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SUMMARY OF COVERAGE
AMERISOFT PROSYSTEMS LLC
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PPO Plan C
LIBERTY NETWORK

BENEFIT IN-NETWORK OUT-OF-NETWORK 1
FINANCIAL
Deducti Si None $3,000

None $6,000

None 30%

N/A $10,000

Unlimited Unlimited

$40 copay per visit $750 per covered person

$40 copay per visit $500 per covered person through the end of the

calendar year
No Charge Subject to 30% Coinsurance
$40 copay per visit Subject to Deductible & 30% Coinsurance

$40 copay per visit
$40 copay per visit
$40 copay per visit
$40 copay per visit
$40 copay per visit
$40 copay per visit
$40 copay per visit

$40 copay per visit

Subject to Deductible & 30% Coinsurance**
Subject to Deductible & 30% Coinsurance**
Subject to Deductible & 30% Coinsurance**
Subject to Deductible & 30% Coinsurance
Subject to Deductible & 30% Coinsurance
Subject to Deductible & 30% Coinsurance**
Subject to Deductible & 30% Coinsurance

Subject to Deductible & 30% Coinsurance

$400 per day , up to $2000 per confinement,
to a maximum of $4000 per Calendar Year
$400 per day , up to $2000 per confinement,
to a maximum of $4000 per Calendar Year

$40 copay per visit Subject to Deductible & 30% Coinsurance
At Participating Labs; No Charge Subject to Deductible & 30% Coinsurance
No Charge Subject to Deductible & 30% Coinsurance
$40 copay per visit Subject to Deductible & 30% Coinsurance
No Charge Subject to Deductible & 30% Coinsurance®*

Subject to Deductible & 30% Coinsurance™*

Subject to Deductible & 30% Coinsurance™®*

No Charge

$400 per day , up to $2000 per confinement,
to a maximum of $4000 per Calendar Year
No Charge

Subject to Deductible & 30% Coinsurance**
Subject to Deductible & 30% Coinsurance**

Subject to Deductible & 30% Coinsurance

No Charge Subject to Deductible & 30% Coinsurance**
EMERGENCY CARE
(Oxford must be contacted within 48 hours)
No Charge Subject to Deductible & 30% Coinsurance
$100 copay; waived if admitted $100 copay; waived if admitted

$40 copay per visit

Subject to Deductible & 30% Coinsurance

$40 copay per initial visit
No Charge

$40 copay per visit

No Charge

for mother and child *#

1 Usual and Customary Rates will apply to Out-of-Network services.

Subject to Deductible & 30% Coinsurance
Subject to Deductible & 30% Coinsurance
Subject to Deductible & 30% Coinsurance
Subject to Deductible & 30% Coinsurance**

** These services require pre-certification through Oxford. You must call Oxford at 800-444-6222 at least 14 days in advance of treatment to request
pre-certification. For Mental Health Services, this applies if you choose to exchange one inpatient day for two outpatient visits.
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SUMMARY OF COVERAGE

\\77 OXFORD

HEALTH PLANS®

BENEFIT

MENTAL HEALTH/SUBSTANCE ABUSE

IN-NETWORK

AMERISOFT PROSYSTEMS LLC
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PPO Plan C
LIBERTY NETWORK

OUT-OF-NETWORK 1

(Unused Inpatient days may be exchanged,
on a two-for-one basis, for additional
Outpatient visits.)

(Unused Inpatient days may be exchanged,
on a two-for-one basis, for additional
Outpatient visits.)

At approved facilities only

$40 copay per visit
$400 per day , up to $2000 per confinement,
to a maximum of $4000 per Calendar Year

Subject to Deductible & 30% Coinsurance
Subject to Deductible & 30% Coinsurance™®*

Includes
ar 1

$400 per day , up to $2000 per confinement,
to a maximum of $4000 per Calendar Year

$400 per day , up to $2000 per confinement,
to a maximum of $4000 per Calendar Year

$40 copay per visit

$40 copay per visit

Subject to Deductible & 30% Coinsurance**

Subject to Deductible & 30% Coinsurance**

Subject to Deductible & 30% Coinsurance**

Subject to Deductible & 30% Coinsurance™®*

$10 copayment
$25 copayment
$50 copayment

Covered at Participating Pharmacies Only

ical Supplies.
Durable Equipment, when N

DEPENDENT ELIGIBILITY:
Eligible dependents include the employee's spouse and dependent children until the child reaches age 19, or age 23 if a full time student.
Benefits discontinue at the end of the calendar year.

OUT-OF-NETWORK BENEFIT ONLY
No Charge if pre-certified by Oxford in
advance and ordered by an Oxford
Participating Physician

Subject to Deductible & 30% Coinsurance**
Subject to Deductible & 30% Coinsurance**

Please note: This sample summary of coverage is provided for informational purposes only. Coverage is subject to the terms and
conditions of the Certificate. Refer to your Certificate of Coverage for a more complete listing of all benefits, including limitations and

exclusions.

1 Usual and Customary Rates will apply to Out-of-Network services.

** These services require pre-certification through Oxford. You must call Oxford at 800-444-6222 at least 14 days in advance of treatment to request
pre-certification. For Mental Health Services, this applies if you choose to exchange one inpatient day for two oulpatient visits.

OX-SMNIJ/PPO-POS 08/01/07_(R9.13.07)_v.3

July 1, 2008



\\-I"-‘- OXFORD

HEALTH PLANS®

Us A

SUMMARY OF COVERAGE
AMERISOFT PROSYSTEMS LLC
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PPO Plan C
United Healthcare Choice Plus Network
Oxford USA

BENEFIT IN-NETWORK OUT-OF-NETWORK 1

FINANCIAL

Deducti Si None $1,000
None $2,000
None 30%
N/A $10,000
Unlimited Unlimited
$30 copay per visit $750 per covered person
$30 copay per visit $500 per covered person through the end of the

calendar year
ad poisoning screening No Charge Subject to 30% Coinsurance
or children

$30 copay per visit Subject to Deductible & 30% Coinsurance
$30 copay per visit Subject to Deductible & 30% Coinsurance**
$30 copay per visit Subject to Deductible & 30% Coinsurance**
$30 copay per visit Subject to Deductible & 30% Coinsurance**
$30 copay per visit Subject to Deductible & 30% Coinsurance
$30 copay per visit Subject to Deductible & 30% Coinsurance
$30 copay per visit Subject to Deductible & 30% Coinsurance**
$30 copay per visit Subject to Deductible & 30% Coinsurance
$30 copay per visit Subject to Deductible & 30% Coinsurance
$30 copay per visit Subject to Deductible & 30% Coinsurance

At Participating Labs; No Charge
No Charge
$30 copay per visit

Subject to Deductible & 30% Coinsurance
Subject to Deductible & 30% Coinsurance
Subject to Deductible & 30% Coinsurance

ne Health €

M

No Charge

$300 per day , up to $1500 per confinement,
to a maximum of $3000 per Calendar Year
$300 per day , up to $1500 per confinement,
to a maximum of $3000 per Calendar Year

Subject to Deductible & 30% Coinsurance®*
Subject to Deductible & 30% Coinsurance**

Subject to Deductible & 30% Coinsurance**

EMERGENCY CARE

No Charge

$300 per day , up to $1500 per confinement,
to a maximum of $3000 per Calendar Year
No Charge

No Charge

Subject to Deductible & 30% Coinsurance**
Subject to Deductible & 30% Coinsurance**

Subject to Deductible & 30% Coinsurance
Subject to Deductible & 30% Coinsurance**

(Oxford must be contacted within 48 hours)

At hospital emer room
Care in Urgi-Center

vhen Medically Necessary

No Charge
$75 copay; waived if admitted
$30 copay per visit

Subject to Deductible & 30% Coinsurance
$75 copay; waived if admitted
Subject to Deductible & 30% Coinsurance

al 1st visit
Prenatal and post-natal care
Birthir s
Hospital services for mother and child #*

$30 copay per initial visit
No Charge

$30 copay per visit

No Charge

1 Usual and Customary Rates will apply to Out-of-Network services.

Subject to Deductible & 30% Coinsurance
Subject to Deductible & 30% Coinsurance
Subject to Deductible & 30% Coinsurance
Subject to Deductible & 30% Coinsurance™*

** These services require pre-certification through Oxford. You must call Oxford at 800-444-6222 at least 14 days in advance of treatment to request
pre-certification. For Mental Health Services, this applies if you choose to exchange one inpatient day for two outpatient visits.
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BENEFIT IN-NETWORK
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PPO Plan C

United Healthcare Choice Plus Network
Oxford USA

OUT-OF-NETWORK 1

MENTAL HEALTH/SUBSTANCE ABUSE
Outpatient visits (Non-Bio 20 per calend: ar)
(Bio Unlimited)

(Unused Inpatient days may be exchanged,
on a two-for-one basis, for additional
Outpatient visits.)

(Unused Inpatient days may be exchanged,
on a two-for-one basis, for additional
Outpatient visits.)

(Non-Bio

per calendar

(Bio Unlimited)

At approved facilities only

$30 copay per visit
$300 per day , up to $1500 per confinement,
to a maximum of $3000 per Calendar Year

Subject to Deductible & 30% Coinsurance
Subject to Deductible & 30% Coinsurance**

$300 per day , up to $1500 per confinement,
to a maximum of $3000 per Calendar Year

1 Conditions

$300 per day , up to $1500 per confinement,
to a maximum of $3000 per Calendar Year
>d Conditions

$30 copay per visit

nditions

$30 copay per visit

Subject to Deductible & 30% Coinsurance®*

Subject to Deductible & 30% Coinsurance®*

Subject to Deductible & 30% Coinsurance**

Subject to Deductible & 30% Coinsurance**

$10 copayment
$25 copayment
$50 copayment

Covered at Participating Pharmacies Only

OUT-OF-NETWORK BENEFIT ONLY
No Charge if pre-certified by Oxford in
advance and ordered by an Oxford
Participating Physician

DEPENDENT ELIGIBILITY:

Subject to Deductible & 30% Coinsurance®*
Subject to Deductible & 30% Coinsurance**

Eligible dependents include the employee's spouse and dependent children until the child reaches age 19, or age 23 if a full time student.

Benefits discontinue at the end of the calendar year.

Please note: This sample summary of coverage is provided for informational purposes only. Coverage is subject to the terms and
conditions of the Certificate. Refer to your Certificate of Coverage for a more complete listing of all benefits, including limitations and

exclusions.

I Usual and Customary Rates will apply to Out-of-Network services.

** These services require pre-certification through Oxford. You must call Oxford at 800-444-6222 at least 14 days in advance of treatment to request
pre-certification. For Mental Health Services, this applies if you choose to exchange one inpatient day for two outpatient visits.
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