




STANISLAUS COUNTY HDHP MEDICAL BENEFITS SCHEDULE 
 

  PARTICIPATING PROVIDERS NON-PARTICIPATING 
PROVIDERS 

Note: The maximums listed below are the total for Participating and Non-Participating 
expenses. For example, if a maximum of 60 days is listed twice under a service, the 
Calendar Year maximum is 60 days total which may be split between Participating and 
Non-Participating providers. 

DEDUCTIBLE, PER CALENDAR YEAR 
Per Covered Person $1250 N/A 
Per Family Unit $2500 N/A 

No benefits will be paid for any member of a Family Unit until the Family Unit deductible has 
been met regardless of the number of participants it takes to meet the family deductible. 

COPAYMENTS: One copayment per provider or specialty group is charged per day. 
Office visits $20 N/A 
Inpatient  $250 N/A 
Emergency Room visits $100 N/A 
Urgent Care visits $20 N/A 
MAXIMUM OUT-OF- POCKET, PER CALENDAR YEAR 
Per Covered Person $3000 N/A 
Per Family Unit $6000 N/A 
The Plan will pay the designated percentage of Covered Charges until out-of-pocket amounts are 
reached, at which time the Plan will pay 100% of the remainder of Covered Charges for the rest of 
the Calendar Year unless stated otherwise. 
The following charges do not apply toward the out-of-pocket maximum and are never paid at 
100%. 
   Cost containment penalties 
COVERED CHARGES 
Hospital Services 

Room and Board 100% after $250 copayment per 
admit and CY deductible 
Hospital’s contracted rate (only 1 
copayment per Hospital 
admission will apply) 

 
Not Covered 

Intensive Care Unit 100% after $250 copayment per 
admit and CY deductible 
Hospital’s contracted rate (only 1 
copayment per Hospital 
admission will apply) 

Not Covered 

 Outpatient Surgery Facility 100% after CY deductible Not Covered 
 Emergency Room Visit 100% after $100 copayment 

(waived if admitted) and CY 
deductible 

100% after $100 copayment and 
CY deductible 

Urgent Care 100% after $20 copayment and 
CY deductible 

Not Covered 

Skilled Nursing Facility 100% after $250 copayment per 
admit and CY deductible 
 100 days maximum per CY 
Facility’s contracted rate 

  
Not Covered 

Physician Services 
Office visits 
 

100% after $20 copayment and 
CY deductible 

Not Covered 

Specialist office visits 100% after $20 copayment and 
CY deductible 

Not Covered 



  PARTICIPATING PROVIDERS NON-PARTICIPATING 
PROVIDERS 

Inpatient visits 100% after CY deductible Not Covered 
Anesthesia 100% after CY deductible Not Covered 
Outpatient Surgery 100% after $150 copayment and  

CY deductible 
Not Covered 

Allergy testing 100% after $20 copayment and 
CY deductible 

Not Covered 

Allergy Serum/Injections only 100% after $5 copayment and CY 
deductible 

Not Covered 

Diagnostic Testing (X-ray & 
Lab) 

100% after $10 copayment and 
CY deductible 

Not Covered 

High-tech radiology 100% after $50 copayment and 
CY deductible 

Not Covered 

Home Health Care 100% after CY deductible 
100 visits maximum per CY 
3 visits maximum per day 

Not Covered 

Infusion Services 
(Outpatient) 

100% after CY deductible Not Covered 

Home Infusion 100% after CY deductible Not Covered 
Private Duty Nursing 100% after CY deductible  Not Covered 
Hospice Care 100% after CY deductible Not Covered 

Bereavement Counseling 100% after CY deductible Not Covered 
Ambulance Service 100% after $100 copayment per 

trip and CY deductible 
100% after $100 copayment per 
trip and CY deductible 

Nutritionist Consultations 
(covered only for diabetics 
and treatment of exogenous 
obesity- all others require prior 
authorization) 

100% after $10 copayment and 
CY deductible 

Not Covered 

Diabetic Self-Management 
Training 

100% - deductible waived (4 visits 
lifetime maximum- additional 
visits require prior authorization) 

Not Covered 

Hemodialysis 100% after $20 copayment and 
CY deductible 

Not Covered 

Dialysis 100% after $20 copayment and 
CY deductible 

Not Covered 

Nephrologist visit 
(one per month) 

100% after CY deductible Not Covered 

Cardiac Rehabilitation 100% after $20 copayment and 
CY deductible 

Not Covered 

Respiratory/Pulmonary 
Therapy 

100% after $20 copayment and 
CY deductible 

Not Covered 

Chemotherapy/Radiation 100% after CY deductible Not Covered 
Wig After Chemotherapy 80% after CY deductible Not Covered 
Acupuncture 
(covered only for the 
treatment of nausea or chronic 
pain) 

100% after $20 copayment and 
CY deductible 

Not Covered 

Occupational Therapy 100% after $20 copayment and 
CY deductible 

Not Covered 

Speech Therapy 100% after $20 copayment and 
CY deductible 

Not Covered 



  PARTICIPATING PROVIDERS NON-PARTICIPATING 
PROVIDERS 

Physical Therapy 100% after $20 copayment and 
CY deductible 

Not Covered 

Biofeedback 100% after $20 copayment and 
CY deductible 

Not Covered 

Jaw Joint/TMJ 
Office Visit 100% after $20 copayment and 

CY deductible 
Not Covered 

Outpatient surgery 100% after $150 copayment and 
CY deductible 

Not Covered 

Inpatient surgery 100% after $250 copayment and 
CY deductible 

Not Covered 

Durable Medical Equipment 
(including diabetic testing 
supplies) 

80% after CY deductible Not Covered 

   External Sexual Function 
Device 

 50% after CY deductible 50% after CY deductible 

Prosthetics 100% after CY deductible Not Covered 
Orthotics 
Custom foot orthotics covered 
for diabetics only 

100% after CY deductible Not Covered 

Spinal Manipulation 
Chiropractic  

100% after $15 copayment and 
CY deductible (20 visit maximum 
per CY) 
Appliances limited to $50 per CY 

Not Covered 

Family Planning 
Consultations or Diaphragm 
Fitting 

100% deductible waived Not Covered 

Contraceptive 
devices/injections 
administered by a Physician 

100% deductible waived Not Covered 

Tubal Ligation 100% Deductible waived Not Covered 
Elective Abortion – Office 100% after $20 copayment and 

CY deductible 
Not Covered 

Elective Abortion – Outpatient 
Surgery 

100% after $150 copayment and 
CY deductible 

Not Covered 

Elective Abortion – Inpatient 
Hospital 

100% after $250 copayment and 
CY deductible 

Not Covered 

Pregnancy 
(Including dependent daughters) 
Office Visit to confirm 
pregnancy 

100% after $20 copayment and 
CY deductible 

Not Covered 

Pre-natal Care (does not 
include all pregnancy-related 
issues) 

100% deductible waived Not Covered 

Delivery 100% after $250 admission 
copayment and CY deductible 

Not Covered 

Mental Disorders 
Inpatient 100% after $250 copayment per 

admission and CY deductible 
Not Covered 

Intensive Outpatient/Partial 
Hospitalization 

100% after CY deductible Not Covered 



  PARTICIPATING PROVIDERS NON-PARTICIPATING 
PROVIDERS 

Outpatient 100% after $20 copayment for 
ind. therapy/ $10 copayment for 
group therapy and CY deductible 

Not Covered 

Substance Abuse 
Inpatient 100% after $250 copayment per 

admission and CY deductible 
Not Covered 

Transitional Residential 100% after $100 copayment per 
admission and CY deductible 

Not Covered 

Intensive Outpatient/ Partial 
Hospitalization 

100% after $5 copayment per day 
and CY deductible 

Not Covered 

Outpatient 100% after $20 copayment for 
ind. therapy/ $5 copayment for 
group therapy and CY deductible 

Not Covered 

Vision Exam (includes 
refraction) 

100% after $20 copayment and 
CY deductible  

Not Covered 

Preventive Care 
Routine Well Adult Care 
 
Note: Preventive Care 
services are not subject 
to the deductible. 

100%  Not Covered 

As stated under the United States Preventive Services Task Force recommendations 
 
Note: Mammograms are allowed annually for ages 40 and over. 
           Hearing Exams are allowed annually.  
 

Routine Well Newborn Care 100% after CY deductible Not Covered 
Routine Well Child Care 
 
Note: Preventive Care 
services are not subject 
to the deductible. 

100%  Not Covered 

As stated under the United States Preventive Services Task Force recommendations 
Bariatric Surgery   
   Office Visit 100% after $20 copayment and 

CY deductible 
Not Covered 

   Outpatient Surgery 100% after $150 copayment per 
procedure and CY deductible 

Not Covered 

   Inpatient Hospital 100% after $250 copayment per 
admit and CY deductible 

Not Covered 

Travel and Lodging for Bariatric Surgery  
Includes coverage for recipient and companion for transportation and lodging. Must travel more 
than 50 miles away from your home for surgery. Daily expenses for transportation and lodging are 
not covered. 
Transportation Limits 
Coverage includes one pre-
surgical visit, actual surgery 
and initial post-surgical follow-
up visit for patient (maximum 3 
trips); actual surgery and initial 
post-surgical follow-up visit for 
companion (maximum 2 trips). 

Maximum of $130 for each 
round-trip 

NA 



  PARTICIPATING PROVIDERS NON-PARTICIPATING 
PROVIDERS 

Limits Lodging 
Coverage includes one hotel 
room, double occupancy for 
patient/companion, up to 2 
days per trip for one pre-
surgical visit and post-surgical 
follow-up visit; one hotel room, 
double occupancy, for 
companion, up to 4 days, for 
patient surgery. 

Up to $100 per day NA 

Organ Transplants   
   Office Visit 100% after $20 copayment and 

CY deductible 
Not Covered 

   Outpatient Surgery 100% after $150 copayment per 
procedure and CY deductible 

Not Covered 

   Inpatient Hospital 100% after $250 copayment per 
admit and CY deductible 

Not Covered 

Travel and Lodging for Organ Transplants 
Includes coverage for recipient, companion and donor for transportation, lodging and daily 
expenses.  Daily expenses include incidental expenses such as meals and does not include 
personal expenses. 
Transportation Limits None NA 
Lodging Limits None NA 
Daily Expense Limits Reimbursement up to $50 per 

day per person 
NA 

 
 

 
 
 

PRESCRIPTION DRUG BENEFIT SCHEDULE 
 

PRESCRIPTION DRUG BENEFIT 

  PARTICIPATING NON-PARTICIPATING 

Pharmacy Option (30 Day Supply) 
Generic and Single Source 
Brand Contraceptive Drugs 
(30, 60, or 90 Day Supply) 

100% deductible waived Prescriptions are only covered at 
participating pharmacies 

Generic Drugs (includes 
syringes for diabetics) 

$10 copayment after deductible 
is satisfied 

Prescriptions are only covered 
at participating pharmacies 

Formulary Brand Name 
Drugs (Prior Authorization 
Required) 

$30 copayment after deductible 
is satisfied  

Prescriptions are only covered 
at participating pharmacies 

Pharmacy Option (60 Day Supply) 
Generic Drugs (also includes 
syringes for diabetics) 

$20 copayment after deductible 
is satisfied 

Prescriptions are only covered 
at participating pharmacies 

Brand Name Drugs (Prior 
Authorization Required) 

$60 copayment after deductible 
is satisfied 

Prescriptions are only covered 
at participating pharmacies 

Pharmacy Option (90 Day Supply) 
Generic Drugs (also includes 
syringes for diabetics) 

$30 copayment after deductible 
is satisfied 

Prescriptions are only covered 
at participating pharmacies 



PRESCRIPTION DRUG BENEFIT 
Brand Name Drugs (Prior 
Authorization Required) 

$90 copayment after deductible 
is satisfied 

Prescriptions are only covered 
at participating pharmacies 

 Mail Order Option (90 Day Supply) 
Generic and Single Source 
Brand Contraceptive Drugs 

100% deductible waived Prescriptions are only covered 
at participating pharmacies 

Generic Drugs $20 copayment after deductible 
is satisfied 

Not Applicable 

Formulary Brand Name 
Drugs (Prior Authorization 
Required) 

$60 copayment after deductible 
is satisfied  

Not Applicable 

Refer to the Prescription Drug Section for details on the Prescription Drug benefit. 
 






























