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Santa Clara County

2020 Patient-Centered Benefit Designs & Medical Cost-Shares
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pocket maximum is met annual cost annual cost annual cost annual cost
Annual Wellness Exam $0 $0 $0 $0 $0
Office Visits: Primary Care, élfstﬁ; fé;jﬁ;?gdﬁr%ﬁfgﬁ
Urgent Care, & Mental Health, : . $65* $40 $30 $15
) per instance until out-of-

Behavioral Health

pocket max. has been met
Specialist Visit $O5* $80 $65 $30
Emergency Room 40% $400 $350 $150
(cost-share waived, if admitted) °
Emergency Medical Transportation Full cost per service until 40% $250 $250 $150

out-of-pocket

Laboratory Tests maximum is met $40 $40 $40 $15
X-Rays & Diagnostics 40% $85 $75 $30
Imaging (CT/PET Scans & MRIs) 40% $325 $275 $75
Tier 1 (Generic Drugs) $18 $16** $15 $5
Tier 2 (Preferred Drugs) $60** $55 $15

100% up to $500 per
p 2 40% up to $500 per

script
Tier 3 (Non-Preferred Drugs) P script after pharmacy $90** $80 $25
deductible is met
Tier 4 (Specialty Drugs) 20% up to $250 20% up 10 $250 10% up to $250
per script per script per script
: : Individual: $6,300 Individual: $4,000
Medical Deductible N/A Family: $12,600 Family: $8,000 N/A N/A
: Individual: $500 Individual: $300
Pharmacy Deductible N/A Family: $1,000 Family: $600 N/A N/A
Annual Out-of-Pocket Maximum Individual: $8,150 Individual: $7,800 Individual: $7,800 Individual: $7,800 Individual: $4,500
Family: $16,300 Family:$15,600 Family: $15,600 Family: $15,600 Family: $9,000

Prices (cost-share) in blue are the member’s per-visit cost until their deductible has been met.
Prices (cost-share) in purple are the member’s per visit cost for their first three visits. Members are responsible for full cost of service after their first three visits, until their deductible has been met.

Drug prices are for a 30-day supply.

* Copay is for any combination of services (primary care, specialist, urgent care) for the first three visits. After three visits, future visits will be at full cost until the medical deductible is met.

** Price is after pharmacy deductible amount is met.



