Taipei Economic and Cultural Representative Office
in the United States

Invitation to Tender for Group Health Insurance Contract

L.Procurement Object

Group health insurance service contract (“the Contract™)for Taipei Economic and Cultural

Representative Office in the United States (“TECRO”) and its subsidiary offices (“TECO”) except

for TECO in Honolulu and Guam.

II.Insured Persons

A. TECRO/TECO full time employees and their dependents, which include spouse, eligible child
and parents. “Eligible child” means minors; physically or mentally disabled sons or daughters
without earning capacity; and unmarried sons or daughters under the age of 26 and still in school.

B. Total accounts of TECRO/TECO current group heaith insurance as of August 31, 2024:
1. .Employee only: 174 accounts (174 persons);
2. Employee plus spouse or child(ren): 98 accounts(196persons); AND
3. Family: 97 accounts (364 persons).

C. A quoted total price in a tender must be based on the accounts listed above and it must also
contain monthly premium for each type of accounts.

II1.Contract Dates

A. 01/01/2025-12/31/2025 (US calendar day)

B. TECRO has the option to renew the Contract for 1 year (01/01/2026-12/31/2026) provided that:
1. TECRO is satisfied with the performance of the coverage under the Contract; AND
2. The renewed Contract Price is agreed by both sides before October 15, 2025 after negotiation

of the renewal, '
I'V.Procurement Budget:

A. 2025: US$ 4,768,062.00

1. The maximum premium for monthly rate for an employee only account shall be no higher than
US$ 581.00

2. The maximum monthly premium for an employee plus spouse ot child(ren) account and a

family account shall be calculated based on the carrier’s formula for the calculation of the

maximum premium for the employee only account.
B. 2026: US$ 4,768,062.00



1.Provided that TECRO decides to renew the Contract for the year of 2026.

2.2025 maximum monthly premium aforesaid applies to 2026,

C. Any quoted total price of tender that is over the procurement budget will not be considered.

V.Health Insurance Carrier/Broker

A. Basic requirements: the Contract reaches the threshold for large procurement under the

Government Procurement Act (the “Act”) of ROC (Taiwan). To comply with the Act, TECRO

will review basic requirements for a health insurance carrier/broker (“carrier/broker”) before

evaluating its tender. A prospective carrier/broker shall submit documents to prove that:

1. Ttis licensed to provide health insurance service in the United States; AND

2. It has had at least one group health insurance contract with foreign embassies/consulates
within the last 5 years.

A carrier may permit no more than one broker to submit its tender to TECRO on behalf of the

carrier, A broker must submit no more than one tender to TECRO on behalf of the carrier. This

does not preclude industry ptactices of business contacts and insurance proposal quotes between

carriers and brokers before they formally submit tenders to TECRO.

VI1.Procurement Procedure

A,

The procurement of the Contract adopts “The Most Advantageous Tender” rule pursuant to

subparagraph 9 of paragraph 1 of Article 22 of the Act.

. TECRO will form a selection committee (“the Committee™) of S persons to review tenders

submitted by carriers/brokers.

TECRO will review the basic requirements listed in Paragraph V. above to determine whether a
carriet/broker ts qualified to submit its tender to TECRO, Qualified carries/brokers must make
presentations to and take questions from the Committee on the date designated by TECRO.

The Committee will evaluate each carrier/broker’s tender in accordance with the selection
criteria listed in Paragraph VIII below. The total evaluation score is 100 points and an “ordinal
ranking” method will be adopted by turning the scores of all carriers/brokers into the ranking for
each member of the Committee. The rankings of the same carrier/broker among the Committee
members will be combined and the one with lowest figure will be the first priotity carrier/broker
for price negotiation. If two or more carriers/brokers have the same lowest figure, the Commitice
will choose the quoted price to determine the priority among the carriers/brokers.

TECRO may award the Contract to the 1¥ priority carrier/broker provided that the quoted total
price in its tender is below the procurement budget listed in Paragraph IV above and that

TECRO accepts the quoted total price. If the quoted total price is below the procurement budget
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F.

G.

but TECRO is not satisfied with the price, TECRO will negotiate the final price with the 1%
priority carriet/broker before awarding the Contract. If TECRO cannot reach an agreement with
the 1% priority carrier/broker on the final price, TECRO will move to the 2" priority
catrier/broker and negotiate the final price for its tender, and so on. TECRO will only negotiate
with any qualified carriers/brokets one time on the final price of its tender for the year of 2021.
The Committee may award the Contract in its’ sole discretion,

TECRO does not have a contractual velationship with any carriers/brokers until TECRO signs the

Contract,

Vil.Benefit Requirements

A,
B.

For benefit requirements please contact TECRO HR officer.

The benefit summary of the tender submitted to TECRO must be a PPO medical program. A
comparison between the benefit requirements in the Addendum and the tender’s benefit
sumtnary must be submitted for the Committee’s review.

The Committee will evaluate the insurance carrier/broker’s tender and benefit summary in
accordance with selection criteria in Paragraph VIII below to determine which tender has the
priority for price negotiation.

Parents living in the same household of TECRO/TECO eligible employees may enroll in the
group health insurance plan in separate account. Diplomatic employees’ parents living in Taiwan
may also enroll in the plan if they come to the United States for a short family visit.

Prevention of medical fraud

No employees or dependents may envoll in the group health insurance plan if their main purpose
of coming to the United States or joining this plan is to seek medical treatment. The insurance
carrier/broker must inform TECRO of the aforesaid or other serious medical fraud cases it

discovers.

VIII,Selection Standard

A.

Selection Criteria

Evaluation items Sub-evaluation items Score Distribution

Human resources

Professional Service Team Number of in-network 15
medical providers
_ . Procedure of enrollment and
Service Quality 20

claims




Customer service for claims

and medical advice

Broker Services

Foreign embassies/consulates

. clients

Capability of Group Health 1o

Insurance _ .
Fortune 500 companies clients
Completeness of proposals
Proposal is more favorable

Soundness of Proposals . 15
than the benefit summary
required by TECRO
Premiumn Calculation

Quoted Price Reasonableness | Premium Reasonableness 40
Reward{credit back)

Total Score 100

B. Any tender with a total score of less than 70 will not be considered further.

1X.Submission of Tender:

A. Please contact TECRO HR officer to request information of tender preparation.
Telephone number: 202-895-1843
Email: tecroHR@mofa.gov.tw
Mr. Gene Li/Acting Deputy Director

B. Submission of tender is strictly limited to regular mail, courier service or personal delivery.

Electric transmission of tender WILL NOT be accepted.

C. The tender must be sealed and received by TECRO not later than 05:00pm on November 25,
2024 (ET). Please address the tender as follows:

Administrative Division (Group Health Insurance Tender)

Taipei Economiec and Cultural Representative OQffice in the United States
4201 Wisconsin Avenue, N.W. Washington, DC 20016

D. A tender must contain following documents:

1. Group health insurance service proposal




The proposal must contain the information required in this invitation to tender.

2. One copy of draft contract.
3. Statement of the tender (form provided by TECRO).
4, Price list of the tender (form provided by TECRO).
5, A carrier/broker’s basic requirement documents listed in Paragraph V. above.

E. Proposals received after the deadline WILL NOT be considered.

F. TECRO will hold a meeting in its office to open scaled tenders it received at 10:00am on the
next business day of the submission deadline.

X.Enrollment Procedure and Effectiveness of Coverage

A. The coverage of diplomatic employees and their dependents shall become effective upon their
arrivals at the port of entries in the United States if they decide to entoll in the plan.

B. The coverage of eligible locally-hired employees and their dependents (parents not included with
some exceptions) shall become effective 90 days after the commencement of employment with
TECRO/TECO if they choose to enroll in the plan

XILPremium Payment Period

TECRO will pay insurance premium in a 3-month period and will adjust its payment according to

new enrollments and withdrawals.



Benefit Highlights

International

7 Unlimited

etz ool ‘ " l-'i:\‘-:';'al.
&, Non-Participating -
Provider 5

Maximum Reimbursable Charge is detemi
percentage of Charges made by Providers of such service or supply In
complied in & database We have selected, Rote: The Provider may bill You for the difference belween the Provider's nomal charge and the
Maximum Reimbursatle Charge, in addftion to applicable Deduclibles and Coinsurance.

ned based on the lesser of the Provider's narmal

Lifetime Maxintum 1 Unlimited Unlimited

The Percentage of Covered 60% 80% 60% of the Maximum

Expenses the Plar Pays ° ? Relmbursable Charge

g:::?:m Rembursable Not Applicable Not Applicaole 150% of Medicare Rates
T

charge for a similar service or supply; or @

the geographic area where the sarvice {s received. These Charges are

Policy Year Medical Deductible
Individual

Family Maximum

$700

7 times the individual Deductible

ST

3 Himes the ingividual Deductitle

$1.400,
2 times the Individual Deductible

Family members meat only their ind

has been met prior totheir individua Deductl

vidual Deductible ahd ihen their claims will be covered under the Pian Colnsurance; if the family Deductible

hie being met, thelr daims will be paid at the Plan Coinsuranca.

Qut-of-Pocket Maximum
{ndividual

Family Maxmum

$5,000

9 times the individual Out-cf-

Packet Maximum

$4,000

2 times the individual Out-of-
Pocket Maximum

8,000

2 times the individual Out-of-
Pocket Maximum

Famlly members meet only their indvidual Outof-Pocket and then thair claims wil be ¢
prior to thelr individual Out-of-Pocket helng met, their claims will be paid at 100%.

overed at 100%:; If the family Out-of-Pocket has been met

Physician's Services

Physician's Office Vist -
Primary Gare Physician

Office Visk — Specialist

Surgery Parfarmed In the
Physician's Office

Second Opinion Consultations
(provided on a voluntary basis)

Allergy Treatmentfinjections

60%, No Deductible

£0%, No Deductible
B0%, After Deductible

60%, No Deductible

80%. No Deductible

100%, No Deductible, $20 Copay

100%, No Deductible, $30 Copay
80%, After Deductible

100%, No Deductible, $2Q Copay

100%, No Deductible,' $30, Copay

60%, No Deductible, $30 Copay

60%, No Deductible, $39’ Copay
80%, After Deductible

60%, No Deductible, $30.Copay

80%, No Deductibte, $40 Copay

Preventive Care

For Children under age 6

_ Routine Preventive Care ~ al | 100% not subject to Pian 100% not subject to Plan 60%, No Deductible
ages Deductible or Copayments Daductible or Capayments
Immunizations — aff ages 100% not subject to Ptan 100% not subject 0 Plan 60%, No Deductible
Deductible or Copayments Deductible or Copayments '
Mammograms, PSA, PAP . .
100% not subject to Plan 100% not subject to Plan " .
Smear and Colorectal Cancer Deductible or Copayments Deductiple or Copayments 60%, No Deductible
Screenings
Lead Poisoning Scresning , ,
Tests 100% not subject to Ptan 100% not subject to Plan 60%. No Deductible
Deductible or Copayments Deductible or Copayments !




Benefit Highlights .

Facllity/Professional Charges
Bed and Boand Charges
Physldlan’s Visits/Constitafions

Professional Servicés

{Surgeon, Radiologist,
Pathologlst, Anesthesfologist)

60%, After Deductible
60%, After Deductible
60%, After Deductible

international

80%, After Daductible
80%, After Deductible
B0%, After Deductible

.S, P}ar!i_cipatihg Provider

1.8, Non-Participating
© T Provider

60%, After Deductible
50%, After Deductible
§0%, After Daductible

Inpatient Sarvicés af Other
Heath Care Fadllities

Inciudes Skilled Nursing
Fadllity, Rehabilitation Hospital
and Sub-Acute Facilities”

Policy Year Maximum of 120
day limit,

B0%, After Daductible

80%, After Deductible

80%, After Deductible

Ambufatory Surgical Servites

Operating Room, Recovery
Room, Procedure Room,
Treatment Room and
Obsaryation Room

Professional Ssrvices

(Surgeon, Radiologist,
Pafhologist, Anesthesiologist)

80%, After Deductible

60%, After Deductible

80%, After Deductible

80%, After Deductible

£0%, After Deduciible

0%, After Deductible

Emergency and Urgent Care
Services

Hospital Emergency Room

Outpatient Professional
Sevices (radiology, pathclogy
and ER Physiclan}

Urgent Care Facllity

X-ray andfor Lab performed at
the Emergency Room or Urgent
Care Facility (bifled as part of
the visit)

X-ray andfor Lab performed at
the Independant fadlity in
conjunction with the Emergency
Room visit

Ambutance

60%, After Daductible
60%, After Deductible

60%, After Deductible
60%, After Deductible

60%, After Deductible

0%, After Deductible

80%, After Deductible
80%, After Deductible

80%, After Deductible
80%, After Deductible

B80%, After Deductible

80%, After Deductible

{f You have a frus Emergency
Medical Condition, the benefits
will be paid =t tha U.5.
Participating Provider Rate

60%, After Deductible
50%, Afier Deductible

0%, After Deductible
60%, After Deductibe

60%, After Deductibie

§0%, After Deductibla




Benefit High_lighis-

Labora'tory angd Radiology |
Services

(includes pre-admission testing)
inpatient Facility
Outpatlent Facility

Independent X-ray and/or Lab
Facility

International”

80%, After Deductible
60%, After Daductible
60%, After Deductible

- U.S. Participating Provider

BQ%, After Deductible
80%, After Deductible
80%, After Deductible

U-.S. N‘QH-PVEHICI[}EI ing |
. :__Prrov_id_er .

0%, After Deductible
80%, After Deduciible
60%, After Deductible

Advanced Radiologleal imaging
(i.e. MRis, MRAs, CAT Scans and
PET Scans)

inpatient Facility
Quipatient Facility
independent Facility

60%, After Deductibie
60%, After Deductible
§0%, After Deductible

B0%, After Deductible
80%, After Deductible
80%, After Deductible

§0%, After Deductible
B0%, After Deduclible
60%, After Deductible

Matemity Care/Ohstatrical
Services

Physigian's Office vist to
confim pregnancy

Global Matemity Fee (Prenatal,
Postnatal and Physicians
delivery charge)

Physician's Office visits in
addition tothe global matemity
fee

Laboratory, Radiology Services
and or Advance Rediological
imaging

Delivery Changes — Fagliity
{Hospital, Birthing Canter)

Seivices of a Doula

(n hgme or faifity up to 10
vishts (pre and post-natal
comblned

0%, Ne Deductible

80%, After Dedustible

50%, No Deductible

60%, After Deductible

60%, After Deductible

80%, After Daductible

100%, No Deductible, $40 Copay

80%, After Deductible

100%, No Deductible, $40 Copay

B0%, After Deductible

80%, After Deductible

Not Coverad

0%, No Deductible, $50 Copay

£0%, After Daductinie

60%, No Daductible, $50 Copay

50%, After Deductible

§0%, After Deductible

Not Covered

Termination of Pregnancy
Medically Necessary

Elective

§0%, After Deductible
i 80%, After Deductible

80%, After Deduclible
80%, After Daductible

§0%, After-Deductible
0%, After Daductible




Benefit Hig‘ilu

Covered Expengas Include
Charges made by a Physlelan
to diagnose and to surgicafly
treat the undérlying medical
cause of infertility.

Physician's Qffice Visit
Inpatient Facility
Outpatient Facility

Physician's Seivices

~International

€0%, No Deductible

60%, After Deductible
80%, After Deductible
60%, Aftar Deductible

100%, No Deductible, §40 Copay
80%, After Deductible
80%, After Deductible
B80%, After Deductible

U.S. Non-Participating
. Provider .

B80%, No Deductible, $50 Copay
80%, After Deductible
60%, After Deductlble
80%, After Deductible

Infartifity Expenses -
Comprehansive

Limited Benefit ~ See banefit
description for gpecific
coverages and exclusions,
Pre-authorization ts required,

Physician's Office Visit
Qutpatient Facility

Physician's Services

60%, No Deductible
60%, After Deductible
§0%, After Deductible

100%, No Deductible, $40 Copay
80%, After Dedustible
80%, After Deductible

60%, No Deductible, $50 Copay
60%, After Deductible
§0%, After Deductible

Family Planning/Contraception
Management

See benefit description for
specific coverages

For Women

Physician’s Office Visit
Inpatlent Facitity
Outpatlent Facility
Physician's Services

For Men
Physician's Office Visit
inpafient Facllity
Outpatient Facility

Physiclan's Services

100% ot subject to Pian
Deductible or Copayments

100% not subject to Plan
Deductible or Copayments

100% not subject to Plan
Deductible or Copayments

100% not subject to Flan
Deductible or Copayments

B80%, No Dadustible

80%, After Deductible
60%, After Deductible
60%, After Deductible

100% not subject to Plan
Deductible or Copayments

100% not subject to Plan
Deductibie or Copayments

100% not subject to Plan
Deductible or Copayments

100% not subject to Plan
Deductible or Copayments

100%, No Deductible, §40 Copay
B80%, After Deductible
80%, After Deductible
80%, After Deduciible

63%, No Deductible

60%, No Deductible

60%, No Deductible

60%, No Deductible

80%, No Deductible, 550 Copay
60%, After Deductible
60%, After Deductible
60%, After Deductible




" - Benefit Highlights
Obesity/Bariatric Surgery
Subject to Medical Necessity and
Clini¢al guidelirees for someone

who is Morhidly Obass. Prs-
authorization fs required

Physician's Qffice Visit
inpatient Facility
Outpatient Factlity

Physiclan's Services

International

60%, No Deductible

80%., After Deductibla
60%, After Deductible
0%, After Deductible

~ . U8, Participating Provider

100%, No Deductible, $40 Copay
80%, After Deductible
BO%, After Deductible
80%, After Deductible

U.S. Non-Participating ]
Frovider

$0%, No Deductible, $50 Copay

80%, After Deductible
60%, After Deductible
60%, After Deductible

Oryan Trangplant Services

Inehudes all medically appropriate,
non-Experimental fransplants.
Pre-authorization s required

Physician's Office Visit
tnpatient Facility
Physician’s Servicas

Lifetime Travel Maximum:
$10,000 per transplant

80%, No Deductible
£0%, After Deductible
80%, After Deductible

100% of Reasonable Expanses
after Plan Deducthble

100%, No Deductible, $40 Copay
80%, After Deductible
80%, Adter Deductible

100% of Reasonable Expenses
after Plan Deductible

60%, No Deductible, $50 Copay
60%, After Deductible
60%, Afier Deductible
Not Covered -

Transgender Services

See benefit description for
covered services, Pre-
authorization is required

Physician’s Office Visit
Inpatient Facllty
Outpatient Facllity

Physician's Services

60%, No Daductible

B0%, After Deductible
60%. After Deductible
6%, After Deductibie

100%, No Deductibte, $40 Copay
80%, After Deductible
80%, After Daduttible
80%, After Deductible

50%, No Deductible, $50 Copay
80%, After Beductible
60%, After Deduclible
0%, After Deduclible

Nutritional Evgluation

Policy Year Maximum of 3 visit
limk. Limk does not applyto
treatment of digbetes or for
services due 1o a mental health or
stbstance abuse dlagnosis.

Physitian's Offico Vst

60%, No Deductible

100%, No Deductible, §40 Copay

80%, No Deductible, $50 Copay

Nutritional Formulas

60%, After Deduclible

B0%, After Deductible

0%, Affer Deductible

Acupuncture
Physlcian's office visit

60%, No Deductible

100%, No Deductible, 840 Copay

60%, No Deductible, $50 Copay




Bene_ﬁf Highlights

International . - 8

‘Chiropractic CarefSpinal |

Manipulations
Physician’s offica visit

Polley Year Maximum of 20
vistt fimit.

60%, No Deductible

s, Par-fi’ci;}étihg Provider

100%, No Deductible, $40 Copay

| USNOHPa R

- Provider - o

60%, No Deductible, $50 Copay

Annual PhysicalfExecutive
Health Screening for Services
not covered as Preventive Care

Policy Year Maximum of $500

60%, After Deductible

80%, After Deductible

60%, After Deductible

Telehealth

§0%, No Deductible

100%, No Deductible, $30 Copay

80%, No Deductible, $40 Copay

Dental Services due to an
Injury and Oral and
Maxiliofacial Treatment (Mouth,
Jaws and Teeth)

Limited Beneffts - please see the
benefit description for limitation
on Dental Services due toan

Injury
Physiclan's Office Visit
Inpatient Facility
Qutpatient Facility

Physician’s Semvices

60%, No Deductible

B80%, Aftar Deductible
0%, After Deductible
80%, After Deductible

100%, No Deductible, $40 Copay
80%, After Dedudtible
B80%, After Deductible
80%, After Ceductible

0%, No Deductible, $50 Copay
60%, After Deductible
60%, After Deductible
60%, After Deductible

YMJ Treatment

60%, After Deductible

80%, After Deductible

80%, After Deductible

Diabeflc Equifmment

60%, After Daductible

80%, After Daductible

0%, After Daductible

Burabis Medical Equipment

B0%, After Deductible

80%, After Deduciible

80%, After Daductible

External Prosthelic Appliances

60%, After Deductible

BO%, After Daductibla

60%, After Deductible

Wigs

{for hair loss due to alopecia
areata or cancer treatment)

Policy Year Maximum of $500

50%, After Deductible

80%, After Deductible

60%, After Deductible

Mental Health
inpatient Facility

Qutpatient (Includes Indlvidual,
Group and Intensive
Outpatient)

Physician's Office Visit
Qutpatient Facility

B0%, After Deductible

60%, No Deductible
60%, After Deductible

80%, After Daductible

100%, No Deductible, $30 Copay
B80%, After Deductible

60%, After Deductible

0%, No Deducfible, $40 Copay
60%, Adter Deductible

Psycho-Educational Testing

60%, After Deductible

80%, After Deductible

60%, After Deductible




Substance Abuse Health
inpatient Facllity

Qutpatient (Includes Individual,
Group and Intensive
Outpatient)

Physician's Office Visit
Outgtint Facllty

Benefit Mighlights .

60%, After Deductible

80%, No Deductible

| 60%, After Deductible

~ lnternational

80%, After Deduclible

100%, No Deductible, $30 Copay
80%, After Deducible

1.8, Participating F’rov'i.j'dér U8. Non-Participating

Proyide:j

6%, After Deductible

60%, No Daductible, $40 Copay
60%, After Deductible

Hearing Benafit

One Examination per 12 month
period.

£0%, No Deductibfe

100%, No Deductible, $40 Copay

60%, No Deductible, $50 Copay

Hearing Aid Benefit

Up to §1,000 per hearing ald unit
necessary for each hearing
fmpaired ear svery 36 months

60%. After Deductible

80%, After Deducfible

0%, After Daductible

Home Health Care Services

Policy Year Maximum of 120 visit
limit,

60%, After Deductible

80%, Aftar Deductible

60%, After Deductible

Privats Duty Nursing
Polloy Year Maximur of 120 visit
!i‘mit._ ‘-‘F :-‘; ‘ . B

60%, After Deductible

80%, After Deductible

80%, After Deductible

Hospicé Care Bervices

60%, After Deductible

80%, After Daductible

80%, After Daductible

Infuston Therapy
Qutpatient Facilty 80%, After Deductible 80%, After Deductible 60%. After Deductible
Physiclan's Sevices 60%, After Deductible 80%, After Deductible §0%, After Deductible

Shotf Term Rehabilitative
Therapy

Policy Year Maximum of 30 vist
limit for all therapies combined.

Physician's Office Vist
Qutpatient Mospital Facility

Nate; The Short Term
Rehabilitative Therapy maximum
does not apply to the treatment of
autism.,

60%, No Deductible
60%, After Deductible

100%, No Deductible, $40 Copay
80%, After Deductible

80%, No Deductible, $50 Copay
60%, After Deductible




T _w',;;. e Prascnpt:onﬂrugs—"-""‘
' Scheduie of Beneﬁi’s

Tha betow section descnbes the coverage for Prescnphons Drugs for You and Your insured Dependents The Plan provides Prasonption Drug
benefits for Praacription Drugs and Relsted Supplies provided by Pharmadies as shown inthe Scheduls of Benefits and as described in the
Prescription Drug Coverage section of this Certificate. To recelve Prascription Orug Benefits, You and Your Dependents may be requlred to pay
a portion of the Covered Expenses, That portion Includes any appifcable Deductible andfor Copayments, Benefits are fimited as described in the
Prescription Drug section of {his Certificate and are subject to the Medical “Exclusions” section of this Certificate.

The following are applicableto all Prescription Drug henefits:
o The Prescription drug deslgnation s as per generally-accepted Industry sources and adopted by Us and Is subject to changa

nitaples a lrf)rugs d:‘ ensaﬁ by 8 Physlclan o edlcal fapﬂity on_*"n"ﬁatp ikt by “f:_";i"j_f{_ E

haseﬂon a:qie (1) imonth supply : KGRI
Tier 1 Prescnptlon Drugs - Generic 40% Copaymem per Prescdptlon or ref ]I Deducuble does notapp]y.
Tier 2 Preécribtidn Prugs - Prefemed Brand 40% Copayment per Prescription or refil. Deduetible does not.appy.
Tler 3 Prescnpt!bn Dmgs ron Preferred Brand . 40% Copayment per Pi‘éSCﬂpﬂOﬂ or refilt, Deductible does not apply.

- Mall, Order ascrlpﬂm Brugs ﬁsing the Insumr s maﬂ Order Preserjphon Drug vender - Copayments hased an 8
 thies {3) month supply .

Tiert Prescnptton Drugs - Geneﬁc 40% Capayment per Prescnptlon oF reﬂll Deducubie does no! apply
Tier 2 Prescription D'mgs ~ Preferred Brand 40% Copayment per Prestription or refill, Deductible doss not apply._
Tier 3 Prescription Dugs — non Preferred Brand 40% Copayment per Prescription ot refill. Dekictible does not applg.

side _oftheUmted Stdts . e |
'nsed bya Physician or médlcal facﬂny 9n ah outpgﬁeﬂf badfs ,néam

""‘nfs

ne {‘t): manﬂf supp;y

‘Hased on a ‘
P .Paﬂ!ﬁpating;ﬁg}ail-Pharmagyr L -,:Him Parﬂclgatlng Retail Ph&fmacy
. - . $20 Copayment per Prascription or refii $20 Copayment per Prescnptlon or refil
Tler 1 Presarption Dnugs - Generic Deductible does not apply Deductible doss not apply
. - $45 Copayment per Prescription or refil $45 Copayment per Prascription or refil
Ter 2 Prescription Drugs — Preferred Brand Deductible does not apply Deductible does not apply
30% Copayment per Prascription or refil 30% Copayment per Prescription or refil
Tier 3 Prascrption Diugs — non Prefesred Brand Deductible does not apply. Deduct[b.le does not apply.
The Maximum Copayment per 1 month The Maximum Copayment per 1 month
supply is $200. suppiy fs $200.

 Mall. Ordef F escripﬂon Brugs usmg the msurer 'S mail order Prescﬁption Drug: vendqr c«spayments haseﬂ oh a
three (3) mopthosupply o

Paruc:patmg Provnder Mail Order Non-Partlclpatmg Mall Order

Pharmacy Pharmacy
, - , $60 Copayment per Prascription or refi|
Tier 1 Prescription Drugs - Generic Deductible does not apply Not Covered
Tier 2 Prescription Drugs — Preferred Brand §135 C.o payment per Presciption or rfi Not Covered
Deductible does not apply
30% Copayment per Prascription or refill
Tier 3 Prascription Drugs — non Preferred Brand Deductible doss nol apply. Not Covered

The Maximum Copayment per 3 month
supply is $600,




