
Benefit Category

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

Overall Features

Deductible (plan year)               

Individual / Family
$2,000 / $4,000 $4,000 / $8,000 $1,000 / $2,000 $2,000 / $4,000

$3,000 / $6,000 $8,000 / $16,000*** $2,000 / $4,000 $4,000 / $8,000***

Out-of-Pocket Maximum

Maximum Lifetime Benefit

Benefit Services 

Physician Office Visit You pay 10% after deductible You pay 30%, after deductible*** You pay $25 copay per visit You pay 40%, after deductible***

Specialist Office Visit You pay 10% after deductible You pay 30%, after deductible*** You pay $45 copay per visit You pay 40%, after deductible***

Preventive Care Plan pays 100%, deductible waived Not Covered
Plan pays 100%, deductible 

waived
Not Covered

Lab and X-Ray You pay 10% after deductible You pay 30%, after deductible***
Plan pays 100%, deductible 

waived
You pay 40%, after deductible***

Specialized Screenings, MRI,

MRAs, CAT Scan, Pet Scan
You pay 10% after deductible You pay 30%, after deductible*** You pay 20% after deductible** You pay 40%, after deductible***

Outpatient Surgery You pay 10% after deductible You pay 30%, after deductible*** You pay 20% after deductible You pay 40%, after deductible***

Inpatient Hospital Services You pay 10% after deductible You pay 30%, after deductible*** You pay 20% after deductible You pay 40%, after deductible***

Outpatient Rehabilitation 

Therapy / Chiropractic Services*
You pay 10% after deductible You pay 30%, after deductible*** You pay $25 copay per visit You pay 40%, after deductible***

Outpatient Therapeutic 

Treatments*
You pay 10% after deductible You pay 30%, after deductible*** You pay 20% after deductible You pay 40%, after deductible***

Vision
One refractive eye exam covered at 

100% per plan year 
Not Covered

One refractive eye exam covered 

at 100% per plan year 
Not Covered

Emergency Services

Ambulance You pay 10% after deductible You pay 10% after deductible You pay 20% after deductible You pay 20% after deductible

Emergency Services

Urgent Care You pay 10% after deductible You pay 30%, after deductible*** You pay $35 copay per visit You pay 40%, after deductible***

Pharmacy

Outpatient drugs - 31 day supply You pay 10% after deductible You pay 30%, after deductible*** You pay $10 / $30 / $50 You pay $10 / $30 / $50***

Mail Order - 90 day supply You pay 10% after deductible You pay 30%, after deductible*** You pay $20 / $60 / $100 You pay $20 / $60 / $100***

Pharmacy Out-of-Pocket 

Maximum

Plan pays 100% after out-of-pocket 

maximum has been met

Plan pays 100% after out-of-pocket 

maximum has been met***
N/A N/A

Premiums do not reflect Healthy Lifestyle Premium Discount

Level of Coverage

Employee    County * Monthly COBRA **

Employee Only $21.00 $126.53 $319.66 $326.05

Employee + Spouse $30.97 $306.60 $731.41 $746.04

Employee + Child(ren) $30.97 $297.76 $712.26 $726.50

Employee + Family $49.56 $430.91 $1,041.02 $1,061.84

Level of Coverage

Employee  County Monthly COBRA 

Employee Only $45.07 $159.04 $442.24 $451.08

Employee + Spouse $95.28 $371.76 $1,011.92 $1,032.16

Employee + Child(ren) $93.12 $361.69 $985.42 $1,005.12

Employee + Family $136.63 $528.11 $1,440.27 $1,469.08

You pay $125 copay per visit You pay 10% after deductible

Includes Deductible 

Out-of-Pocket Maximums do not cross apply

This brief summary highlights the Participating Provider Organization (PPO) and High Deductible Health Plans (HDHPs).   Every effort has been made to ensure the accuracy of 

this chart.  In the event of any discrepancy the legal documents, policies, or certificates pertaining to the various benefits will prevail.  Please refer to the schedule of benefits for 

each plan.  Provisions of the Patient Protection and Affordable Care Act mandates may supersede benefits and out-of-pocket costs.  

 Includes Deductible

Includes Medical copays / Excludes Rx copays

Out-of-Pocket Maximums do not cross apply

Medical Comparison Chart for Plan Year 2014/15

PIMA COUNTY

HDHP PPO

High Deductible Health Plans (HDHPs) Premiums

Deductibles do not cross apply*Out-of-Pocket Maximum

Individual / Family after 

deductible

Deductibles do not cross apply

Unlimited Unlimited

*** You are responsible for paying any difference between the provider's billed charge and the amount we will pay for Eligible Expenses when services are received out-of-network.

**Received on an outpatient basis at a Hospital or Alternate Facility (i.e. Urgent Care) or in a Physician's office.

*See Benefit Summary for plan year visit limits.

Bi-Weekly Monthly

Bi-Weekly Monthly

Preferred Provider Organization (PPO) Premiums

* The County will pay HSA admin. fees and the bi-weekly HSA contributions of: Employee Only $38.46; Employee + Dependents $76.92 to employees enrolled in the HDHP with HSA.

** In addition to premiums, HSA administrative fees may apply


