$50 Copay Specialist 

Savings Plus Plan Benefit 
Not Covered 

Outpatient Surgery Facility 
Preauthorization is required.  

20% Coinsurance after Deductible 
Savings Plus Plan Benefit Not Covered 

Outpatient Surgery -Physician / 
Surgeon / Assistant Surgeon 

20% Coinsurance after Deductible 
Savings Plus Plan Benefit Not Covered 

Anesthesia  
(including Office setting) 

20% Coinsurance after Deductible 
Savings Plus Plan Benefit Not Covered 

Home Health Care - 
Patient required to be homebound. 
Home Health Aides are covered. 

$50 Copay  Not Covered 

Hospice – Facility and/or Home Limited 
to 210 days per lifetime.  
Precertification Required. 

20% Coinsurance after Deductible 
Savings Plus Plan Benefit Not Covered 
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Cedarbridge Financial Services 

Employee Benefit Summary – High SPP Plan (Plan D) 
Network: National (BlueCard PPO) Network 

Effective Date: 01/01/2024 
 

Behavioral/Mental Health & Chemical 
/ Substance or Alcohol Abuse: 
Medication Management, Psych 
testing,   Eating disorders and 
Bereavement counseling are  
covered. Partial Hospitalization and 
Intensive Outpatient Therapy are 
covered. Methadone clinics and 
Halfway Homes are not covered. 

Office Professional & 
Outpatient Institutional: 
$15 Copay  

IOP/PHP Services: 
20% Coinsurance after 
Deductible 
Savings Plus Plan Benefit 

Not Covered 

Therapy Services  
Benefit In-Network Out-Of-Network 

ABA Therapy: Autism Spectrum 
disorder and Developmental delays 
are covered. 

Professional Non-
Facility based Services: 
$15 Copay 

Facility based Services: 
$15 Copay 
Savings Plus Plan Benefit 

Not Covered 

Cardiac Rehabilitation  
Professional Non-
Facility based Services: 
$50 Copay  

Facility based Services: 
$50 Copay  
Savings Plus Plan Benefit 

Not Covered 

Chemotherapy:  
Members and/or providers must 
contact Payer Matrix for assistance 
for infusions and injections being 
done in an office or outpatient setting. 
To reach Payer Matrix for assistance 
at 1-877-305-6202 9am - 8pm EST 
M-F. 

Professional Non-
Facility based Services: 
$50 Copay  

Facility based Services: 
$50 Copay  
Savings Plus Plan Benefit 

Not Covered 

Dialysis / Hemodialysis  
Home Dialysis is covered. 

All Settings including Home Setting: $50 Copay  
Savings Plus Plan Benefit Not Covered 

Gene/Cellular Therapy  Not Covered Not Covered 
Home Infusion – Visits count toward 
the Home Health Care visit limit of 60 
per Calendar Year. Members and/or 
providers must contact Payer Matrix 
for assistance for infusions and 
injections being done. To reach Payer 
Matrix for assistance at 1-877-305-
6202 9am - 8pm EST M-F. 

20% Coinsurance after Deductible 
Savings Plus Plan Benefit Not Covered 

Home visits – Professional (not part 
of Home Health visits/ Home Health 
Aid Services) 

$15 Copay / per visit Non-Specialist 
$50 Copay / per visit Specialist Not Covered 

Infusion Therapy: Members and/or 
providers must contact Payer Matrix 
for assistance for infusions and 
injections being done in an office or 
outpatient setting. To reach Payer 
Matrix for assistance at 1-877-305-
6202 9am - 8pm EST M-F. 

20% Coinsurance after Deductible 
Savings Plus Plan Benefit Not Covered 

Occupational Therapy - Limited to 30 
visits per Calendar Year, visit limits 
are followed with ASD diagnosis. 
Developmental delays are  covered. 
Combined Institutional /Professional.  

Professional Non-
Facility based Services: 
$50 Copay  

Facility based Services: 
$50 Copay  
Savings Plus Plan Benefit 

Not Covered 
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Cedarbridge Financial Services 

Employee Benefit Summary – High SPP Plan (Plan D) 
Network: National (BlueCard PPO) Network 

Effective Date: 01/01/2024 
 

Orthoptic / Pleoptic Therapy  Not Covered Not Covered 
Physical Therapy - Limited to 30 visits 
per Calendar Year, visit limits are 
followed with ASD diagnosis. 
Developmental delays are  covered. 
Combined Institutional /Professional. 

Professional Non-
Facility based Services: 
$50 Copay  

Facility based Services: 
$50 Copay  
Savings Plus Plan Benefit 

Not Covered 

Pulmonary/Respiratory Therapy - 
Limited to 30 visits per Calendar year. 

Professional Non-
Facility based Services: 
$50 Copay  

Facility based Services: 
$50 Copay  
Savings Plus Plan Benefit 

Not Covered 

Radiation Therapy  
Professional Non-
Facility based Services: 
$50 Copay  

Facility based Services: 
$50 Copay  
Savings Plus Plan Benefit 

Not Covered 

Speech Therapy -  Limited to 30 visits 
per Calendar Year, visit limits are 
followed with ASD diagnosis. 
Developmental delays are covered. 
Combined Institutional /Professional. 

Professional Non-
Facility based Services: 
$50 Copay  

Facility based Services: 
$50 Copay  
Savings Plus Plan Benefit 

Not Covered 

Emergency Services 
Benefit In-Network & Out-Of-Network 
Emergency Care – ER Copay is 
waived if admitted.  

$500 Copay  
Savings Plus Plan Benefit 

Urgent Care   $75 Copay Not Covered 
Emergency Medical Transportation: 
Ground, and Air Ambulance are 
covered.  

$500 Copay 
Savings Plus Plan Benefit 

Other Services 
Benefit In-Network Out-Of-Network 

Abortion  - Elective & Therapeutic.  
Maternity Care for Dependent 
Daughters are not covered. 

Professional Non-
Facility based Services: 
20% Coinsurance after 
Deductible 

Facility based Services: 
20% Coinsurance after 
Deductible 
Savings Plus Plan Benefit 

Not Covered 

Acupuncture 
Professional Non-
Facility based Services: 
$50 Copay  

Facility based Services: 
$50 Copay  
Savings Plus Plan Benefit 

Not Covered 

Allergy Services / Allergy Injections 
Professional Non-
Facility based Services: 
$50 Copay  

Facility based Services: 
$50 Copay  
Savings Plus Plan Benefit 

Not Covered 

Allergy Testing  
Professional Non-
Facility based Services: 
$50 Copay  

Facility based Services: 
$50 Copay  
Savings Plus Plan Benefit 

Not Covered 

Alternative Medicine Not Covered  Not Covered 
Ambulance Service – Non 
Emergency Transport Not Covered  Not Covered 

Bariatric Surgery  Not Covered Not Covered 

Biofeedback Not Covered Not Covered 

Blood Processing / Blood Storage 
Includes autologous donation 

Professional Non-
Facility based Services: 
No Charge  

Facility based Services: 
No Charge 
Savings Plus Plan Benefit 

Not Covered 
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Cedarbridge Financial Services 

Employee Benefit Summary – High SPP Plan (Plan D) 
Network: National (BlueCard PPO) Network 

Effective Date: 01/01/2024 
 

Dental – Accident to sound teeth only. 
Treatment must be started within 12 
months of injury. Routine Dental is 
excluded.  

Office/Outpatient Settings: $50 Copay Not Covered 

Durable Medical Equipment (Includes 
Diabetic Supplies) – includes repairs, 
and rentals.  
ACA Breast Pumps are covered at 
100% All others at standard cost 
share. 

20% Coinsurance after Deductible Not Covered 

Foot Care (routine)  Not Covered Not Covered 
Hearing Aids (exams, fittings, and 
device)  ACA mandated Hearing 
exams are covered at 100% under 
PPACA.  

Not Covered Not Covered 

Hearing Exams – non routine   
ACA mandated Hearing exams are 
covered at 100% under PPACA. 

Professional Non-
Facility based Services: 
$15 Copay  Non-
Specialist 
$50 Copay  Specialist 

Facility based Services: 
$15 Copay Non-Specialist 
$50 Copay Specialist 
Savings Plus Plan Benefit 

Not Covered 

Immunization – (non-routine) 
Vaccinations for travel are excluded 

Professional Non-
Facility based Services: 
$15 Copay  Non-
Specialist 
$50 Copay  Specialist 

Facility based Services: 
$15 Copay Non-Specialist 
$50 Copay Specialist 
Savings Plus Plan Benefit 

Not Covered 

Infertility Services - Basic Testing 
Only  

Professional Non-
Facility based Services: 
$50 Copay  

Facility based Services: 
$50 Copay  
Savings Plus Plan Benefit 

Not Covered 

Infertility Services – Comprehensive 
(AI) & Advanced (ZIFT/GIFT/IVF)  Not Covered Not Covered 

Injections: Members and/or providers 
must contact Payer Matrix for 
assistance for infusions and injections 
being done in an office or outpatient 
setting. To reach Payer Matrix for 
assistance at 1-877-305-6202 9am - 
8pm EST M-F. 

Professional Non-
Facility based Services: 
$15 Copay  Non-
Specialist 
$50 Copay  Specialist 

Facility based Services: 
$15 Copay Non-Specialist 
$50 Copay Specialist 
Savings Plus Plan Benefit 

Not Covered 

Medical Nutrition Therapy Not Covered Not Covered 
Medical Nutrition Products; Enteral 
feeding supplies, formulae and all 
infant formulae are not covered. 

Not Covered Not Covered 

Medical & Diabetic Supplies 20% Coinsurance after Deductible Not Covered 

Nutritional Counseling – Diabetic 
Professional Non-
Facility based Services: 
$15 Copay   

Facility based Services: 
$15 Copay  
Savings Plus Plan Benefit 

Not Covered 

Nutritional Counseling – Nondiabetics  
Professional Non-
Facility based Services: 
$15 Copay   

Facility based Services: 
$15 Copay  
Savings Plus Plan Benefit 

Not Covered 
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Online visits - Telephone 
consultations are excluded  

$15 Copay  Non-Specialist 
$50 Copay Specialist Not Covered 

Onsite Clinics  Not Covered Not Covered 

Oral Surgery – Includes removal of 
impacted wisdom teeth. Dental 
anesthesia is covered if related to 
payable oral surgery. 

Professional Non-
Facility based Services: 
$50 Copay  

Facility based Services: 
$50 Copay  
Savings Plus Plan Benefit 

Not Covered 

Orthotics and Prosthetic Devices – 
Diabetic shoes, Orthopedic shoes, 
and arch supports are excluded. 

20% Coinsurance after Deductible Not Covered 

Private Duty Nursing  Not Covered Not Covered 
Respite Care Not Covered Not Covered 

Retail Health Clinics  $15 Copay / per visit Non-Specialist 
$50 Copay / per visit Specialist Not Covered 

Sterilization – Men are covered. 
Woman are covered 100% per ACA. 

Professional Non-
Facility based Services: 
20% Coinsurance after 
Deductible 

Facility based Services: 
20% Coinsurance after 
Deductible 
Savings Plus Plan Benefit 

Not Covered 

Sterilization Reversals Not Covered Not Covered 

TMJ Treatment Non-surgical: 
Appliances are excluded 

Professional Non-
Facility based Services: 
$50 Copay  

Facility based Services: 
$50 Copay  
Savings Plus Plan Benefit 

Not Covered 

TMJ Surgical Treatment 

Professional Non-
Facility based Services: 
20% Coinsurance after 
Deductible 

Facility based Services: 
20% Coinsurance after 
Deductible 
Savings Plus Plan Benefit 

Not Covered 

Vision Exams (Routine) and 
Hardware  Not Covered Not Covered 

Vision surgery – Cataract and 
Glaucoma: (includes initial frames, 
lenses or contact following cataract 
surgery)  

Professional Non-
Facility based Services: 
20% Coinsurance after 
Deductible 

Facility based Services: 
20% Coinsurance after 
Deductible 
Savings Plus Plan Benefit 

Not Covered 

Wigs – limited to 1 per benefit period 
with a maximum of $3,000 post 
Chemotherapy or Radiation. 

Professional Non-
Facility based Services: 
20% Coinsurance after 
Deductible 

Facility based Services: 
20% Coinsurance after 
Deductible 
Savings Plus Plan Benefit 

Not Covered 

Transplant Services  
Center of Excellence Locations Only  

Benefit In-Network Out-Of-Network 
Live Donor Health Services  20% Coinsurance after Deductible Not Covered 

Bone Marrow Donor Search  20% Coinsurance after Deductible Not Covered 

Organ Transplant – Facility  20% Coinsurance after Deductible Not Covered 

Organ Transplant – Physician & 
anesthesiologist  20% Coinsurance after Deductible Not Covered 
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Travel and lodging for Organ 
Transplant  Not Covered  

Prescription Drug Benefits  
Carelon Rx or 1-833-271-2374 www.carelonrx.com 

Generic (Tier 1) 
No cost for Preventive Rx Drugs 
30 day supply: $10 Copay 
Mail Order up to 90 day supply: $20 Copay 

Not Covered 

Preferred (Tier 2) 30 day supply: $50 Copay 
Mail Order up to 90 day supply: $100 Copay Not Covered 

Non-Limited/Non-Preferred  
(Tier 3) 

30 day supply:  
50% Coinsurance (Plan Deductible waived) 
Mail Order up to 90 day supply: 
50% Coinsurance (Plan Deductible waived) 

Not Covered 

Specialty (Tier 4) Not Covered Not Covered 

Preauthorization (Health Link: 1-877-284-0102) 
The following services require Preauthorization, or benefit will be reduced by 50% of the allowed. 

Inpatient Services: Outpatient Services Other Services: 
Cervical Spine Surgery Cartilage Transplant Knee Bone Stimulator 

Computer Navigation for Orthopedic 
Surgery Cervical Spine Surgery Cardio/External Defibrillator 

Elective Admissions Cochlear Implant Cooling Devices 

Emergency Admissions Computer Navigation for Orthopedic 
Surgery CPAP/BIPAP 

Hospice Lumbar Spine Surgery Electric Scooters 

Lumbar Spine Surgery Mandibular/Maxillary Surgery 
(Orthognathic) Infusion Pumps 

Rehabilitation Facility Admissions Mastectomy for Gynecomastia Insulin Pumps 
Sacroiliac Joint Fusion Nasal Septoplasty Limb Prosthetics 
Skilled Nursing Facility Admissions Reduction Mammoplasty Myoelectric prosthetics 
Transplants Rhinoplasty Neuromuscular Stimulators 
 Sacroiliac Joint Fusion TENS Unit 
 Sclerotherapy (Lower Extremities) Wheelchairs  

Managed Care Services: Sleep Apnea Surgery - LAUP/UPPP, 
Nasal, and Uvulopalatoplasty Wound Vacs 

Inpatient BH/SA Botulinum Toxin – Review for Migraine 
Use Only  

Electric Convulsive Therapy (ECT) Home Health Services  

Intensive Outpatient Therapy Home Hospice  

Partial Hospitalization (PHO) Hyperbaric Oxygen Therapy 
(Systemic/Topical)  

Residential Care (RTC)  Coronary CT Angiography (CCTA)  
Psychological testing Coronary MRA  
Genetic Counseling Cardiac MRI  
 MRA of the Head and/or Neck  
 MRI of the Brain  
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 MRI of the Spine – Cervical, Thoracic, 
Lumbar, Sacral  

 PET Scan  
 Physical/Occupational/Speech Therapy  

Exclusions 
In addition to exclusions listed in the document, the following services are  

excluded from coverage under the Plan 
Advanced and Comprehensive Infertility Services Maternity Care for dependent daughters 
Alternative Medicine/homeopathy Methadone Clinic 
Biofeedback Non-Emergency Care outside the U.S. 
Cosmetic Surgery Non-Emergency Care in the ER Setting 
Dental Care (Routine) Private-Duty Nursing 
Erectile Dysfunction Respite Care 
Gastric Bypass Routine Foot Care 
Gene/Cellular Therapy TMJ (Appliances) 
Growth Hormone Therapy Vision Exams and Hardware 
Hearing Aids Weight Loss Programs 
Long-Term Care  
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Benefit   In-Network Out-Of-Network 

Plan Deductible  Individual: $2,500 
Family: $5,000 Not Covered 

Any Other Deductible  N/A N/A 

Deductible – Accumulation Embedded  N/A 
Deductible – INN and OON 
integration N/A – No Out of Network Benefits 

Member Coinsurance 30% N/A 

Out of Pocket Maximum  Individual: $7,500 
Family: $15,000 N/A 

Out of Pocket – Accumulation Embedded  N/A 
Out of Pocket – INN and OON 
integration N/A – No Out of Network Benefits 

Annual Benefit Maximum Unlimited N/A 

Benefit Period  Calendar Year 1/1 - 12/31 

Savings Plus Plan benefit payment pricing of 150% of the Medicare Allowable rate applies to the following In-
Network services: All in-patient and out-patient facility services; All in-patient professional and ancillary services; 
Surgical services – in a hospital in-patient and out-patient setting; Surgical services – in an ambulatory or free-standing 
surgical facility setting; All emergency services; Ambulance services - air, ground, and water; High cost diagnostic 
services, imaging, sleep management studies, and genetic services; dialysis/hemodialysis – all settings, all services; 
Infusion services – all settings, all services. 
If an Out-Of-Network provider is used for these services, with the exception of Emergency Medical services 
and Emergency Transportation, plan payment will be based on 120% of the Medicare allowable rate. 

Preventive Medical Services 
Benefit In-Network Out-Of-Network 
Primary Care Physician Office:   
Adult Routine Physical - 1 visit per plan year. 

No Charge 
(Deductible Waived) Not Covered 

Pediatrician - Well Child Care:  
Up to age 2 - 9 visits per plan year  
Age 2 – 2 visits per plan year 
Age 3 and more – 1 visit per plan year 

No Charge 
(Deductible Waived) Not Covered 

Children Eye Exam No Charge 
(Deductible Waived) Not Covered 

Gynecological - Adult Routine Physical - 1 visit per plan year. No Charge 
(Deductible Waived) Not Covered 

Maternity (ACA Required Prenatal /Postnatal Testing/Services 
only) 

No Charge 
(Deductible Waived) Not Covered 

Routine Immunizations (Child & Adult) No Charge 
(Deductible Waived) Not Covered 

Flu Shot (Routine) No Charge 
(Deductible Waived) Not Covered 

X-Rays and Lab tests (Routine) No Charge 
(Deductible Waived) Not Covered 

Mammography (Routine) – 1 per plan year; Age 40 and more No Charge 
(Deductible Waived) Not Covered 

APPENDIX F
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Pap-smear (Routine) – 1 per plan year No Charge 
(Deductible Waived) Not Covered 

Prostate Cancer Screening PSA (Routine) - 1 per plan year No Charge 
(Deductible Waived) Not Covered 

Colon Cancer Screening (Routine) - age 45-75 
Colonoscopy – 1 in 10 years  
Sigmoidoscopy – 1 in 3 years 

No Charge 
(Deductible Waived) Not Covered 

Non-Preventive Medical Services 
Members and/or providers must contact Payer Matrix for assistance for infusions and injections being done in 

an office or outpatient setting. To reach Payer Matrix for assistance at  1-877-305-6202 9am - 8pm EST M-F. 
Benefit In-Network Out-Of-Network 

Primary Care Physician Visits  
Professional Non-Facility 
based Services:  
$25 Copay  

Facility based Services: 
$25 Copay 
Savings Plus Plan Benefit 

Not Covered 

Specialist Physician Visits 
Professional Non-Facility 
based Services: 
$60 Copay  

Facility based Services: 
$60 Copay  
Savings Plus Plan Benefit 

Not Covered 

Maternity Professional:  
Hospital Stay Subject to Hospital 
Copay.  
Maternity Care for Dependent 
Daughters are not covered. 

Professional Non-Facility 
based Services: 
$25 Copay per visit  

Facility based Services: 
30% Coinsurance after 
Deductible  
Savings Plus Plan Benefit 

Not Covered 

Chiropractic Care – Limited to 25 
visits per Calendar Year Office/Outpatient Settings: $60 Copay  Not Covered 

Non-Preventive Lab and Radiology 

Benefit In-Network Out-Of-Network 

Lab and Pathology 
Office Setting or 
Independent Lab:  
No Charge 

Facility based Services: 
30% Coinsurance after 
Deductible 
Savings Plus Plan Benefit 

Not Covered 

X-Rays / Radiology  
Office Setting or 
Independent Lab: 
$50 Copay 

Facility based Services: 
30% Coinsurance after 
Deductible 
Savings Plus Plan Benefit 

Not Covered 

MRI / MRA; CT / CTA / PET Scan; 
Genetic testing and counseling 
beyond ACA mandated is not 
covered.  

Office Setting or 
Independent Lab: 
30% Coinsurance after 
Deductible 

Facility based Services: 
30% Coinsurance after 
Deductible 
Savings Plus Plan Benefit 

Not Covered 

Sleep Studies/Sleep Management 
Services; Sleep Studies in the 
home are covered. 

Office, Independent Lab, 
or Home Setting: 
$50 Copay 
Savings Plus Plan Benefit 

Facility based Services: 
30% Coinsurance after 
Deductible 
Savings Plus Plan Benefit 

Not Covered 

Inpatient Services 
Benefit In-Network Out-Of-Network 
Pre-Surgical / Pre-Admission 
Testing 

30% Coinsurance after Deductible 
Savings Plus Plan Benefit Not Covered 
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Hospital Stay: Includes Room and 
Board; Drugs and Medication; 
Anesthesia and ICU; Maternity 
Stay, Inpatient Lab. Newborn not 
under mother for well newborn. 
Preauthorization is required.  

30% Coinsurance after Deductible 
Savings Plus Plan Benefit Not Covered 

Inpatient Physician Services  30% Coinsurance after Deductible 
Savings Plus Plan Benefit Not Covered 

Inpatient Maternity Professional. 
Maternity Care for Dependent 
Daughters is not covered. 

30% Coinsurance after Deductible 
Savings Plus Plan Benefit Not Covered 

Anesthesia 30% Coinsurance after Deductible 
Savings Plus Plan Benefit Not Covered 

Inpatient Surgery- Surgeon/ 
Assistant Surgeon Charges 

30% Coinsurance after Deductible 
Savings Plus Plan Benefit Not Covered 

Inpatient Behavioral / Mental 
Health & Chemical/Substance / 
Alcohol Abuse  

30% Coinsurance after Deductible 
Savings Plus Plan Benefit Not Covered 

Inpatient Detoxification 
Preauthorization is required 

30% Coinsurance after Deductible 
Savings Plus Plan Benefit Not Covered 

Inpatient Physical Medical Rehab  30% Coinsurance after Deductible 
Savings Plus Plan Benefit Not Covered 

Skilled Nursing Facility - Limited to 
60 days per Calendar year. 
Required to follow IP Hospital stay 
of 3 days.  

30% Coinsurance after Deductible 
Savings Plus Plan Benefit Not Covered 

Outpatient Services 
Benefit In-Network Out-Of-Network 

Second Opinion – Surgical  
Professional Non-Facility 
based Services: 
$25 Copay Non-Specialist 
$60 Copay Specialist 

Facility based Services: 
$25 Copay Non-Specialist 
$60 Copay Specialist 
Savings Plus Plan Benefit 

Not Covered 

Outpatient Surgery Facility 
Preauthorization is required.  

30% Coinsurance after Deductible 
Savings Plus Plan Benefit Not Covered 

Outpatient Surgery -Physician / 
Surgeon / Assistant Surgeon 

30% Coinsurance after Deductible 
Savings Plus Plan Benefit Not Covered 

Anesthesia  
(including Office setting) 

30% Coinsurance after Deductible 
Savings Plus Plan Benefit Not Covered 

Home Health Care - 
Patient required to be homebound. 
Home Health Aides are covered. 

$60 Copay  Not Covered 

Hospice – Facility and/or Home 
Limited to 210 days per lifetime.  
Precertification Required. 

30% Coinsurance after Deductible 
Savings Plus Plan Benefit Not Covered 
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Behavioral/Mental Health & 
Chemical / Substance or Alcohol 
Abuse: Medication Management, 
Psych testing,   Eating disorders 
and Bereavement counseling are  
covered. Partial Hospitalization 
and Intensive Outpatient Therapy 
are covered. Methadone clinics 
and Halfway Homes are not 
covered. 

Office Professional & 
Outpatient Institutional: 
$25 Copay  

IOP/PHP Services: 
30% Coinsurance after 
Deductible 
Savings Plus Plan Benefit 

Not Covered 

Therapy Services  
Benefit In-Network Out-Of-Network 
ABA Therapy: Autism Spectrum 
disorder and Developmental 
delays are covered. 

Office Professional & 
Outpatient Institutional: 
$25 Copay 

Facility based Services: 
$25 Copay 
Savings Plus Plan Benefit 

Not Covered 

Cardiac Rehabilitation  
Professional Non-Facility 
based Services: 
$60 Copay  

Facility based Services: 
$60 Copay  
Savings Plus Plan Benefit 

Not Covered 

Chemotherapy: Members and/or 
providers must contact Payer 
Matrix for assistance for infusions 
and injections being done in an 
office or outpatient setting. To 
reach Payer Matrix for assistance 
at 1-877-305-6202 9am - 8pm EST 
M-F. 

Professional Non-Facility 
based Services: 
$60 Copay  

Facility based Services: 
$60 Copay  
Savings Plus Plan Benefit 

Not Covered 

Dialysis / Hemodialysis  
Home Dialysis is covered. 

All Settings including Home Setting: $60 Copay  
Savings Plus Plan Benefit Not Covered 

Gene/Cellular Therapy  Not Covered Not Covered 
Home Infusion – Visits count 
toward the Home Health Care visit 
limit of 60 per Calendar Year. 
Members and/or providers must 
contact Payer Matrix for 
assistance for infusions and 
injections being done. To reach 
Payer Matrix for assistance at 1-
877-305-6202 9am - 8pm EST M-
F. 

30% Coinsurance after Deductible 
Savings Plus Plan Benefit Not Covered 

Home visits – Professional (not 
part of Home Health visits/ Home 
Health Aid Services) 

$25 Copay / per visit Non-Specialist 
$60 Copay / per visit Specialist Not Covered 

Infusion Therapy: Members and/or 
providers must contact Payer 
Matrix for assistance for infusions 
and injections being done in an 
office or outpatient setting. To 
reach Payer Matrix for assistance 
at 1-877-305-6202 9am - 8pm EST 
M-F. 

  
30% Coinsurance after Deductible 
Savings Plus Plan Benefit  

Not Covered 
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Occupational Therapy - Limited to 
30 visits per Calendar Year, visit 
limits are followed with ASD 
diagnosis. Developmental delays 
are  covered. Combined 
Institutional /Professional.  

Professional Non-Facility 
based Services: 
$60 Copay  

Facility based Services: 
$60 Copay  
Savings Plus Plan Benefit 

Not Covered 

Orthoptic / Pleoptic Therapy  Not Covered Not Covered 

Physical Therapy - Limited to 30 
visits per Calendar Year, visit limits 
are followed with ASD diagnosis. 
Developmental delays are  
covered. Combined Institutional 
/Professional. 

Professional Non-Facility 
based Services: 
$60 Copay  

Facility based Services: 
$60 Copay  
Savings Plus Plan Benefit 

Not Covered 

Pulmonary/Respiratory Therapy - 
Limited to 30 visits per Calendar 
year. 

Professional Non-Facility 
based Services: 
$60 Copay  

Facility based Services: 
$60 Copay  
Savings Plus Plan Benefit 

Not Covered 

Radiation Therapy  
Professional Non-Facility 
based Services: 
$60 Copay  

Facility based Services: 
$60 Copay  
Savings Plus Plan Benefit 

Not Covered 

Speech Therapy -  Limited to 30 
visits per Calendar Year, visit limits 
are followed with ASD diagnosis. 
Developmental delays are 
covered. Combined Institutional 
/Professional. 

Professional Non-Facility 
based Services: 
$60 Copay  

Facility based Services: 
$60 Copay  
Savings Plus Plan Benefit 

Not Covered 

Emergency Services 
Benefit In-Network & Out-Of-Network 
Emergency Care – ER Copay is 
waived if admitted.  

$500 Copay  
Savings Plus Plan Benefit 

Urgent Care   $75 Copay Not Covered 
Emergency Medical 
Transportation: Ground, and Air 
Ambulance are covered.  

$500 Copay 
Savings Plus Plan Benefit 

Other Services 
Benefit In-Network Out-Of-Network 

Abortion  - Elective & Therapeutic.  
Maternity Care for Dependent 
Daughters are not covered. 

Professional Non-Facility 
based Services: 
30% Coinsurance after 
Deductible 

Facility based Services: 
30% Coinsurance after 
Deductible 
Savings Plus Plan Benefit 

Not Covered 

Acupuncture 
Professional Non-Facility 
based Services: 
$60 Copay  

Facility based Services: 
$60 Copay  
Savings Plus Plan Benefit 

Not Covered 

Allergy Services / Allergy 
Injections 

Professional Non-Facility 
based Services: 
$60 Copay  

Facility based Services: 
$60 Copay  
Savings Plus Plan Benefit 

Not Covered 

Allergy Testing  
Professional Non-Facility 
based Services: 
$60 Copay  

Facility based Services: 
$60 Copay  
Savings Plus Plan Benefit 

Not Covered 
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Alternative Medicine Not Covered  Not Covered 
Ambulance Service – Non 
Emergency Transport Not Covered  Not Covered 

Bariatric Surgery  Not Covered Not Covered 

Biofeedback Not Covered Not Covered 

Blood Processing / Blood Storage 
Includes autologous donation 

Professional Non-Facility 
based Services: 
No Charge  

Facility based Services: 
No Charge 
Savings Plus Plan Benefit 

Not Covered 

Dental – Accident to sound teeth 
only. Treatment must be started 
within 12 months of injury. Routine 
Dental is excluded.  

Office/Outpatient Settings: $60 Copay Not Covered 

Durable Medical Equipment 
(Includes Diabetic Supplies) – 
includes repairs, and rentals.  
ACA Breast Pumps are covered at 
100% All others at standard cost 
share. 

30% Coinsurance after Deductible Not Covered 

Foot Care (routine)  Not Covered Not Covered 
Hearing Aids (exams, fittings, and 
device)  ACA mandated Hearing 
exams are covered at 100% under 
PPACA.  

Not Covered Not Covered 

Hearing Exams – non routine   
ACA mandated Hearing exams are 
covered at 100% under PPACA. 

Professional Non-Facility 
based Services: 
$25 Copay  Non-Specialist 
$60 Copay  Specialist 

Facility based Services: 
$25 Copay Non-Specialist 
$60 Copay Specialist 
Savings Plus Plan Benefit 

Not Covered 

Immunization – (non-routine) 
Vaccinations for travel are 
excluded 

Professional Non-Facility 
based Services: 
$25 Copay  Non-Specialist 
$60 Copay  Specialist 

Facility based Services: 
$25 Copay Non-Specialist 
$60 Copay Specialist 
Savings Plus Plan Benefit 

Not Covered 

Infertility Services - Basic Testing 
Only  

Professional Non-Facility 
based Services: 
$60 Copay  

Facility based Services: 
$60 Copay  
Savings Plus Plan Benefit 

Not Covered 

Infertility Services – 
Comprehensive (AI) & Advanced 
(ZIFT/GIFT/IVF)  

Not Covered Not Covered 

Injections: Members and/or 
providers must contact Payer 
Matrix for assistance for infusions 
and injections being done in an 
office or outpatient setting. To 
reach Payer Matrix for assistance 
at 1-877-305-6202 9am - 8pm EST 
M-F. 

Professional Non-Facility 
based Services: 
$25 Copay  Non-Specialist 
$60 Copay  Specialist 

Facility based Services: 
$25 Copay Non-Specialist 
$60 Copay Specialist 
Savings Plus Plan Benefit 

Not Covered 

Medical Nutrition Therapy Not Covered Not Covered 
Medical Nutrition Products; Enteral 
feeding supplies, formulae and all 
infant formulae are not covered. 

Not Covered Not Covered 
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Medical & Diabetic Supplies 30% Coinsurance after Deductible Not Covered 

Nutritional Counseling – Diabetic 
Professional Non-Facility 
based Services: 
$25 Copay   

Facility based Services: 
$25 Copay  
Savings Plus Plan Benefit 

Not Covered 

Nutritional Counseling – 
Nondiabetics  

Professional Non-Facility 
based Services: 
$25 Copay   

Facility based Services: 
$25 Copay  
Savings Plus Plan Benefit 

Not Covered 

Online visits - Telephone 
consultations are excluded  

$25 Copay  Non-Specialist 
$60 Copay Specialist Not Covered 

Onsite Clinics  Not Covered Not Covered 

Oral Surgery – Includes removal of 
impacted wisdom teeth. Dental 
anesthesia is covered if related to 
payable oral surgery. 

Professional Non-Facility 
based Services: 
$60 Copay  

Facility based Services: 
$60 Copay  
Savings Plus Plan Benefit 

Not Covered 

Orthotics and Prosthetic Devices – 
Diabetic shoes, and Orthopedic 
shoes are not covered. Arch 
Supports are excluded 

30% Coinsurance after Deductible Not Covered 

Private Duty Nursing  Not Covered Not Covered 
Respite Care Not Covered Not Covered 

Retail Health Clinics  $25 Copay / per visit Non-Specialist 
$60 Copay / per visit Specialist Not Covered 

Sterilization – Men are covered. 
Woman are covered 100% per 
ACA. 

Professional Non-Facility 
based Services: 
30% Coinsurance after 
Deductible 

Facility based Services: 
30% Coinsurance after 
Deductible 
Savings Plus Plan Benefit 

Not Covered 

Sterilization Reversals Not Covered Not Covered 

TMJ Treatment Non-surgical: 
Appliances are excluded 

Professional Non-Facility 
based Services: 
$60 Copay  

Facility based Services: 
$60 Copay  
Savings Plus Plan Benefit 

Not Covered 

TMJ Surgical Treatment 

Professional Non-Facility 
based Services: 
30% Coinsurance after 
Deductible 

Facility based Services: 
30% Coinsurance after 
Deductible 
Savings Plus Plan Benefit 

Not Covered 

Vision Exams (Routine) and 
Hardware  Not Covered Not Covered 

Vision surgery – Cataract and 
Glaucoma: (includes initial frames, 
lenses or contact following 
cataract surgery)  

Professional Non-Facility 
based Services: 
30% Coinsurance after 
Deductible 

Facility based Services: 
30% Coinsurance after 
Deductible 
Savings Plus Plan Benefit 

Not Covered 

Wigs – limited to 1 per benefit 
period with a maximum of $3,000 
post Chemotherapy or Radiation. 

Professional Non-Facility 
based Services: 
30% Coinsurance after 
Deductible 

Facility based Services: 
30% Coinsurance after 
Deductible 
Savings Plus Plan Benefit 

Not Covered 
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Transplant Services  
Center of Excellence Locations Only  

Benefit In-Network Out-Of-Network 
Live Donor Health Services  30% Coinsurance after Deductible Not Covered 

Bone Marrow Donor Search  30% Coinsurance after Deductible Not Covered 

Organ Transplant – Facility  30% Coinsurance after Deductible Not Covered 

Organ Transplant – Physician & 
anesthesiologist  30% Coinsurance after Deductible Not Covered 

Travel and lodging for Organ 
Transplant  Not Covered  

Prescription Drug Benefits  
Carelon Rx or 1-833-271-2374 www.carelonrx.com 

Generic (Tier 1) 
No cost for Preventive Rx Drugs 
30 day supply: $10 Copay 
Mail Order up to 90 day supply: $20 Copay 

Not Covered 

Preferred (Tier 2) 30 day supply: $50 Copay 
Mail Order up to 90 day supply: $100 Copay Not Covered 

Non-Limited/Non-Preferred  
(Tier 3) 

30 day supply:  
50% Coinsurance (Plan Deductible waived) 
Mail Order up to 90 day supply: 
50% Coinsurance (Plan Deductible waived) 

Not Covered 

Specialty (Tier 4) Not Covered Not Covered 

Preauthorization (Health Link: 1-877-284-0102) 
The following services require Preauthorization, or benefit will be reduced by 50% of the allowed. 

Inpatient Services: Outpatient Services Other Services: 
Cervical Spine Surgery Cartilage Transplant Knee Bone Stimulator 
Computer Navigation for Orthopedic 
Surgery Cervical Spine Surgery Cardio/External Defibrillator 

Elective Admissions Cochlear Implant Cooling Devices 

Emergency Admissions Computer Navigation for Orthopedic 
Surgery CPAP/BIPAP 

Hospice Lumbar Spine Surgery Electric Scooters 

Lumbar Spine Surgery Mandibular/Maxillary Surgery 
(Orthognathic) Infusion Pumps 

Rehabilitation Facility Admissions Mastectomy for Gynecomastia Insulin Pumps 
Sacroiliac Joint Fusion Nasal Septoplasty Limb Prosthetics 
Skilled Nursing Facility Admissions Reduction Mammoplasty Myoelectric prosthetics 
Transplants Rhinoplasty Neuromuscular Stimulators 
 Sacroiliac Joint Fusion TENS Unit 
 Sclerotherapy (Lower Extremities) Wheelchairs  

Managed Care Services: Sleep Apnea Surgery - LAUP/UPPP, 
Nasal, and Uvulopalatoplasty Wound Vacs 

Inpatient BH/SA Botulinum Toxin – Review for Migraine 
Use Only  
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Electric Convulsive Therapy (ECT) Home Health Services  

Intensive Outpatient Therapy Home Hospice  

Partial Hospitalization (PHO) Hyperbaric Oxygen Therapy 
(Systemic/Topical)  

Residential Care (RTC)  Coronary CT Angiography (CCTA)  
Psychological testing Coronary MRA  
Genetic Counseling Cardiac MRI  
 MRA of the Head and/or Neck  
 MRI of the Brain  

 MRI of the Spine – Cervical, Thoracic, 
Lumbar, Sacral  

 PET Scan  
 Physical/Occupational/Speech Therapy  

Exclusions 
In addition to exclusions listed in the document, the following services are  

excluded from coverage under the Plan 
Advanced and Comprehensive Infertility Services Maternity Care for dependent daughters 
Alternative Medicine/homeopathy Methadone Clinic 
Biofeedback Non-Emergency Care outside the U.S. 
Cosmetic Surgery Non-Emergency Care in the ER Setting 
Dental Care (Routine) Private-Duty Nursing 
Erectile Dysfunction Respite Care 
Gastric Bypass Routine Foot Care 
Gene/Cellular Therapy TMJ (Appliances) 
Growth Hormone Therapy Vision Exams and Hardware 
Hearing Aids Weight Loss Programs 
Long-Term Care  
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