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Covered Medical Benefits 

Cost if you use an In- 
Network Provider 

Cost if you use a 
Non-Network 
Provider 

http://www.livehealthonline.com/
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Covered Medical Benefits 

Cost if you use an In- 
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Cost if you use an In- Cost if you use a 

Covered Medical Benefits 
Network Provider 

Non-Network 
Provider 

X-Ray 

Office 
 
 
 
Outpatient Hospital 

 
 
$20 PCP/$40 Spec. 
copay per visit medical 
deductible does not 
apply 

20% coinsurance after 
medical deductible is 
met 

 
 

30% coinsurance after 
medical deductible is 
met 

 
30% coinsurance after 
medical deductible is 
met 

Advanced Diagnostic Imaging for example: MRI, PET and CAT scans 
 
Office 

 
 
Outpatient Hospital 

 

 
20% coinsurance after 
medical deductible is 
met 

20% coinsurance after 
medical deductible is 
met 

 

 
30% coinsurance after 
medical deductible is 
met 

30% coinsurance after 
medical deductible is 
met 

Emergency and Urgent Care 

Urgent Care 

 
 

Emergency Room Facility Services 
 

 
Emergency Room Doctor and Other Services 

 

 
Ambulance 

 

$20 PCP/ $40 Spec. 
copay per visit medical 
deductible does not 
apply 

20% coinsurance after 
medical deductible is 
met 

20% coinsurance after 
medical deductible is 
met 

20% coinsurance after 
medical deductible is 
met 

 

30% coinsurance after 
medical deductible is 
met 

 
Covered as In-Network 

 

 
Covered as In-Network 

 

 
Covered as In-Network 

Outpatient Mental Health and Substance Abuse 

Doctor Office Visit 

 

$20 copay per visit 
medical deductible 
does not apply 

 

30% coinsurance after 
medical deductible is 
met 
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Covered Medical Benefits 

Cost if you use an In- 
Network Provider 

Cost if you use a 
Non-Network 
Provider 

Rehabilitation services 
Coverage for rehabilitative and habilitative physical therapy and 
occupational therapy combined is limited to 30 visits per benefit period. 
Coverage for rehabilitative and habilitative speech therapy is limited to 30 
visits per benefit period. 

  

Office PT/OT $30 copay /visit 
ST $20 PCP/ $40 Spec 
copay/ visit medical 
deductible does not 
apply 

30% coinsurance after 
medical deductible is 
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Covered Prescription Drug Benefits 

 
Cost if you use an In- 
Network Pharmacy 

Cost if you use a 
Non-Network 
Pharmacy 

Tier 1 Preventive - Typically Generic 
Per 30 day supply (retail pharmacy and Retail 90 pharmacy). Per 90 day 
supply (home delivery). 

No charge Not covered (retail and 
home delivery) 

Tier 2 Preventive - Typically Preferred Brand 
Per 30 day supply (retail pharmacy and Retail 90 pharmacy). Per 90 day 
supply (home delivery). 

No charge Not covered (retail and 
home delivery) 

Tier 1 - Typically Generic 
Per 30 day supply (retail pharmacy and Retail 90 pharmacy). Per 90 day 
supply (home delivery). 

$10 copay per 
prescription, Pharmacy 
deductible does not 
apply (retail and home 
delivery) 

Not covered (retail and 
home delivery) 

Tier 2 – Typically Preferred Brand 
Per 30 day supply (retail pharmacy and Retail 90 pharmacy). Per 90 day 
supply (home delivery). 

Greater of $40 or 30% 
coinsurance up to $80 
per prescription after 
Pharmacy deductible is 
met (retail) and Greater 
of $80 or 30% 
coinsurance up to $160 
per prescription after 
Pharmacy deductible is 
met (home delivery) 

Not covered (retail and 
home delivery) 

Tier 3 - Typically Non-Preferred Brand 
Per 30 day supply (retail pharmacy and Retail 90 pharmacy). Per 90 day 
supply (home delivery). 

Greater of $60 or 40% 
coinsurance up to $120 
per prescription after 
Pharmacy deductible is 
met (retail) and Greater 
of $120 or 40% 
coinsurance up to $240 
per prescription after 
Pharmacy deductible is 
met (home delivery) 

Not covered (retail and 
home delivery) 

Tier 4 - Typically Specialty (brand and generic) 
Per 30 day supply (specialty pharmacy). 

50% coinsurance up to 
$200 per prescription 
after Pharmacy 
deductible is met 
(retail) and Not covered 
(home delivery) 

Not covered (retail and 
home delivery) 



Page 9 of 13  

 
Covered Vision Benefits 

 
Cost if you use an In- 
Network Provider 

Cost if you use a 
Non-Network 
Provider 

This is a brief outline of your vision coverage. Only children's vision services count towards your out of pocket limit. 

Children's Vision (up to age 19)  

$0 person 

 

$0 person Child Vision Deductible 

Vision exam 
Limited to 1 exam per benefit period. 

$15 copay deductible 
does not apply 

Reimbursed Up to $30 

Adult Vision (age 19 and older)  

$0 person 

 

$0 person Adult Vision Deductible 

Vision exam 
Limited to 1 exam per benefit period. 

$15 copay deductible 
does not apply 

Reimbursed Up to $30 

 
 

Notes: 
• The representations of benefits in this document are 

http://www.sbc.anthem.com/
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• Out of pocket prescription drug cost do not count towards the Medical out of pocket maximum. 
• Human Organ and Tissues Transplants require precertification and are covered as any other service in your 
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