State of Wisconsin Group Health Insurance
For State and Local Retirees with IYC Health Plan Medicare

Schedule of Benefits

Effective January 1, 2022

Note: This Schedule of Benefits does not apply to Local Deductible Health Plan (PO4/14) retirees.

The Schedule of Benefits explains what medical services the Group Health Insurance Program
(GHIP) covers and what you pay for covered services. See your Certificate of Coverage for complete
coverage details. The Schedule of Benefits is divided into the following four sections:

e Annual Limits e Additional Covered Services
e Covered Services e Dental, Pharmacy, and Supplemental Plans

Annual Limits
Annual Medical Deductible

The amount you could owe during a coverage period (usually one year) for covered health care services
before your plan begins to pay. An overall deductible applies to all or almost all covered items and services.
Individual: $0
Family: $0
e The family deductible is embedded — no one family member will contribute more than
the individual amount ($250) to the family deductible ($500).

Applies to: Does not apply to:
v" Annual Out-of-Pocket Limit (OOPL) e Office visit copayments
v" Maximum Out-of-Pocket Limit e Preventive services
(MOOP) e Prescription drugs

Annual Medical Coinsurance
The percentage of costs for a covered service you pay after meeting your deductible.
You pay: $0
Does not apply to:

e Durable Medical Equipment &
Supplies

Annual Medical Out of Pocket Limit (OOPL)

The most you could pay during a coverage period (usually one year) for your share of the cost of covered
services. This limit helps you plan for health care expenses.

Individual: $500 per person, Durable Medical Equipment & Supplies
Family: (see above)

e This Plan uses a provider network. You pay less if you use the plan's provider
network. Check with your plan before you receive services.
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Annual Medical Out of Pocket Limit (OOPL), Continued

e The OOPL is for Durable Medical Equipment & Supplies only and applies per person
enrolled in the plan.

Applies to:

v" Maximum Out-of-Pocket Limit
(MOOP)

Annual Maximum Out of Pocket Limit (MOOP)

This is the yearly amount set as the most a Single or Family is required to pay in cost sharing during the plan
year for covered, in-network services.

Individual: $8,700
Family: $17,400

e The most you could pay for services you receive from in-network providers. Your out-
of-pocket costs for services received from in-network providers will count toward this
limit.

e The MOOP is embedded for family plans — no one family member will contribute more
than the individual amount ($8,700) to the family MOOP ($17,400).

Covered Services
Ambulance

Also known as paramedic services, these are emergency services that provide urgent pre-hospital treatment
and stabilization for serious illness, injuries, and transport to definitive care.

You pay: $0

Chiropractic Care

Manipulation of the spine to correct a subluxation (when one or more of the bones of your spine move out of
position). This also includes Occupational therapy (helping with daily living tasks caused from illnesses and
injuries to our brain and body).

You pay: $0

¢ You have coverage for one set of chiropractic X-rays per year.
e Maintenance visits are not covered.

Cochlear Implant Devices Under Age 18

An electronic device that partially restores hearing. For coverage for participants over the age of 18, see
Cochlear Implant Devices — Over Age 18 in the Additional Covered Services section.

You pay: $0

¢ Includes all charges related to implantation surgery and follow-up training sessions.
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Diagnostic Services and Labs

Tests to figure out what your health problem is. Make sure to verify anticipated costs with your provider prior
to receiving services. Note: some advanced imaging like MRI or CT scans may require prior authorization.

You pay: $0
Covered diagnostic services include:

¢ Diagnostic radiology (x-rays, PET, MRI, MRA, and CT scans)
e Labtests

Durable Medical Equipment and Supplies
Equipment and supplies ordered by a health care provider for everyday or extended use.
You pay: 20% coinsurance after deductible is met, up to $500 per person
¢ Includes Durable Diabetic Equipment and related supplies.

Emergency and Urgent Care

Certain medical conditions require expedited medical care. You can work with your provider to determine the

best level of care to meet your urgent or emergent needs.

Emergency Care

Care for a life-threatening iliness, injury, or condition that requires immediate attention. You should seek
care at an in-network Emergency Room whenever possible.
You pay: $60 copayment per visit

e The copay is waived if you are admitted as an inpatient or for observation for 24 hours
or more.

¢ You may be responsible for other charges in addition to the visit copayment. See
lliness or Injury Treatment Services for more details.

Copay applies to:

v" Maximum Out-of-Pocket Limit
(MOOP)

Urgent Care Visit

Care for an illness, injury, or condition serious enough that it requires attention within 24 hours but is not life-
threatening. You should seek care at an in-network Urgent Care whenever possible.

You pay: $0

Hearing Aids Under Age 18

Electronic amplifying devices designed to bring sound more effectively into the ear. For coverage for
participants over the age of 18, see Hearing Aids — Over Age 18 in the Additional Covered Services section

You pay: $0
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Home Care Benefits

Medically necessary nursing care, home health aide services, and other therapies provided by a medical
professional at home as part of a care plan.
You pay: $0

e Up to 50 visits per participant per calendar year

e Your plan may review your first 50 visits to verify progress is being made

¢ Up to a maximum of 50 additional visits per participant, per calendar year may be
available with prior authorization from your health plan

Inpatient Hospital Services

Services necessary for your admission to a hospital, as well as diagnosis and treatment, are covered when
they are provided by an in-network provider.

You pay: $0

e Your health plan may require prior authorization for hospital and/or inpatient services.

e This includes inpatient hospitalization for medical and/or mental health needs.

e Your plan covers a semi-private room, ward, or intensive care unit, as well as any
medically necessary miscellaneous hospital expenses, including prescription drugs
administered during the confinement.

e Private rooms are only covered if medically necessary, as determined by your health
plan.

Outpatient Hospital & Ambulatory Surgery Center Services

Services necessary for your admission to an outpatient hospital or Ambulatory Surgery Center, as well as
diagnosis and treatment, are covered when they are provided by an in-network provider.

You pay: $0

e You may receive other services while in an outpatient hospital facility, which could be
billed separately and subject to other copays or coinsurance.

Skilled Nursing Facility
Admission to a licensed Skilled Nursing Facility for continued treatment after a hospital stay.
You pay: $0
e Upto 120 calendar days per benefit period
lliness or Injury Treatment Services
Services related to an illness/injury beyond an office visit or Emergency Room visit.
You pay: $0

Mental Health Counseling Visits
These services include behavioral health, psychiatric counseling, and substance use disorder services.

You pay: $0
Applies to:
v Individual therapy office visits v" Residential and outpatient groups
v Inpatient visits v Telehealth visits
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Outpatient Rehabilitation, Physical, Speech and Occupation Therapy

Physical therapy (PT) involves treatments for the prevention and management of injuries or disabilities. PT
helps to relieve pain, promote health, and restore function/movement. This includes Occupational therapy
(OT), which helps with daily living tasks caused from illnesses and injuries to the brain and body; and
Speech/Language therapy, which helps to relearn how to communicate and swallow to prevent aspiration.

You pay: $0
[ ]

Up to 50 visits per participant for all therapies combined per calendar year.
Up to a maximum of 50 additional visits per therapy, per participant, per calendar year
may be available with prior authorization from your health plan.

Applies to:
v' Comprehensive outpatient

rehabilitation facility visits

Outpatient Cardiac Rehabilitation

Rehabilitation following an inpatient hospital stay for a heart attack, bypass surgery, angina, heart valve
surgery, angioplasty, or heart transplant.

You pay: $0

Routine health care, including screening, check-ups, and patient counseling to prevent or discover illness,

v" Hospital outpatient department visits

Independent therapist office visits

Up to 50 visits per participant per calendar year
Up to a maximum of 50 additional visits per participant, per calendar year may be
available with prior authorization from your health plan

Preventive Care Services

disease, or other health problems — as required by federal law. See healthcare.gov/preventive-care-benefits

for more details.
You pay: $0

The plan covers many preventive services including:

Includes well child exams and annual physicals
Services — diagnostic or otherwise — for specific conditions found during a preventive

exam may be subject to cost sharing.

Your preventive check-up can be used to fulfill activities for the annual Well Wisconsin
incentive program. See https://etf.wi.gov/well-wisconsin-members for more details.

Alcohol misuse counseling
Annual physical exam

Annual wellness visit

Breast cancer screening
(mammogram)

Cardiovascular disease risk
reduction visit

Glaucoma screening

HIV screening

Immunizations, including flu shots,
hepatitis B shots, pneumococcal
shots

Medical nutrition therapy services
Obesity screening and counseling

Cardiovascular disease testing
Cervical and vaginal cancer screening
Colorectal cancer screenings
(colonoscopy, fecal occult blood test,
flexible sigmoidoscopy)

Depression screening

Diabetes screening Prostate cancer
screening (PSA)

Screening for sexually transmitted
infections (STIs) and counseling to
prevent STIs

Smoking and tobacco use cessation
(counseling to stop smoking or tobacco
use)
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Primary Care

Primary care includes preventive health care, treatment of iliness and injuries, and the coordination of
access to needed specialty providers or other services. Your primary care provider (PCP) or primary care
clinic (PCC) will provide or arrange for most of your health care needs, including well check-ups, office visits,
referrals, out-patient surgeries, hospitalizations, and health-related services.
You pay: $0
e You must select a PCP or PCC at the time or enrollment or when you change health
plans; your PCP may be a physician, physician assistant, nurse practitioner, or any
other provider that manages your primary care services.
¢ If you do not choose a PCP or PCC, or your selection is no longer available, your
health plan will assign a PCP or PCC for you.
e Contact your health plan directly to change your current PCP or PCC selection.

Telemedicine and Remote Care

remote services should maintain the quality, safety, and effectiveness of an in-person visit. You should work
with your provider to determine the best technology solution(s) to meet your care needs.

Certain telehealth and remote care services are covered when provided by an in-network provider. These

E-Visit

An evaluation and treatment by a provider using a patient portal, preferred or vended portal, email, or secure
messaging which can include text, images, or videos. Services must address an issue that would typically
require an office visit and be patient-initiated. An E-Visit is also called a digital visit or a virtual visit.

You pay: $0

¢ Must be initiated by the member seeking services, not the provider, in order to be
covered.

e E-Visits are covered when the same service would be covered if provided in person
when performed by one of the following provider types:

o Doctor o Clinical psychologist or

o Nurse practitioner psychiatrist

o Physician assistant o Occupational therapist

o Licensed clinical social worker o Speech language pathologist

Telehealth

Telehealth is a service delivered via real-time audio and video. Telehealth may also be called telemedicine,
online or virtual evaluation and management, or a video visit. Telehealth services include office

visits, psychotherapy, consultations, and certain other medical or health services that are provided by a
doctor or other health care provider who is located elsewhere using interactive two-way, real-time audio and
video technology. Telehealth can be provided in your home, as well as at a health care facility.

You pay: $0
e Telehealth will be covered by your health plan if those services are delivered:
o Outside of your physical presence (e.g., remotely),
o When both audio and video elements are present, and

o When there is no reduction in the quality, safety, or effectiveness of
the service.

If you and your provider determine that you cannot successfully complete a Telehealth visit
with full audio and video, you may opt to change to a Telephone Visit.
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Telephone Visit

Telephone Visit is an evaluation and treatment by a provider using audio-only. Services must address an
issue that would typically require an office visit and be patient-initiated.

You pay: $0

e Telephone visits will be covered if the provider can successfully provide the service
without a reduction in quality, safety, or effectiveness.

Remote Patient Monitoring

Remote Patient Monitoring is the collection and interpretation of a person’s physiologic data that is sent
digitally to a health care provider to support treatment and management of medical conditions.

You pay: $0

¢ Monitoring must take place for a minimum of 16 days for the service to be covered;
monitoring for shorter periods will not be covered.

e Device must meet home-use medical device as defined by the Food and Drug
Administration and be provided as part of the monitoring service.

o Devices are provided as a lease; they cannot be lease-to-own, purchased to own, or
already owned.

Virtual Check-In

A brief discussion either by telephone or real-time audio and video between a provider and an established
patient to manage a medical condition. These are services separate from and less intensive than Telehealth,
Telephone Visits, or E-Visits.

You pay: $0

o Covered as a Virtual Check-In as long as the check-in is not related to another
medical visit within the past 7 days, and as long as the check-in does not lead to a
medical visit within the next 24 hours or the next available appointment.

Vision Services

Yearly eye exam to diagnose and treat diseases and conditions of the eye. Does not include frames or any
other vision related expenses. For supplemental vision coverage, including prescription glasses and
contacts, see the Supplemental Vision Benefit.

You pay: $0

o Coverage is limited to one eye exam per participant per calendar year
¢ Non-routine eye exams are covered if considered medically necessary by your health
plan

Additional Covered Services

Cochlear Implant Devices Over Age 18

An electronic device that partially restores healing. For coverage for participants under the age of 18, see
Cochlear Implant Devices — Under Age 18 in the Covered Services section.

You pay: 20% coinsurance up to OOPL

¢ Includes all charges related to professional surgical implantation and follow-up training
sessions

e Services not defined as Essential Health Benefits under the Affordable Care Act
(ACA) are not subject to ACA MOOP under Uniform Benefits
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Dental Implants

Dental implants are artificial tooth roots placed in the jaw to hold a replacement tooth or bridge after the loss
of a tooth or teeth.

You pay: $0

e Dental implants are only covered following accident or injury.
e Maximum benefit plan payment of $1,000 per tooth.

Hearing Aids Over Age 18

Electronic amplifying devices designed to bring sound more effectively into the ear. For coverage for
participants under the age of 18, see Hearing Aids — Under Age 18 in the Covered Services section.

You pay: $0

¢ One hearing aid per ear, no more than once every 3 years.
e Maximum benefit plan payment of $1,000 per hearing aid.

Temporomandibular Joint Disorders Diagnosis and Non Surgical Treatment

Coverage for diagnostic procedures and medically necessary surgical or non-surgical for the correction of
temporomandibular disorders, provided all coverage criteria are met.

You pay: $0

e Maximum benefit plan payment of $1,250 per participant per plan year

Dental, Pharmacy, and Supplemental Plans

Uniform Dental Benefit

The Uniform Dental Benefit provides coverage for basic procedures such as cleanings, fluoride treatments,
fillings, and orthodontia. This benefit is offered through Delta Dental. Learn more at deltadentalwi.com/state-
of-wi.

Uniform Pharmacy Benefit

Your coverage for most medications is provided by Navitus Health Solutions, a Pharmacy Benefit Manager
(PBM). You must obtain pharmacy benefits at a participating Navitus pharmacy, except when not
reasonably possible because of Emergency or Urgent Care. For full detail on services covered by

the PBM, please see the Uniform Pharmacy Benefits Certificate of Coverage.

Supplemental Vision Benefit

The supplemental DeltaVision Plan provides coverage for eye exams, prescription glasses, contacts, and
more. This benefit is offered through Delta Dental, in partnership with EyeMed Vision Care. Learn more at
visiting deltadentalwi.com/state-of-wi-vision.
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vet:f Nondiscrimination and Language Access

42 U.S. Code § 18116

ETF complies with applicable Federal civil rights laws and
does not discriminate on the basis of race, color, national
origin, age, disability or sex.

ETF provides free aids and services to people with
disabilities to communicate effectively with us, such as

qualified sign language interpreters and written information

in other formats (large print, audio, accessible electronic
formats and others). ETF provides free language services
to people whose primary language is not English, such as
qualified interpreters and information written in other
languages.

If you need these services, contact ETF at 1-877-533-
5020; TTY: 711.If you believe that ETF has failed to
provide these services or discriminated in another way on
the basis of race, color, national origin, age, disability or
sex, you can file a grievance with:

ETF Office of Policy, Privacy & Compliance
P.O. Box 7931
Madison, WI 53707-7931

1-877-533-5020; TTY: 711
Fax: 608-267-4549
Email: ETFSMBPrivacyOfficer@etf.wi.gov

If you need help filing a grievance, ETF’s Office of Policy,
Privacy & Compliance is available to help you. You can
also file a civil rights complaint with the U.S. Department of
Health and Human Services, Office for Civil Rights,
electronically through the Office for Civil Rights Complaint
Portal at crportal.hhs.gov/ocr/portal/lobby.jsf or by mail or
phone:

U.S. Department of Health and Human Services
200 Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201

1-800-368-1019; 1-800-537-7697 (TDD)

Complaint forms are available at
hhs.gov/ocr/office/file/index.html.

The Wisconsin Department of Employee Trust Funds is a
state agency that administers the Wisconsin Retirement
System pension, health insurance and other benefits
offered to eligible government employees, former
employees and retirees.

Spanish — ATENCION: si habla espafiol, tiene a su
disposicién servicios gratuitos de asistencia lingiiistica. Llame
al 1-877-533-5020 (TTY: 711).

Hmong — LUS CEEV: Yog tias koj hais lus Hmoob, cov kev
pab txog lus, muaj kev pab dawb rau koj. Hu rau 1-877-533-
5020

(TTY: 711).

Chinese— 3% : {IREFEHER T30 » WA LIaEES
SESTEBNARTS - EEE 1-877-533-5020
(TTY : 711)

German — ACHTUNG: Wenn Sie Deutsch sprechen, stehen
Thnen kostenlos sprachliche Hilfsdienstleistungen zur
Verfiigung. Rufnhummer: 1-877-533-5020 (TTY: 711).
Arabic —  4ed llgd dy jall Aalll Ehaatii <€ 1)) sddaa Dl
a8l il sy sl s (50 Slizly
(711 ;815 muall 4003 1-877-533-5020

Russian — BHUMAHMUE: Eciu BbI TOBOPUTE Ha PyCCKOM
SI3bIKE, TO BaM JIOCTYIHbI OECILUIaTHBIC YCIYTH IEPEBO/IA.
3Bonute 1-877-533-5020 (teneraiim: 711).

Korean — =2|: &t=20{E AIEotAl= &2, 90 XI&
AMHIAE 222 0|E0HA &= USLICH

1-877-533-5020 (TTY: 71HHL 2 &M3tof A AIL.
Vietnamese — CHU Y: Néu ban noi Tiéng Viét, c6 cac dich

vu hd tro ngdn ngit mién phi danh cho ban. Goi s6
1-877-533-5020 (TTY: 711).
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Pennsylvania Dutch — Wann du [Deitsch (Pennsylvania
German / Dutch)] schwetzscht, kannscht du mitaus Koschte
ebber gricke, ass dihr helft mit die englisch Schprooch. Ruf
selli Nummer uff: Call 1-877-533-5020 (TTY' 711).

Laotian/Lao — SUOQ‘)U ‘I]‘)O‘) U)‘)‘UCO‘)LO‘)%‘) 270, L0
QD’)‘)DQOE)CU)SO‘)DM‘)%‘) ZOE)U(Zﬁjé)‘) CCDDD&)SD?U)
L. tns 1-877-533-5020 (TTY: 711).

French — ATTENTION : Si vous parlez frangais, des

services d'aide linguistique vous sont proposés gratuitement.
Appelez le 1-877-533-5020 (ATS : 711).

Polish — UWAGA: Jezeli méwisz po polsku, mozesz
skorzysta¢ z bezptatnej pomocy jezykowej. Zadzwonpod
numer 1-877-533-5020 (TTY: 711).

Hindi — =197 3 a3 ama &<t siier € o 31muss forg qom &
AT FErIaT ¥aTq 3uersd § | 1-877-533-5020 (TTY:
711) TR Hict HX |

Albanian — KUJDES: Nése flitni shqip, pér ju ka né

dispozicion shérbime t€ asistencés gjuhésore, papagesé.
Telefononi né 1-877-533-5020 (TTY: 711).

Tagalog — PAUNAWA: Kung nagsasalita ka ng Tagalog,
maaari kang gumamit ng mga serbisyo ng tulong sa wika
nang walang bayad. Tumawag sa 1-877-533-5020 (TTY:
711).
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