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Benefit Summary Report
Group Number: 1007261

Aegis Senior Communities, LLC Effective Date: 04/01/2024

Product Name: CareCompass360 
PBC WA - Large Group - 1/2024 Specification and Benefit Limits

Plan Name: CARECOMPASS - CORE*
CORE PROGRAMS
Personal Health Support Included
Prior Authorization Prior Auth without Penalty
Advanced Imaging Prior Authorization without Penalty
Nurseline Included
Newborn (NICU) Program Included
Maternity Program Included - Maternity Only
Outpatient Rehab Utilization 
Management Excluded

Matchmaker for Behavioral Health Excluded
PHARMACY PROGRAMS
Rebate 100% rebate pass through
RationalMed Included
Enhanced Controlled Substance 
Utilization Program No Program

Point of Sale Standard (POS + Biotech/Oral Chemo)
Rx Member Alerts Excluded
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*This plan is self-funded by Aegis Senior Communities, LLC, which means that this group is financially responsible for the payment of plan benefits. The group has contracted with Premera Blue Cross, an independent Licensee of the Blue
Cross Blue Shield Association, to perform administrative duties, including the processing of claims, under the plan.  Premera Blue Cross does not insure the benefits of this plan.
 
Prior Authorization is required for many services to be covered.  For more information please refer to your benefit booklet. 

PCY = Per Calendar Year. Balance billing may apply if a provider is not contracted with Premera Blue Cross. Members are responsible for amounts in excess of the allowable charge.

This is not a complete explanation of covered services, exclusions, limitations, reductions, or the terms of the plan. This benefit summary is not a contract and may change. Please see your benefit booklet or call Customer Service for full 
coverage information including a description of waiting periods, limitations, and exclusions. 
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Benefit Summary Report
Group Number: 1007261

Aegis Senior Communities, LLC Effective Date: 04/01/2024

Product Name: CareCompass360 
PBC WA - Large Group - 1/2024 Specification and Benefit Limits

Plan Name: CARECOMPASS - BUY UP*
CORE PROGRAMS
Personal Health Support Included
Prior Authorization Prior Auth without Penalty
Advanced Imaging Prior Authorization without Penalty
Nurseline Included
Newborn (NICU) Program Included
Maternity Program Included - Maternity Only
Outpatient Rehab Utilization 
Management Excluded

Matchmaker for Behavioral Health Excluded
PHARMACY PROGRAMS
Rebate 100% rebate pass through
RationalMed Included
Enhanced Controlled Substance 
Utilization Program No Program

Point of Sale Standard (POS + Biotech/Oral Chemo)
Rx Member Alerts Excluded

*This plan is self-funded by Aegis Senior Communities, LLC, which means that this group is financially responsible for the payment of plan benefits. The group has contracted with Premera Blue Cross, an independent Licensee of the Blue
Cross Blue Shield Association, to perform administrative duties, including the processing of claims, under the plan.  Premera Blue Cross does not insure the benefits of this plan.
 
Prior Authorization is required for many services to be covered.  For more information please refer to your benefit booklet. 

PCY = Per Calendar Year. Balance billing may apply if a provider is not contracted with Premera Blue Cross. Members are responsible for amounts in excess of the allowable charge.

This is not a complete explanation of covered services, exclusions, limitations, reductions, or the terms of the plan. This benefit summary is not a contract and may change. Please see your benefit booklet or call Customer Service for full 
coverage information including a description of waiting periods, limitations, and exclusions. 
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Benefit Summary Report
Group Number: 1007261

Aegis Senior Communities, LLC Effective Date: 04/01/2024

Product Name: CareCompass360 
PBC WA - Large Group - 1/2024 Specification and Benefit Limits

Plan Name: CARECOMPASS - CORE PRIME*
CORE PROGRAMS
Personal Health Support Included
Prior Authorization Prior Auth without Penalty
Advanced Imaging Prior Authorization without Penalty
Nurseline Included
Newborn (NICU) Program Included
Maternity Program Included - Maternity Only
Outpatient Rehab Utilization 
Management Excluded

Matchmaker for Behavioral Health Excluded
PHARMACY PROGRAMS
Rebate 100% rebate pass through
RationalMed Included
Enhanced Controlled Substance 
Utilization Program No Program

Point of Sale Standard (POS + Biotech/Oral Chemo)
Rx Member Alerts Excluded

*This plan is self-funded by Aegis Senior Communities, LLC, which means that this group is financially responsible for the payment of plan benefits. The group has contracted with Premera Blue Cross, an independent Licensee of the Blue
Cross Blue Shield Association, to perform administrative duties, including the processing of claims, under the plan.  Premera Blue Cross does not insure the benefits of this plan.
 
Prior Authorization is required for many services to be covered.  For more information please refer to your benefit booklet. 

PCY = Per Calendar Year. Balance billing may apply if a provider is not contracted with Premera Blue Cross. Members are responsible for amounts in excess of the allowable charge.

This is not a complete explanation of covered services, exclusions, limitations, reductions, or the terms of the plan. This benefit summary is not a contract and may change. Please see your benefit booklet or call Customer Service for full 
coverage information including a description of waiting periods, limitations, and exclusions. 
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Benefit Summary Report
Group Number: 1007261

Aegis Senior Communities, LLC Effective Date: 04/01/2024

Product Name: CareCompass360 
PBC WA - Large Group - 1/2024 Specification and Benefit Limits

Plan Name: CARECOMPASS - BUY UP PRIME*
CORE PROGRAMS
Personal Health Support Included
Prior Authorization Prior Auth without Penalty
Advanced Imaging Prior Authorization without Penalty
Nurseline Included
Newborn (NICU) Program Included
Maternity Program Included - Maternity Only
Outpatient Rehab Utilization 
Management Excluded

Matchmaker for Behavioral Health Excluded
PHARMACY PROGRAMS
Rebate 100% rebate pass through
RationalMed Included
Enhanced Controlled Substance 
Utilization Program No Program

Point of Sale Standard (POS + Biotech/Oral Chemo)
Rx Member Alerts Excluded

*This plan is self-funded by Aegis Senior Communities, LLC, which means that this group is financially responsible for the payment of plan benefits. The group has contracted with Premera Blue Cross, an independent Licensee of the Blue
Cross Blue Shield Association, to perform administrative duties, including the processing of claims, under the plan.  Premera Blue Cross does not insure the benefits of this plan.
 
Prior Authorization is required for many services to be covered.  For more information please refer to your benefit booklet. 

PCY = Per Calendar Year. Balance billing may apply if a provider is not contracted with Premera Blue Cross. Members are responsible for amounts in excess of the allowable charge.

This is not a complete explanation of covered services, exclusions, limitations, reductions, or the terms of the plan. This benefit summary is not a contract and may change. Please see your benefit booklet or call Customer Service for full 
coverage information including a description of waiting periods, limitations, and exclusions. 
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Benefit Summary Report
Group Number: 1007261

Aegis Senior Communities, LLC Effective Date: 04/01/2024

Product Name: CareCompass360 
PBC WA - Large Group - 1/2024 Specification and Benefit Limits

Plan Name: CARECOMPASS - PRIME*
CORE PROGRAMS
Personal Health Support Included
Prior Authorization Prior Auth without Penalty
Advanced Imaging Prior Authorization without Penalty
Nurseline Included
Newborn (NICU) Program Included
Maternity Program Included - Maternity Only
Outpatient Rehab Utilization 
Management Excluded

Matchmaker for Behavioral Health Excluded
PHARMACY PROGRAMS
Rebate 100% rebate pass through
RationalMed Included
Enhanced Controlled Substance 
Utilization Program No Program

Point of Sale Standard (POS + Biotech/Oral Chemo)
Rx Member Alerts Excluded

*This plan is self-funded by Aegis Senior Communities, LLC, which means that this group is financially responsible for the payment of plan benefits. The group has contracted with Premera Blue Cross, an independent Licensee of the Blue
Cross Blue Shield Association, to perform administrative duties, including the processing of claims, under the plan.  Premera Blue Cross does not insure the benefits of this plan.
 
Prior Authorization is required for many services to be covered.  For more information please refer to your benefit booklet. 

PCY = Per Calendar Year. Balance billing may apply if a provider is not contracted with Premera Blue Cross. Members are responsible for amounts in excess of the allowable charge.

This is not a complete explanation of covered services, exclusions, limitations, reductions, or the terms of the plan. This benefit summary is not a contract and may change. Please see your benefit booklet or call Customer Service for full 
coverage information including a description of waiting periods, limitations, and exclusions. 
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Benefit Summary Report
Group Number: 1007261

Aegis Senior Communities, LLC Effective Date: 04/01/2024

Product Name: Essentials Medical 
Plan - Large Group - 1/2024 Specification and Benefit Limits Heritage Prime In-Network Out-of-Network

Plan Name: ESSENTIALS MEDICAL PLAN - HERITAGE PRIME - $8550 20%/NC $8550/NC OOP*
MEDICAL COST SHARE OPTIONS

Individual Deductible PCY Family embedded deductible 2X 
Individual $8,550 Not Covered

Fourth Quarter Deductible Carryover Excluded
Coinsurance (Member's percentage 
of costs after deductible based on 
allowable charges)

0% Not Covered

Individual Out of Pocket Maximum 
PCY, includes deductible, 
coinsurance, copay and pharmacy if 
applicable

Family embedded OOP max 2X Individual $8,550 Not Covered

Office Visit Cost Share
$8,550 Deductible, then 0% 

Coinsurance, applies to $8,550 Out of 
Pocket Maximum

Not Covered

Kinwell Connect Cost Share Waiver Included
All services rendered and billed by any 
Kinwell clinic are covered in full (waive

deductible, 0%)
Not Applicable

Annual Plan Maximum Unlimited Unlimited
Health coverage meets the minimum
value standard for benefits provided Self Funded - No calculation

FACILITY CARE

Inpatient Facility
$8,550 Deductible, then 0% 

Coinsurance, applies to $8,550 Out of 
Pocket Maximum

Not Covered

Inpatient Professional Services
$8,550 Deductible, then 0% 

Coinsurance, applies to $8,550 Out of 
Pocket Maximum

Not Covered
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Product Name: Essentials Medical 
Plan - Large Group - 1/2024 Specification and Benefit Limits Heritage Prime In-Network Out-of-Network

Plan Name: ESSENTIALS MEDICAL PLAN - HERITAGE PRIME - $8550 20%/NC $8550/NC OOP*

Outpatient Surgery Facility
$8,550 Deductible, then 0% 

Coinsurance, applies to $8,550 Out of 
Pocket Maximum

Not Covered

Outpatient Facility
$8,550 Deductible, then 0% 

Coinsurance, applies to $8,550 Out of 
Pocket Maximum

Not Covered

Skilled Nursing Facility
60 days PCY; includes room and board, 

and facility billed professional and 
ancillary fees

$8,550 Deductible, then 0% 
Coinsurance, applies to $8,550 Out of 

Pocket Maximum
Not Covered

HOSPICE & HOME HEALTH CARE

Hospice Inpatient Facility 10 days Inpatient; within the 6 month 
lifetime maximum

$8,550 Deductible, then 0% 
Coinsurance, applies to $8,550 Out of 

Pocket Maximum
Not Covered

Hospice Care
Hospice Home Visits: Unlimited; Respite: 

240 hours; within the 6 month lifetime 
maximum

$8,550 Deductible, then 0% 
Coinsurance, applies to $8,550 Out of 

Pocket Maximum
Not Covered

Home Health Care 130 visits PCY
$8,550 Deductible, then 0% 

Coinsurance, applies to $8,550 Out of 
Pocket Maximum

Not Covered

MATERNITY & REPRODUCTIVE CARE

Inpatient Facility - Maternity Coverage for subscriber, spouse, 
dependent

$8,550 Deductible, then 0% 
Coinsurance, applies to $8,550 Out of 

Pocket Maximum
Not Covered

Maternity Prenatal, Delivery and 
Postnatal Care

Coverage for subscriber, spouse, 
dependent

$8,550 Deductible, then 0% 
Coinsurance, applies to $8,550 Out of 

Pocket Maximum
Not Covered

Obstetrical Care for Dependent 
Daughters Yes

Contraceptive Management Unlimited Covered in Full Not Covered
Sterilization - Female Unlimited Covered in Full Not Covered
Sterilization - Male Unlimited Covered in Full Not Covered
Infertility/Assisted Reproductive 
Services Not Covered Not Covered Not Covered
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Product Name: Essentials Medical 
Plan - Large Group - 1/2024 Specification and Benefit Limits Heritage Prime In-Network Out-of-Network

Plan Name: ESSENTIALS MEDICAL PLAN - HERITAGE PRIME - $8550 20%/NC $8550/NC OOP*

Elective Termination of Pregnancy
$8,550 Deductible, then 0% 

Coinsurance, applies to $8,550 Out of 
Pocket Maximum

Not Covered

Therapeutic Termination of 
Pregnancy

$8,550 Deductible, then 0% 
Coinsurance, applies to $8,550 Out of 

Pocket Maximum
Not Covered

PREMERA DESIGNATED CENTERS OF EXCELLENCE
Centers of Excellence for Knee & Hip 
Total Joint Replacement (Including 
Partial & Revisions)

Included Covered as any other service Not covered

Centers of Excellence for Maternity Included Covered as any other service Not covered
MEDICAL TRANSPORTATION BENEFITS
Centers of Excellence Travel and 
Care Coordination Not Covered Not Covered Not Covered

Cellular Immunotherapy and Gene 
Therapy Travel Not Covered Not Covered Not Covered

Transplant Travel & Lodging $7,500 per transplant
$8,550 Deductible, 0% Coinsurance, 

applies to $8,550 Out of Pocket 
Maximum

$8,550 Deductible, 0% Coinsurance, 
applies to $8,550 Out of Pocket 

Maximum
Medical Transportation - State 
Restricted Care Not Covered Not Covered Not Covered

EMERGENCY CARE AND TRANSPORTATION

Emergency Care (Waive copay if 
admitted to inpatient facility)

$8,550 Deductible, then 0% 
Coinsurance, applies to $8,550 Out of 

Pocket Maximum

$8,550 Deductible, then 0% 
Coinsurance, applies to $8,550 Out of 

Pocket Maximum

Emergency Room Physician
$8,550 Deductible, then 0% 

Coinsurance, applies to $8,550 Out of 
Pocket Maximum

$8,550 Deductible, then 0% 
Coinsurance, applies to $8,550 Out of 

Pocket Maximum

Urgent Care Center
$8,550 Deductible, then 0% 

Coinsurance, applies to $8,550 Out of 
Pocket Maximum

Not Covered

Ambulance Transportation Unlimited
$8,550 Deductible, then 0% 

Coinsurance, applies to $8,550 Out of 
Pocket Maximum

$8,550 Deductible, then 0% 
Coinsurance, applies to $8,550 Out of 

Pocket Maximum
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Product Name: Essentials Medical 
Plan - Large Group - 1/2024 Specification and Benefit Limits Heritage Prime In-Network Out-of-Network

Plan Name: ESSENTIALS MEDICAL PLAN - HERITAGE PRIME - $8550 20%/NC $8550/NC OOP*

Air Ambulance Unlimited
$8,550 Deductible, then 0% 

Coinsurance, applies to $8,550 Out of 
Pocket Maximum

$8,550 Deductible, then 0% 
Coinsurance, applies to $8,550 Out of 

Pocket Maximum
DIAGNOSTIC SERVICES
Preventive Professional Diagnostic 
Imaging and Laboratory Services - 
Including PAP/PSA

Covered in Full Not Covered

Professional Diagnostic Major 
Imaging

$8,550 Deductible, then 0% 
Coinsurance, applies to $8,550 Out of 

Pocket Maximum
Not Covered

Other Professional Diagnostic 
Imaging

$8,550 Deductible, then 0% 
Coinsurance, applies to $8,550 Out of 

Pocket Maximum
Not Covered

Other Professional Diagnostic 
Laboratory/Pathology

$8,550 Deductible, then 0% 
Coinsurance, applies to $8,550 Out of 

Pocket Maximum
Not Covered

Preventive Mammography Covered in Full Not Covered
Diagnostic Mammography Covered in Full Not Covered
Supplemental Breast Exam Covered in Full Not Covered
PREVENTIVE CARE OPTIONS AND HEALTH EDUCATION

Preventive Office Visit Unlimited, subject to standard medical 
guidelines Covered in Full Not Covered

Immunizations Unlimited, subject to standard medical 
guidelines Covered in Full Not Covered

Seasonal Immunization provided at a
mass immunizer location

Unlimited, subject to standard medical 
guidelines Covered in Full Covered in Full

Health Education (HE) Unlimited Covered in Full Not Covered
Nicotine Dependency Programs (ND) Unlimited Covered in Full Not Covered
Diabetes Health Education (DE) Unlimited Covered in Full Not Covered

Preventive Colon Health
Unlimited; subsequent colonoscopies 

within a 5 year limit apply to deductible 
and coinsurance

Covered in Full Not Covered

Nutritional Therapy (Diabetes) Unlimited Covered in Full Not Covered



1-K21C0G Rev #1  Q 2/12/2024 01:15 PM Page 11 of 56
0957850-02 Independent Licensee of the Blue Cross Blue Shield Association

Product Name: Essentials Medical 
Plan - Large Group - 1/2024 Specification and Benefit Limits Heritage Prime In-Network Out-of-Network

Plan Name: ESSENTIALS MEDICAL PLAN - HERITAGE PRIME - $8550 20%/NC $8550/NC OOP*
Nutritional Therapy (Non-Diabetes) Unlimited Covered in Full Not Covered
CHRONIC CONDITION MANAGEMENT PROGRAMS
Diabetes Prevention Program Excluded
Diabetes Management Excluded
Hypertension Management Excluded
Weight Management Excluded
PROFESSIONAL CARE

Professional Office Visit
$8,550 Deductible, then 0% 

Coinsurance, applies to $8,550 Out of 
Pocket Maximum

Not Covered

Telemedicine with Traditional 
Providers - General Medical Deductible/Coinsurance Not Covered

Naturopathy Services
$8,550 Deductible, then 0% 

Coinsurance, applies to $8,550 Out of 
Pocket Maximum

Not Covered

VIRTUAL CARE SERVICES
Telemedicine - General Medical 
(Virtual Care Only) Covered in Full Not Covered

Telemedicine - Mental Health (Virtual 
Care Only) Covered in Full Not Covered

Telemedicine - Mental Health for 
Children  (Virtual Care Only) Not Covered Not Covered

Telemedicine - Chemical Dependency
(Virtual Care Only) Covered in Full Not Covered

Telemedicine - Outpatient Rehab 
(Virtual Care Only) Shared with Rehab Outpatient Care Covered in Full Not Covered

ALTERNATIVE CARE

Acupuncture 12 visits PCY
$8,550 Deductible, then 0% 

Coinsurance, applies to $8,550 Out of 
Pocket Maximum

Not Covered

Manipulations (Spinal and Other) 12 visits PCY
$8,550 Deductible, then 0% 

Coinsurance, applies to $8,550 Out of 
Pocket Maximum

Not Covered
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Product Name: Essentials Medical 
Plan - Large Group - 1/2024 Specification and Benefit Limits Heritage Prime In-Network Out-of-Network

Plan Name: ESSENTIALS MEDICAL PLAN - HERITAGE PRIME - $8550 20%/NC $8550/NC OOP*
Therapeutic Massage Therapy Not Covered Not Covered Not Covered
CHEMICAL DEPENDENCY & MENTAL HEALTH

Chemical Dependency Inpatient 
Facility Care Unlimited

$8,550 Deductible, then 0% 
Coinsurance, applies to $8,550 Out of 

Pocket Maximum
Not Covered

Chemical Dependency Outpatient 
Facility Care Unlimited

$8,550 Deductible, then 0% 
Coinsurance, applies to $8,550 Out of 

Pocket Maximum
Not Covered

Chemical Dependency Outpatient 
Professional Care Unlimited

$8,550 Deductible, then 0% 
Coinsurance, applies to $8,550 Out of 

Pocket Maximum
Not Covered

Mental Health Inpatient Facility Care Unlimited
$8,550 Deductible, then 0% 

Coinsurance, applies to $8,550 Out of 
Pocket Maximum

Not Covered

Mental Health Outpatient Facility 
Care Unlimited

$8,550 Deductible, then 0% 
Coinsurance, applies to $8,550 Out of 

Pocket Maximum
Not Covered

Mental Health Outpatient 
Professional Care Unlimited

$8,550 Deductible, then 0% 
Coinsurance, applies to $8,550 Out of 

Pocket Maximum
Not Covered

Mental Health Residential Care
$8,550 Deductible, then 0% 

Coinsurance, applies to $8,550 Out of 
Pocket Maximum

Not Covered

REHABILITATION & NEURO
Psychological & Neuropsychological 
Testing & Evaluation (Shared with 
Rehab, Neuro Dev & Mental Health)

Unlimited
$8,550 Deductible, then 0% 

Coinsurance, applies to $8,550 Out of 
Pocket Maximum

Not Covered

Rehab Inpatient Facility 30 days PCY
$8,550 Deductible, then 0% 

Coinsurance, applies to $8,550 Out of 
Pocket Maximum

Not Covered

Rehab Outpatient Care, Including 
Physical, Occupational, Speech and 
Massage Therapy, and Chronic Pain

45 visits PCY
$8,550 Deductible, then 0% 

Coinsurance, applies to $8,550 Out of 
Pocket Maximum

Not Covered
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Product Name: Essentials Medical 
Plan - Large Group - 1/2024 Specification and Benefit Limits Heritage Prime In-Network Out-of-Network

Plan Name: ESSENTIALS MEDICAL PLAN - HERITAGE PRIME - $8550 20%/NC $8550/NC OOP*
Rehab Outpatient Care Chronic 
Conditions, Including Cardiac, 
Pulmonary Rehab, and Cancer

$8,550 Deductible, then 0% 
Coinsurance, applies to $8,550 Out of 

Pocket Maximum
Not Covered

PHARMACY

Drug List E1 Essentials Formulary
No Tiers E1 Essentials Formulary E1 Essentials Formulary

Formulary Exclusion List - Drugs with
Over the Counter Alternative Excluded

Formulary Exclusion List - High-Cost 
Low Value Drugs Excluded

Generics Required When Available Member pays the appropriate cost share 
(No DAW 1 and 2 provision)

ACA Preventive Drug List Covered in Full Not Covered
Enhanced Preventive Drug List No Buy Up Subject to Standard Rx Cost share Not Covered

Prescription Drugs - Retail Retail: 30 Days; Mail: 90 Days; Specialty: 
30 Days

$8,550 Deductible, then 0% 
Coinsurance, applies to $8,550 Out of 

Pocket Maximum
Not Covered

Oral Chemotherapy Retail Covered in Full Covered in Full

Prescription Drugs - Mail Retail: 30 Days; Mail: 90 Days; Specialty: 
30 Days

$8,550 Deductible, then 0% 
Coinsurance, applies to $8,550 Out of 

Pocket Maximum
Not Covered

Oral Chemotherapy Mail Covered in Full Covered in Full
Mandatory Home Delivery for 
Maintenance Drugs Included - Exclusive Pharmacy

Specialty Pharmacy Mandatory - Exclusive
SaveOn Specialty Pharmacy Excluded
Out of Pocket Protection Program Excluded
Specialty Split Fill Included
Right Price Included
Weight Loss Drugs Not Covered Not Covered Not Covered
OTHER SERVICES
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Product Name: Essentials Medical 
Plan - Large Group - 1/2024 Specification and Benefit Limits Heritage Prime In-Network Out-of-Network

Plan Name: ESSENTIALS MEDICAL PLAN - HERITAGE PRIME - $8550 20%/NC $8550/NC OOP*

Allergy/Therapeutic Injections
$8,550 Deductible, then 0% 

Coinsurance, applies to $8,550 Out of 
Pocket Maximum

Not Covered

Medical Supplies (MS), Equipment 
(ME), Prosthetics (Pro) Unlimited

$8,550 Deductible, then 0% 
Coinsurance, applies to $8,550 Out of 

Pocket Maximum
Not Covered

Foot Orthotics, Orthopedic Shoes and
Accessories

$300 PCY; Includes orthotics and 
orthopedic shoes

$8,550 Deductible, then 0% 
Coinsurance, applies to $8,550 Out of 

Pocket Maximum
Not Covered

Transplants Unlimited Covered as any other service Not Covered
Orthognathic/Maxillofacial Care Not Covered Not Covered Not Covered

TMJ (Temporomandibular Joint 
Disorders)

Unlimited (Medical and Dental services - 
Medical and Dental cost shares based on

type of service)
Covered as any other service Not Covered

End Stage Renal Disease (ESRD) 
During Medicare's Waiting Period

$8,550 Deductible, then 0% 
Coinsurance, applies to $8,550 Out of 

Pocket Maximum
Not Covered

End Stage Renal Disease (ESRD) 
After Medicare's Waiting Period Without Premium Reimbursement

$8,550 Deductible, then 0% 
Coinsurance, applies to $8,550 Out of 

Pocket Maximum
Not Covered

Bariatric Surgery Not Covered Not Covered Not Covered
SUPPLEMENTAL BENEFITS
Routine Vision Exam Not Covered Not Covered Not Covered
Vision Hardware Not Covered Not Covered Not Covered
Pediatric Vision Exam Not Covered Not Covered Not Covered
Pediatric Vision Hardware Not Covered Not Covered Not Covered
Routine Hearing Exam Not Covered Not Covered Not Covered
Hearing Hardware Not Covered Not Covered Not Covered
ADMINISTRATIVE OPTIONS
BlueCard/National Coverage 
Program

EPO (Default) In-network Blue Card PPO 
network

Extended Payment Integrity Services Included
Fiduciary Services Excluded
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*This plan is self-funded by Aegis Senior Communities, LLC, which means that this group is financially responsible for the payment of plan benefits. The group has contracted with Premera Blue Cross, an independent Licensee of the Blue
Cross Blue Shield Association, to perform administrative duties, including the processing of claims, under the plan.  Premera Blue Cross does not insure the benefits of this plan.
 
Prior Authorization is required for many services to be covered.  For more information please refer to your benefit booklet. 

PCY = Per Calendar Year. Balance billing may apply if a provider is not contracted with Premera Blue Cross. Members are responsible for amounts in excess of the allowable charge.

This is not a complete explanation of covered services, exclusions, limitations, reductions, or the terms of the plan. This benefit summary is not a contract and may change. Please see your benefit booklet or call Customer Service for full 
coverage information including a description of waiting periods, limitations, and exclusions. 
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Benefit Summary Report
Group Number: 1007261

Aegis Senior Communities, LLC Effective Date: 04/01/2024

Product Name: Your Choice NGF - 
Large Group - 1/2024 Specification and Benefit Limits Heritage In-Network Out-of-Network

Plan Name: CORE PLAN - HERITAGE - $2750 30%/50% $5500 $20; ER $250*
MEDICAL COST SHARE OPTIONS

Individual Deductible PCY Family embedded deductible 3X 
Individual $2,750 PCY Shared with In-Network

Fourth Quarter Deductible Carryover Excluded
Coinsurance (Member's percentage 
of costs after deductible based on 
allowable charges)

30% 50%

Individual Out of Pocket Maximum 
PCY, includes deductible, 
coinsurance, copay and pharmacy if 
applicable

Family embedded OOP max 2X Individual $5,500 PCY Unlimited

Office Visit Cost Share $20 Copay, applies to the $5,500 PCY 
Out of Pocket Maximum

Shared with In-Network Deductible, 
then 50% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Kinwell Connect Cost Share Waiver Included
All services rendered and billed by any 
Kinwell clinic are covered in full (waive

deductible, 0%)
Not Applicable

Annual Plan Maximum Unlimited Unlimited
Health coverage meets the minimum
value standard for benefits provided Self Funded - No calculation

FACILITY CARE

Inpatient Facility
$2,750 PCY Deductible, then 30% 

Coinsurance, applies to $5,500 PCY 
Out of Pocket Maximum

Shared with In-Network Deductible, 
then 50% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Inpatient Professional Services
$2,750 PCY Deductible, then 30% 

Coinsurance, applies to $5,500 PCY 
Out of Pocket Maximum

Shared with In-Network Deductible, 
then 50% Coinsurance, applies to 
Unlimited Out of Pocket Maximum
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Outpatient Surgery Facility
$2,750 PCY Deductible, then 30% 

Coinsurance, applies to $5,500 PCY 
Out of Pocket Maximum

Shared with In-Network Deductible, 
then 50% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Outpatient Facility
$2,750 PCY Deductible, then 30% 

Coinsurance, applies to $5,500 PCY 
Out of Pocket Maximum

Shared with In-Network Deductible, 
then 50% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Skilled Nursing Facility
60 days PCY; includes room and board, 

and facility billed professional and 
ancillary fees

$2,750 PCY Deductible, then 30% 
Coinsurance, applies to $5,500 PCY 

Out of Pocket Maximum

Shared with In-Network Deductible, 
then 50% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

HOSPICE & HOME HEALTH CARE

Hospice Inpatient Facility 10 days Inpatient; within the 6 month 
lifetime maximum

$2,750 PCY Deductible, then 30% 
Coinsurance, applies to $5,500 PCY 

Out of Pocket Maximum

Shared with In-Network Deductible, 
then 50% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Hospice Care
Hospice Home Visits: Unlimited; Respite: 

240 hours; within the 6 month lifetime 
maximum

$2,750 PCY Deductible, then 30% 
Coinsurance, applies to $5,500 PCY 

Out of Pocket Maximum

Shared with In-Network Deductible, 
then 50% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Home Health Care 130 visits PCY
$2,750 PCY Deductible, then 30% 

Coinsurance, applies to $5,500 PCY 
Out of Pocket Maximum

Shared with In-Network Deductible, 
then 50% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

MATERNITY & REPRODUCTIVE CARE

Inpatient Facility - Maternity Coverage for subscriber, spouse, 
dependent

$2,750 PCY Deductible, then 30% 
Coinsurance, applies to $5,500 PCY 

Out of Pocket Maximum

Shared with In-Network Deductible, 
then 50% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Maternity Prenatal, Delivery and 
Postnatal Care

Coverage for subscriber, spouse, 
dependent

$2,750 PCY Deductible, then 30% 
Coinsurance, applies to $5,500 PCY 

Out of Pocket Maximum

Shared with In-Network Deductible, 
then 50% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Obstetrical Care for Dependent 
Daughters Yes

Contraceptive Management Unlimited Covered in Full
Shared with In-Network Deductible, 
then 50% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Sterilization - Female Unlimited Covered in Full
Shared with In-Network Deductible, 
then 50% Coinsurance, applies to 
Unlimited Out of Pocket Maximum
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Sterilization - Male Unlimited
$2,750 PCY Deductible, then 30% 

Coinsurance, applies to $5,500 PCY 
Out of Pocket Maximum

Shared with In-Network Deductible, 
then 50% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Infertility/Assisted Reproductive 
Services Not Covered Not Covered Not Covered

Elective Termination of Pregnancy
$2,750 PCY Deductible, then 30% 

Coinsurance, applies to $5,500 PCY 
Out of Pocket Maximum

Shared with In-Network Deductible, 
then 50% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Therapeutic Termination of 
Pregnancy

$2,750 PCY Deductible, then 30% 
Coinsurance, applies to $5,500 PCY 

Out of Pocket Maximum

Shared with In-Network Deductible, 
then 50% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

PREMERA DESIGNATED CENTERS OF EXCELLENCE
Centers of Excellence for Knee & Hip 
Total Joint Replacement (Including 
Partial & Revisions)

Included Covered as any other service Covered as any other service

Centers of Excellence for Maternity Included Covered as any other service Covered as any other service
MEDICAL TRANSPORTATION BENEFITS
Centers of Excellence Travel and 
Care Coordination Not Covered Not Covered Not Covered

Cellular Immunotherapy and Gene 
Therapy Travel Not Covered Not Covered Not Covered

Transplant Travel & Lodging $7,500 per transplant
$2,750 PCY Deductible, 0% 

Coinsurance, applies to $5,500 PCY 
Out of Pocket Maximum

$2,750 PCY Deductible, 0% 
Coinsurance, applies to $5,500 PCY Out

of Pocket Maximum
Medical Transportation - State 
Restricted Care Not Covered Not Covered Not Covered

EMERGENCY CARE AND TRANSPORTATION

Emergency Care (Waive copay if 
admitted to inpatient facility)

$250 Copay then $2,750 PCY 
Deductible and 30% Coinsurance; all 
cost shares apply to the $5,500 PCY 

Out of Pocket Maximum

$250 Copay then $2,750 PCY 
Deductible and 30% Coinsurance; all 
cost shares apply to the $5,500 PCY 

Out of Pocket Maximum

Emergency Room Physician
$2,750 PCY Deductible, then 30% 

Coinsurance, applies to $5,500 PCY 
Out of Pocket Maximum

$2,750 PCY Deductible, then 30% 
Coinsurance, applies to $5,500 PCY Out

of Pocket Maximum
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Urgent Care Center $35 Copay Ded/Coins

Ambulance Transportation Unlimited
$2,750 PCY Deductible, then 30% 

Coinsurance, applies to $5,500 PCY 
Out of Pocket Maximum

$2,750 PCY Deductible, then 30% 
Coinsurance, applies to $5,500 PCY Out

of Pocket Maximum

Air Ambulance Unlimited
$2,750 PCY Deductible, then 30% 

Coinsurance, applies to $5,500 PCY 
Out of Pocket Maximum

$2,750 PCY Deductible, then 30% 
Coinsurance, applies to $5,500 PCY Out

of Pocket Maximum
DIAGNOSTIC SERVICES
Preventive Professional Diagnostic 
Imaging and Laboratory Services - 
Including PAP/PSA

Covered in Full
Shared with In-Network Deductible, 
then 50% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Professional Diagnostic Major 
Imaging

$2,750 PCY Deductible, then 30% 
Coinsurance, applies to $5,500 PCY 

Out of Pocket Maximum

Shared with In-Network Deductible, 
then 50% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Other Professional Diagnostic 
Imaging

$2,750 PCY Deductible, then 30% 
Coinsurance, applies to $5,500 PCY 

Out of Pocket Maximum

Shared with In-Network Deductible, 
then 50% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Other Professional Diagnostic 
Laboratory/Pathology

$2,750 PCY Deductible, then 30% 
Coinsurance, applies to $5,500 PCY 

Out of Pocket Maximum

Shared with In-Network Deductible, 
then 50% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Preventive Mammography Covered in Full
Shared with In-Network Deductible, 
then 50% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Diagnostic Mammography Covered in Full
Shared with In-Network Deductible, 
then 50% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Supplemental Breast Exam Covered in Full Covered as any other service
PREVENTIVE CARE OPTIONS AND HEALTH EDUCATION
Preventive Office Visit Unlimited Covered in Full Not Covered
Immunizations Unlimited Covered in Full Not Covered
Seasonal Immunization provided at a
mass immunizer location Unlimited Covered in Full Covered in Full

Health Education (HE) Unlimited Covered in Full Not Covered
Nicotine Dependency Programs (ND) Unlimited Covered in Full Not Covered
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Diabetes Health Education (DE) Unlimited Covered in Full Not Covered

Preventive Colon Health Unlimited; no internal frequency limit Covered in Full
Shared with In-Network Deductible, 
then 50% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Nutritional Therapy (Diabetes) Unlimited Covered in Full
Shared with In-Network Deductible, 
then 50% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Nutritional Therapy (Non-Diabetes) Unlimited Covered in Full
Shared with In-Network Deductible, 
then 50% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

CHRONIC CONDITION MANAGEMENT PROGRAMS
Diabetes Prevention Program Included
Diabetes Management Included
Hypertension Management Included
Weight Management Excluded
PROFESSIONAL CARE

Professional Office Visit $20 Copay, applies to the $5,500 PCY 
Out of Pocket Maximum

Shared with In-Network Deductible, 
then 50% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Telemedicine with Traditional 
Providers - General Medical

$20 Copay, applies to the $5,500 PCY 
Out of Pocket Maximum

Shared with In-Network Deductible, 
then 50% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Naturopathy Services $20 Copay, applies to the $5,500 PCY 
Out of Pocket Maximum

Shared with In-Network Deductible, 
then 50% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

VIRTUAL CARE SERVICES
Telemedicine - General Medical 
(Virtual Care Only)

$20 Copay, applies to the $5,500 PCY 
Out of Pocket Maximum Not Covered

Telemedicine - Mental Health (Virtual 
Care Only)

Subject to Mental Health Outpatient 
Professional Care In-Network Cost 

Share
Not Covered

Telemedicine - Mental Health for 
Children  (Virtual Care Only) Not Covered Not Covered
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Telemedicine - Chemical Dependency
(Virtual Care Only)

Subject to Chemical Dependency 
Outpatient Office Visit Not Covered

Telemedicine - Outpatient Rehab 
(Virtual Care Only) Shared with Rehab Outpatient Care Subject to Rehab Outpatient Care In-

Network Cost Share Not Covered

ALTERNATIVE CARE

Acupuncture 12 visits PCY $20 Copay, applies to the $5,500 PCY 
Out of Pocket Maximum

Shared with In-Network Deductible, 
then 50% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Manipulations (Spinal and Other) 12 visits PCY $20 Copay, applies to the $5,500 PCY 
Out of Pocket Maximum

Shared with In-Network Deductible, 
then 50% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Therapeutic Massage Therapy Not Covered Not Covered Not Covered
CHEMICAL DEPENDENCY & MENTAL HEALTH

Chemical Dependency Inpatient 
Facility Care Unlimited

$2,750 PCY Deductible, then 30% 
Coinsurance, applies to $5,500 PCY 

Out of Pocket Maximum

Shared with In-Network Deductible, 
then 50% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Chemical Dependency Outpatient 
Facility Care Unlimited

$2,750 PCY Deductible, then 30% 
Coinsurance, applies to $5,500 PCY 

Out of Pocket Maximum

Shared with In-Network Deductible, 
then 50% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Chemical Dependency Outpatient 
Professional Care Unlimited $20 Copay, applies to the $5,500 PCY 

Out of Pocket Maximum

Shared with In-Network Deductible, 
then 50% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Mental Health Inpatient Facility Care Unlimited
$2,750 PCY Deductible, then 30% 

Coinsurance, applies to $5,500 PCY 
Out of Pocket Maximum

Shared with In-Network Deductible, 
then 50% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Mental Health Outpatient Facility 
Care Unlimited

$2,750 PCY Deductible, then 30% 
Coinsurance, applies to $5,500 PCY 

Out of Pocket Maximum

Shared with In-Network Deductible, 
then 50% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Mental Health Outpatient 
Professional Care Unlimited $20 Copay, applies to the $5,500 PCY 

Out of Pocket Maximum

Shared with In-Network Deductible, 
then 50% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Mental Health Residential Care
$2,750 PCY Deductible, then 30% 

Coinsurance, applies to $5,500 PCY 
Out of Pocket Maximum

Shared with In-Network Deductible, 
then 50% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

REHABILITATION & NEURO
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Psychological & Neuropsychological 
Testing & Evaluation (Shared with 
Rehab, Neuro Dev & Mental Health)

Unlimited
$2,750 PCY Deductible, then 30% 

Coinsurance, applies to $5,500 PCY 
Out of Pocket Maximum

Shared with In-Network Deductible, 
then 50% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Rehab Inpatient Facility 30 days PCY
$2,750 PCY Deductible, then 30% 

Coinsurance, applies to $5,500 PCY 
Out of Pocket Maximum

Shared with In-Network Deductible, 
then 50% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Rehab Outpatient Care, Including 
Physical, Occupational, Speech and 
Massage Therapy, and Chronic Pain

45 visits PCY $20 Copay, applies to the $5,500 PCY 
Out of Pocket Maximum

Shared with In-Network Deductible, 
then 50% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Rehab Outpatient Care Chronic 
Conditions, Including Cardiac, 
Pulmonary Rehab, and Cancer

$20 Copay, applies to the $5,500 PCY 
Out of Pocket Maximum

Shared with In-Network Deductible, 
then 50% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

OTHER SERVICES

Allergy/Therapeutic Injections
$2,750 PCY Deductible, then 30% 

Coinsurance, applies to $5,500 PCY 
Out of Pocket Maximum

Shared with In-Network Deductible, 
then 50% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Medical Supplies (MS), Equipment 
(ME), Prosthetics (Pro) Unlimited

$2,750 PCY Deductible, then 30% 
Coinsurance, applies to $5,500 PCY 

Out of Pocket Maximum

Shared with In-Network Deductible, 
then 50% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Foot Orthotics, Orthopedic Shoes and
Accessories

$300 PCY; Includes orthotics and 
orthopedic shoes

$2,750 PCY Deductible, then 30% 
Coinsurance, applies to $5,500 PCY 

Out of Pocket Maximum

Shared with In-Network Deductible, 
then 50% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Transplants Unlimited Covered as any other service Not Covered
Orthognathic/Maxillofacial Care Not Covered Not Covered Not Covered

TMJ (Temporomandibular Joint 
Disorders)

Unlimited (Medical and Dental services - 
Medical and Dental cost shares based on

type of service)
Covered as any other service Covered as any other service

End Stage Renal Disease (ESRD) 
During Medicare's Waiting Period

$2,750 PCY Deductible, then 30% 
Coinsurance, applies to $5,500 PCY 

Out of Pocket Maximum

Shared with In-Network Deductible, 
then 50% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

End Stage Renal Disease (ESRD) 
After Medicare's Waiting Period Without Premium Reimbursement Covered in Full Covered in Full

Bariatric Surgery Not Covered Not Covered Not Covered
SUPPLEMENTAL BENEFITS
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Routine Vision Exam Not Covered Not Covered Not Covered
Vision Hardware Not Covered Not Covered Not Covered
Pediatric Vision Exam Not Covered Not Covered Not Covered
Pediatric Vision Hardware Not Covered Not Covered Not Covered

Routine Hearing Exam 1 PCY $20 Copay
Shared with In-Network Deductible, 
then 50% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Hearing Hardware Not Covered Not Covered Not Covered
ADMINISTRATIVE OPTIONS
BlueCard/National Coverage 
Program

(Default) In-network and Out of network 
PPO network

Extended Payment Integrity Services Included
Fiduciary Services Excluded

*This plan is self-funded by Aegis Senior Communities, LLC, which means that this group is financially responsible for the payment of plan benefits. The group has contracted with Premera Blue Cross, an independent Licensee of the Blue
Cross Blue Shield Association, to perform administrative duties, including the processing of claims, under the plan.  Premera Blue Cross does not insure the benefits of this plan.
 
Prior Authorization is required for many services to be covered.  For more information please refer to your benefit booklet. 

PCY = Per Calendar Year. Balance billing may apply if a provider is not contracted with Premera Blue Cross. Members are responsible for amounts in excess of the allowable charge.

This is not a complete explanation of covered services, exclusions, limitations, reductions, or the terms of the plan. This benefit summary is not a contract and may change. Please see your benefit booklet or call Customer Service for full 
coverage information including a description of waiting periods, limitations, and exclusions. 
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MEDICAL COST SHARE OPTIONS

Individual Deductible PCY Family embedded deductible 3X 
Individual $1,250 Shared with In-Network

Fourth Quarter Deductible Carryover Excluded
Coinsurance (Member's percentage 
of costs after deductible based on 
allowable charges)

20% 40%

Individual Out of Pocket Maximum 
PCY, includes deductible, 
coinsurance, copay and pharmacy if 
applicable

Family embedded OOP max 2X Individual $4,500 Unlimited

Office Visit Cost Share $20 Copay, applies to the $4,500 Out 
of Pocket Maximum

Shared with In-Network Deductible, 
then 40% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Kinwell Connect Cost Share Waiver Included
All services rendered and billed by any 
Kinwell clinic are covered in full (waive

deductible, 0%)
Not Applicable

Annual Plan Maximum Unlimited Unlimited
Health coverage meets the minimum
value standard for benefits provided Self Funded - No calculation

FACILITY CARE

Inpatient Facility
$1,250 Deductible, then 20% 

Coinsurance, applies to $4,500 Out of 
Pocket Maximum

Shared with In-Network Deductible, 
then 40% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Inpatient Professional Services
$1,250 Deductible, then 20% 

Coinsurance, applies to $4,500 Out of 
Pocket Maximum

Shared with In-Network Deductible, 
then 40% Coinsurance, applies to 
Unlimited Out of Pocket Maximum
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Outpatient Surgery Facility
$1,250 Deductible, then 20% 

Coinsurance, applies to $4,500 Out of 
Pocket Maximum

Shared with In-Network Deductible, 
then 40% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Outpatient Facility
$1,250 Deductible, then 20% 

Coinsurance, applies to $4,500 Out of 
Pocket Maximum

Shared with In-Network Deductible, 
then 40% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Skilled Nursing Facility
60 days PCY; includes room and board, 

and facility billed professional and 
ancillary fees

$1,250 Deductible, then 20% 
Coinsurance, applies to $4,500 Out of 

Pocket Maximum

Shared with In-Network Deductible, 
then 40% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

HOSPICE & HOME HEALTH CARE

Hospice Inpatient Facility 10 days Inpatient; within the 6 month 
lifetime maximum

$1,250 Deductible, then 20% 
Coinsurance, applies to $4,500 Out of 

Pocket Maximum

Shared with In-Network Deductible, 
then 40% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Hospice Care
Hospice Home Visits: Unlimited; Respite: 

240 hours; within the 6 month lifetime 
maximum

$1,250 Deductible, then 20% 
Coinsurance, applies to $4,500 Out of 

Pocket Maximum

Shared with In-Network Deductible, 
then 40% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Home Health Care 130 visits PCY
$1,250 Deductible, then 20% 

Coinsurance, applies to $4,500 Out of 
Pocket Maximum

Shared with In-Network Deductible, 
then 40% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

MATERNITY & REPRODUCTIVE CARE

Inpatient Facility - Maternity Coverage for subscriber, spouse, 
dependent

$1,250 Deductible, then 20% 
Coinsurance, applies to $4,500 Out of 

Pocket Maximum

Shared with In-Network Deductible, 
then 40% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Maternity Prenatal, Delivery and 
Postnatal Care

Coverage for subscriber, spouse, 
dependent

$1,250 Deductible, then 20% 
Coinsurance, applies to $4,500 Out of 

Pocket Maximum

Shared with In-Network Deductible, 
then 40% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Obstetrical Care for Dependent 
Daughters Yes

Contraceptive Management Unlimited Covered in Full
Shared with In-Network Deductible, 
then 40% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Sterilization - Female Unlimited Covered in Full
Shared with In-Network Deductible, 
then 40% Coinsurance, applies to 
Unlimited Out of Pocket Maximum
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Sterilization - Male Unlimited
$1,250 Deductible, then 20% 

Coinsurance, applies to $4,500 Out of 
Pocket Maximum

Shared with In-Network Deductible, 
then 40% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Infertility/Assisted Reproductive 
Services Not Covered Not Covered Not Covered

Elective Termination of Pregnancy
$1,250 Deductible, then 20% 

Coinsurance, applies to $4,500 Out of 
Pocket Maximum

Shared with In-Network Deductible, 
then 40% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Therapeutic Termination of 
Pregnancy

$1,250 Deductible, then 20% 
Coinsurance, applies to $4,500 Out of 

Pocket Maximum

Shared with In-Network Deductible, 
then 40% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

PREMERA DESIGNATED CENTERS OF EXCELLENCE
Centers of Excellence for Knee & Hip 
Total Joint Replacement (Including 
Partial & Revisions)

Included Covered as any other service Covered as any other service

Centers of Excellence for Maternity Included Covered as any other service Covered as any other service
MEDICAL TRANSPORTATION BENEFITS
Centers of Excellence Travel and 
Care Coordination Not Covered Not Covered Not Covered

Cellular Immunotherapy and Gene 
Therapy Travel Not Covered Not Covered Not Covered

Transplant Travel & Lodging $7,500 per transplant
$1,250 Deductible, 0% Coinsurance, 

applies to $4,500 Out of Pocket 
Maximum

$1,250 Deductible, 0% Coinsurance, 
applies to $4,500 Out of Pocket 

Maximum
Medical Transportation - State 
Restricted Care Not Covered Not Covered Not Covered

EMERGENCY CARE AND TRANSPORTATION

Emergency Care (Waive copay if 
admitted to inpatient facility)

$250 Copay then $1,250 Deductible 
and 20% Coinsurance; all cost shares 

apply to the $4,500 Out of Pocket 
Maximum

$250 Copay then $1,250 Deductible 
and 20% Coinsurance; all cost shares 

apply to the $4,500 Out of Pocket 
Maximum

Emergency Room Physician
$1,250 Deductible, then 20% 

Coinsurance, applies to $4,500 Out of 
Pocket Maximum

$1,250 Deductible, then 20% 
Coinsurance, applies to $4,500 Out of 

Pocket Maximum
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Urgent Care Center $30 copay Ded/Coins

Ambulance Transportation Unlimited
$1,250 Deductible, then 20% 

Coinsurance, applies to $4,500 Out of 
Pocket Maximum

$1,250 Deductible, then 20% 
Coinsurance, applies to $4,500 Out of 

Pocket Maximum

Air Ambulance Unlimited
$1,250 Deductible, then 20% 

Coinsurance, applies to $4,500 Out of 
Pocket Maximum

$1,250 Deductible, then 20% 
Coinsurance, applies to $4,500 Out of 

Pocket Maximum
DIAGNOSTIC SERVICES
Preventive Professional Diagnostic 
Imaging and Laboratory Services - 
Including PAP/PSA

Covered in Full
Shared with In-Network Deductible, 
then 40% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Professional Diagnostic Major 
Imaging

$1,250 Deductible, then 20% 
Coinsurance, applies to $4,500 Out of 

Pocket Maximum

Shared with In-Network Deductible, 
then 40% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Other Professional Diagnostic 
Imaging

$1,250 Deductible, then 20% 
Coinsurance, applies to $4,500 Out of 

Pocket Maximum

Shared with In-Network Deductible, 
then 40% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Other Professional Diagnostic 
Laboratory/Pathology

$1,250 Deductible, then 20% 
Coinsurance, applies to $4,500 Out of 

Pocket Maximum

Shared with In-Network Deductible, 
then 40% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Preventive Mammography Covered in Full
Shared with In-Network Deductible, 
then 40% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Diagnostic Mammography Covered in Full
Shared with In-Network Deductible, 
then 40% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Supplemental Breast Exam Covered in Full Covered as any other service
PREVENTIVE CARE OPTIONS AND HEALTH EDUCATION
Preventive Office Visit Unlimited Covered in Full Not Covered
Immunizations Unlimited Covered in Full Not Covered
Seasonal Immunization provided at a
mass immunizer location Unlimited Covered in Full Covered in Full

Health Education (HE) Unlimited Covered in Full Not Covered
Nicotine Dependency Programs (ND) Unlimited Covered in Full Not Covered
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Product Name: Your Choice NGF - 
Large Group - 1/2024 Specification and Benefit Limits Heritage In-Network Out-of-Network

Plan Name: BUY UP PLAN -  HERITAGE - $1250 20%/40% $4500 $20; ER $250*
Diabetes Health Education (DE) Unlimited Covered in Full Not Covered

Preventive Colon Health Unlimited; no internal frequency limit Covered in Full
Shared with In-Network Deductible, 
then 40% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Nutritional Therapy (Diabetes) Unlimited Covered in Full
Shared with In-Network Deductible, 
then 40% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Nutritional Therapy (Non-Diabetes) Unlimited Covered in Full
Shared with In-Network Deductible, 
then 40% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

CHRONIC CONDITION MANAGEMENT PROGRAMS
Diabetes Prevention Program Included
Diabetes Management Included
Hypertension Management Included
Weight Management Excluded
PROFESSIONAL CARE

Professional Office Visit $20 Copay, applies to the $4,500 Out 
of Pocket Maximum

Shared with In-Network Deductible, 
then 40% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Telemedicine with Traditional 
Providers - General Medical

$20 Copay, applies to the $4,500 Out 
of Pocket Maximum

Shared with In-Network Deductible, 
then 40% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Naturopathy Services $20 Copay, applies to the $4,500 Out 
of Pocket Maximum

Shared with In-Network Deductible, 
then 40% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

VIRTUAL CARE SERVICES
Telemedicine - General Medical 
(Virtual Care Only)

$20 Copay, applies to the $4,500 Out 
of Pocket Maximum Not Covered

Telemedicine - Mental Health (Virtual 
Care Only)

Subject to Mental Health Outpatient 
Professional Care In-Network Cost 

Share
Not Covered

Telemedicine - Mental Health for 
Children  (Virtual Care Only) Not Covered Not Covered
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Plan Name: BUY UP PLAN -  HERITAGE - $1250 20%/40% $4500 $20; ER $250*
Telemedicine - Chemical Dependency
(Virtual Care Only)

Subject to Chemical Dependency 
Outpatient Office Visit Not Covered

Telemedicine - Outpatient Rehab 
(Virtual Care Only) Shared with Rehab Outpatient Care Subject to Rehab Outpatient Care In-

Network Cost Share Not Covered

ALTERNATIVE CARE

Acupuncture 12 visits PCY $20 Copay, applies to the $4,500 Out 
of Pocket Maximum

Shared with In-Network Deductible, 
then 40% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Manipulations (Spinal and Other) 12 visits PCY $20 Copay, applies to the $4,500 Out 
of Pocket Maximum

Shared with In-Network Deductible, 
then 40% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Therapeutic Massage Therapy Not Covered Not Covered Not Covered
CHEMICAL DEPENDENCY & MENTAL HEALTH

Chemical Dependency Inpatient 
Facility Care Unlimited

$1,250 Deductible, then 20% 
Coinsurance, applies to $4,500 Out of 

Pocket Maximum

Shared with In-Network Deductible, 
then 40% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Chemical Dependency Outpatient 
Facility Care Unlimited

$1,250 Deductible, then 20% 
Coinsurance, applies to $4,500 Out of 

Pocket Maximum

Shared with In-Network Deductible, 
then 40% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Chemical Dependency Outpatient 
Professional Care Unlimited $20 Copay, applies to the $4,500 Out 

of Pocket Maximum

Shared with In-Network Deductible, 
then 40% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Mental Health Inpatient Facility Care Unlimited
$1,250 Deductible, then 20% 

Coinsurance, applies to $4,500 Out of 
Pocket Maximum

Shared with In-Network Deductible, 
then 40% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Mental Health Outpatient Facility 
Care Unlimited

$1,250 Deductible, then 20% 
Coinsurance, applies to $4,500 Out of 

Pocket Maximum

Shared with In-Network Deductible, 
then 40% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Mental Health Outpatient 
Professional Care Unlimited $20 Copay, applies to the $4,500 Out 

of Pocket Maximum

Shared with In-Network Deductible, 
then 40% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Mental Health Residential Care
$1,250 Deductible, then 20% 

Coinsurance, applies to $4,500 Out of 
Pocket Maximum

Shared with In-Network Deductible, 
then 40% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

REHABILITATION & NEURO
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Plan Name: BUY UP PLAN -  HERITAGE - $1250 20%/40% $4500 $20; ER $250*
Psychological & Neuropsychological 
Testing & Evaluation (Shared with 
Rehab, Neuro Dev & Mental Health)

Unlimited
$1,250 Deductible, then 20% 

Coinsurance, applies to $4,500 Out of 
Pocket Maximum

Shared with In-Network Deductible, 
then 40% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Rehab Inpatient Facility 30 days PCY
$1,250 Deductible, then 20% 

Coinsurance, applies to $4,500 Out of 
Pocket Maximum

Shared with In-Network Deductible, 
then 40% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Rehab Outpatient Care, Including 
Physical, Occupational, Speech and 
Massage Therapy, and Chronic Pain

45 visits PCY $20 Copay, applies to the $4,500 Out 
of Pocket Maximum

Shared with In-Network Deductible, 
then 40% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Rehab Outpatient Care Chronic 
Conditions, Including Cardiac, 
Pulmonary Rehab, and Cancer

$20 Copay, applies to the $4,500 Out 
of Pocket Maximum

Shared with In-Network Deductible, 
then 40% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

OTHER SERVICES

Allergy/Therapeutic Injections
$1,250 Deductible, then 20% 

Coinsurance, applies to $4,500 Out of 
Pocket Maximum

Shared with In-Network Deductible, 
then 40% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Medical Supplies (MS), Equipment 
(ME), Prosthetics (Pro) Unlimited

$1,250 Deductible, then 20% 
Coinsurance, applies to $4,500 Out of 

Pocket Maximum

Shared with In-Network Deductible, 
then 40% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Foot Orthotics, Orthopedic Shoes and
Accessories

$300 PCY; Includes orthotics and 
orthopedic shoes

$1,250 Deductible, then 20% 
Coinsurance, applies to $4,500 Out of 

Pocket Maximum

Shared with In-Network Deductible, 
then 40% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Transplants Unlimited Covered as any other service Not Covered
Orthognathic/Maxillofacial Care Not Covered Not Covered Not Covered

TMJ (Temporomandibular Joint 
Disorders)

Unlimited (Medical and Dental services - 
Medical and Dental cost shares based on

type of service)
Covered as any other service Covered as any other service

End Stage Renal Disease (ESRD) 
During Medicare's Waiting Period

$1,250 Deductible, then 20% 
Coinsurance, applies to $4,500 Out of 

Pocket Maximum

Shared with In-Network Deductible, 
then 40% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

End Stage Renal Disease (ESRD) 
After Medicare's Waiting Period Without Premium Reimbursement Covered in Full Covered in Full

Bariatric Surgery Not Covered Not Covered Not Covered
SUPPLEMENTAL BENEFITS
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Routine Vision Exam Not Covered Not Covered Not Covered
Vision Hardware Not Covered Not Covered Not Covered
Pediatric Vision Exam Not Covered Not Covered Not Covered
Pediatric Vision Hardware Not Covered Not Covered Not Covered

Routine Hearing Exam 1 PCY $20 Copay
Shared with In-Network Deductible, 
then 40% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Hearing Hardware Not Covered Not Covered Not Covered
ADMINISTRATIVE OPTIONS
BlueCard/National Coverage 
Program

(Default) In-network and Out of network 
PPO network

Extended Payment Integrity Services Included
Fiduciary Services Excluded

*This plan is self-funded by Aegis Senior Communities, LLC, which means that this group is financially responsible for the payment of plan benefits. The group has contracted with Premera Blue Cross, an independent Licensee of the Blue
Cross Blue Shield Association, to perform administrative duties, including the processing of claims, under the plan.  Premera Blue Cross does not insure the benefits of this plan.
 
Prior Authorization is required for many services to be covered.  For more information please refer to your benefit booklet. 

PCY = Per Calendar Year. Balance billing may apply if a provider is not contracted with Premera Blue Cross. Members are responsible for amounts in excess of the allowable charge.

This is not a complete explanation of covered services, exclusions, limitations, reductions, or the terms of the plan. This benefit summary is not a contract and may change. Please see your benefit booklet or call Customer Service for full 
coverage information including a description of waiting periods, limitations, and exclusions. 
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Benefit Summary Report
Group Number: 1007261

Aegis Senior Communities, LLC Effective Date: 04/01/2024

Product Name: Your Choice NGF - 
Large Group - 1/2024 Specification and Benefit Limits Heritage Prime In-Network Out-of-Network

Plan Name: CORE PLAN - HERITAGE PRIME $2750 30%/50% $5500 $20; ER $250*
MEDICAL COST SHARE OPTIONS

Individual Deductible PCY Family embedded deductible 3X 
Individual $2,750 PCY Shared with In-Network

Fourth Quarter Deductible Carryover Excluded
Coinsurance (Member's percentage 
of costs after deductible based on 
allowable charges)

30% 50%

Individual Out of Pocket Maximum 
PCY, includes deductible, 
coinsurance, copay and pharmacy if 
applicable

Family embedded OOP max 2X Individual $5,500 PCY Unlimited

Office Visit Cost Share $20 Copay, applies to the $5,500 PCY 
Out of Pocket Maximum

Shared with In-Network Deductible, 
then 50% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Kinwell Connect Cost Share Waiver Included
All services rendered and billed by any 
Kinwell clinic are covered in full (waive

deductible, 0%)
Not Applicable

Annual Plan Maximum Unlimited Unlimited
Health coverage meets the minimum
value standard for benefits provided Self Funded - No calculation

FACILITY CARE

Inpatient Facility
$2,750 PCY Deductible, then 30% 

Coinsurance, applies to $5,500 PCY 
Out of Pocket Maximum

Shared with In-Network Deductible, 
then 50% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Inpatient Professional Services
$2,750 PCY Deductible, then 30% 

Coinsurance, applies to $5,500 PCY 
Out of Pocket Maximum

Shared with In-Network Deductible, 
then 50% Coinsurance, applies to 
Unlimited Out of Pocket Maximum
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Plan Name: CORE PLAN - HERITAGE PRIME $2750 30%/50% $5500 $20; ER $250*

Outpatient Surgery Facility
$2,750 PCY Deductible, then 30% 

Coinsurance, applies to $5,500 PCY 
Out of Pocket Maximum

Shared with In-Network Deductible, 
then 50% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Outpatient Facility
$2,750 PCY Deductible, then 30% 

Coinsurance, applies to $5,500 PCY 
Out of Pocket Maximum

Shared with In-Network Deductible, 
then 50% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Skilled Nursing Facility
60 days PCY; includes room and board, 

and facility billed professional and 
ancillary fees

$2,750 PCY Deductible, then 30% 
Coinsurance, applies to $5,500 PCY 

Out of Pocket Maximum

Shared with In-Network Deductible, 
then 50% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

HOSPICE & HOME HEALTH CARE

Hospice Inpatient Facility 10 days Inpatient; within the 6 month 
lifetime maximum

$2,750 PCY Deductible, then 30% 
Coinsurance, applies to $5,500 PCY 

Out of Pocket Maximum

Shared with In-Network Deductible, 
then 50% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Hospice Care
Hospice Home Visits: Unlimited; Respite: 

240 hours; within the 6 month lifetime 
maximum

$2,750 PCY Deductible, then 30% 
Coinsurance, applies to $5,500 PCY 

Out of Pocket Maximum

Shared with In-Network Deductible, 
then 50% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Home Health Care 130 visits PCY
$2,750 PCY Deductible, then 30% 

Coinsurance, applies to $5,500 PCY 
Out of Pocket Maximum

Shared with In-Network Deductible, 
then 50% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

MATERNITY & REPRODUCTIVE CARE

Inpatient Facility - Maternity Coverage for subscriber, spouse, 
dependent

$2,750 PCY Deductible, then 30% 
Coinsurance, applies to $5,500 PCY 

Out of Pocket Maximum

Shared with In-Network Deductible, 
then 50% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Maternity Prenatal, Delivery and 
Postnatal Care

Coverage for subscriber, spouse, 
dependent

$2,750 PCY Deductible, then 30% 
Coinsurance, applies to $5,500 PCY 

Out of Pocket Maximum

Shared with In-Network Deductible, 
then 50% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Obstetrical Care for Dependent 
Daughters Yes

Contraceptive Management Unlimited Covered in Full
Shared with In-Network Deductible, 
then 50% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Sterilization - Female Unlimited Covered in Full
Shared with In-Network Deductible, 
then 50% Coinsurance, applies to 
Unlimited Out of Pocket Maximum
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Sterilization - Male Unlimited
$2,750 PCY Deductible, then 30% 

Coinsurance, applies to $5,500 PCY 
Out of Pocket Maximum

Shared with In-Network Deductible, 
then 50% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Infertility/Assisted Reproductive 
Services Not Covered Not Covered Not Covered

Elective Termination of Pregnancy
$2,750 PCY Deductible, then 30% 

Coinsurance, applies to $5,500 PCY 
Out of Pocket Maximum

Shared with In-Network Deductible, 
then 50% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Therapeutic Termination of 
Pregnancy

$2,750 PCY Deductible, then 30% 
Coinsurance, applies to $5,500 PCY 

Out of Pocket Maximum

Shared with In-Network Deductible, 
then 50% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

PREMERA DESIGNATED CENTERS OF EXCELLENCE
Centers of Excellence for Knee & Hip 
Total Joint Replacement (Including 
Partial & Revisions)

Included Covered as any other service Covered as any other service

Centers of Excellence for Maternity Included Covered as any other service Covered as any other service
MEDICAL TRANSPORTATION BENEFITS
Centers of Excellence Travel and 
Care Coordination Not Covered Not Covered Not Covered

Cellular Immunotherapy and Gene 
Therapy Travel Not Covered Not Covered Not Covered

Transplant Travel & Lodging $7,500 per transplant
$2,750 PCY Deductible, 0% 

Coinsurance, applies to $5,500 PCY 
Out of Pocket Maximum

$2,750 PCY Deductible, 0% 
Coinsurance, applies to $5,500 PCY Out

of Pocket Maximum
Medical Transportation - State 
Restricted Care Not Covered Not Covered Not Covered

EMERGENCY CARE AND TRANSPORTATION

Emergency Care (Waive copay if 
admitted to inpatient facility)

$250 Copay then $2,750 PCY 
Deductible and 30% Coinsurance; all 
cost shares apply to the $5,500 PCY 

Out of Pocket Maximum

$250 Copay then $2,750 PCY 
Deductible and 30% Coinsurance; all 
cost shares apply to the $5,500 PCY 

Out of Pocket Maximum

Emergency Room Physician
$2,750 PCY Deductible, then 30% 

Coinsurance, applies to $5,500 PCY 
Out of Pocket Maximum

$2,750 PCY Deductible, then 30% 
Coinsurance, applies to $5,500 PCY Out

of Pocket Maximum
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Urgent Care Center $35 Copay Ded/Coins

Ambulance Transportation Unlimited
$2,750 PCY Deductible, then 30% 

Coinsurance, applies to $5,500 PCY 
Out of Pocket Maximum

$2,750 PCY Deductible, then 30% 
Coinsurance, applies to $5,500 PCY Out

of Pocket Maximum

Air Ambulance Unlimited
$2,750 PCY Deductible, then 30% 

Coinsurance, applies to $5,500 PCY 
Out of Pocket Maximum

$2,750 PCY Deductible, then 30% 
Coinsurance, applies to $5,500 PCY Out

of Pocket Maximum
DIAGNOSTIC SERVICES
Preventive Professional Diagnostic 
Imaging and Laboratory Services - 
Including PAP/PSA

Covered in Full
Shared with In-Network Deductible, 
then 50% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Professional Diagnostic Major 
Imaging

$2,750 PCY Deductible, then 30% 
Coinsurance, applies to $5,500 PCY 

Out of Pocket Maximum

Shared with In-Network Deductible, 
then 50% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Other Professional Diagnostic 
Imaging

$2,750 PCY Deductible, then 30% 
Coinsurance, applies to $5,500 PCY 

Out of Pocket Maximum

Shared with In-Network Deductible, 
then 50% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Other Professional Diagnostic 
Laboratory/Pathology

$2,750 PCY Deductible, then 30% 
Coinsurance, applies to $5,500 PCY 

Out of Pocket Maximum

Shared with In-Network Deductible, 
then 50% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Preventive Mammography Covered in Full
Shared with In-Network Deductible, 
then 50% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Diagnostic Mammography Covered in Full
Shared with In-Network Deductible, 
then 50% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Supplemental Breast Exam Covered in Full Covered as any other service
PREVENTIVE CARE OPTIONS AND HEALTH EDUCATION
Preventive Office Visit Unlimited Covered in Full Not Covered
Immunizations Unlimited Covered in Full Not Covered
Seasonal Immunization provided at a
mass immunizer location Unlimited Covered in Full Covered in Full

Health Education (HE) Unlimited Covered in Full Not Covered
Nicotine Dependency Programs (ND) Unlimited Covered in Full Not Covered
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Diabetes Health Education (DE) Unlimited Covered in Full Not Covered

Preventive Colon Health Unlimited; no internal frequency limit Covered in Full
Shared with In-Network Deductible, 
then 50% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Nutritional Therapy (Diabetes) Unlimited Covered in Full
Shared with In-Network Deductible, 
then 50% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Nutritional Therapy (Non-Diabetes) Unlimited Covered in Full
Shared with In-Network Deductible, 
then 50% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

CHRONIC CONDITION MANAGEMENT PROGRAMS
Diabetes Prevention Program Included
Diabetes Management Included
Hypertension Management Included
Weight Management Excluded
PROFESSIONAL CARE

Professional Office Visit $20 Copay, applies to the $5,500 PCY 
Out of Pocket Maximum

Shared with In-Network Deductible, 
then 50% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Telemedicine with Traditional 
Providers - General Medical

$20 Copay, applies to the $5,500 PCY 
Out of Pocket Maximum

Shared with In-Network Deductible, 
then 50% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Naturopathy Services $20 Copay, applies to the $5,500 PCY 
Out of Pocket Maximum

Shared with In-Network Deductible, 
then 50% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

VIRTUAL CARE SERVICES
Telemedicine - General Medical 
(Virtual Care Only)

$20 Copay, applies to the $5,500 PCY 
Out of Pocket Maximum Not Covered

Telemedicine - Mental Health (Virtual 
Care Only)

Subject to Mental Health Outpatient 
Professional Care In-Network Cost 

Share
Not Covered

Telemedicine - Mental Health for 
Children  (Virtual Care Only) Not Covered Not Covered
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Telemedicine - Chemical Dependency
(Virtual Care Only)

Subject to Chemical Dependency 
Outpatient Office Visit Not Covered

Telemedicine - Outpatient Rehab 
(Virtual Care Only) Shared with Rehab Outpatient Care Subject to Rehab Outpatient Care In-

Network Cost Share Not Covered

ALTERNATIVE CARE

Acupuncture 12 visits PCY $20 Copay, applies to the $5,500 PCY 
Out of Pocket Maximum

Shared with In-Network Deductible, 
then 50% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Manipulations (Spinal and Other) 12 visits PCY $20 Copay, applies to the $5,500 PCY 
Out of Pocket Maximum

Shared with In-Network Deductible, 
then 50% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Therapeutic Massage Therapy Not Covered Not Covered Not Covered
CHEMICAL DEPENDENCY & MENTAL HEALTH

Chemical Dependency Inpatient 
Facility Care Unlimited

$2,750 PCY Deductible, then 30% 
Coinsurance, applies to $5,500 PCY 

Out of Pocket Maximum

Shared with In-Network Deductible, 
then 50% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Chemical Dependency Outpatient 
Facility Care Unlimited

$2,750 PCY Deductible, then 30% 
Coinsurance, applies to $5,500 PCY 

Out of Pocket Maximum

Shared with In-Network Deductible, 
then 50% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Chemical Dependency Outpatient 
Professional Care Unlimited $20 Copay, applies to the $5,500 PCY 

Out of Pocket Maximum

Shared with In-Network Deductible, 
then 50% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Mental Health Inpatient Facility Care Unlimited
$2,750 PCY Deductible, then 30% 

Coinsurance, applies to $5,500 PCY 
Out of Pocket Maximum

Shared with In-Network Deductible, 
then 50% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Mental Health Outpatient Facility 
Care Unlimited

$2,750 PCY Deductible, then 30% 
Coinsurance, applies to $5,500 PCY 

Out of Pocket Maximum

Shared with In-Network Deductible, 
then 50% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Mental Health Outpatient 
Professional Care Unlimited $20 Copay, applies to the $5,500 PCY 

Out of Pocket Maximum

Shared with In-Network Deductible, 
then 50% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Mental Health Residential Care
$2,750 PCY Deductible, then 30% 

Coinsurance, applies to $5,500 PCY 
Out of Pocket Maximum

Shared with In-Network Deductible, 
then 50% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

REHABILITATION & NEURO
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Product Name: Your Choice NGF - 
Large Group - 1/2024 Specification and Benefit Limits Heritage Prime In-Network Out-of-Network

Plan Name: CORE PLAN - HERITAGE PRIME $2750 30%/50% $5500 $20; ER $250*
Psychological & Neuropsychological 
Testing & Evaluation (Shared with 
Rehab, Neuro Dev & Mental Health)

Unlimited
$2,750 PCY Deductible, then 30% 

Coinsurance, applies to $5,500 PCY 
Out of Pocket Maximum

Shared with In-Network Deductible, 
then 50% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Rehab Inpatient Facility 30 days PCY
$2,750 PCY Deductible, then 30% 

Coinsurance, applies to $5,500 PCY 
Out of Pocket Maximum

Shared with In-Network Deductible, 
then 50% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Rehab Outpatient Care, Including 
Physical, Occupational, Speech and 
Massage Therapy, and Chronic Pain

45 visits PCY $20 Copay, applies to the $5,500 PCY 
Out of Pocket Maximum

Shared with In-Network Deductible, 
then 50% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Rehab Outpatient Care Chronic 
Conditions, Including Cardiac, 
Pulmonary Rehab, and Cancer

$20 Copay, applies to the $5,500 PCY 
Out of Pocket Maximum

Shared with In-Network Deductible, 
then 50% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

OTHER SERVICES

Allergy/Therapeutic Injections
$2,750 PCY Deductible, then 30% 

Coinsurance, applies to $5,500 PCY 
Out of Pocket Maximum

Shared with In-Network Deductible, 
then 50% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Medical Supplies (MS), Equipment 
(ME), Prosthetics (Pro) Unlimited

$2,750 PCY Deductible, then 30% 
Coinsurance, applies to $5,500 PCY 

Out of Pocket Maximum

Shared with In-Network Deductible, 
then 50% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Foot Orthotics, Orthopedic Shoes and
Accessories

$300 PCY; Includes orthotics and 
orthopedic shoes

$2,750 PCY Deductible, then 30% 
Coinsurance, applies to $5,500 PCY 

Out of Pocket Maximum

Shared with In-Network Deductible, 
then 50% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Transplants Unlimited Covered as any other service Not Covered
Orthognathic/Maxillofacial Care Not Covered Not Covered Not Covered

TMJ (Temporomandibular Joint 
Disorders)

Unlimited (Medical and Dental services - 
Medical and Dental cost shares based on

type of service)
Covered as any other service Covered as any other service

End Stage Renal Disease (ESRD) 
During Medicare's Waiting Period

$2,750 PCY Deductible, then 30% 
Coinsurance, applies to $5,500 PCY 

Out of Pocket Maximum

Shared with In-Network Deductible, 
then 50% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

End Stage Renal Disease (ESRD) 
After Medicare's Waiting Period Without Premium Reimbursement Covered in Full Covered in Full

Bariatric Surgery Not Covered Not Covered Not Covered
SUPPLEMENTAL BENEFITS
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Product Name: Your Choice NGF - 
Large Group - 1/2024 Specification and Benefit Limits Heritage Prime In-Network Out-of-Network

Plan Name: CORE PLAN - HERITAGE PRIME $2750 30%/50% $5500 $20; ER $250*
Routine Vision Exam Not Covered Not Covered Not Covered
Vision Hardware Not Covered Not Covered Not Covered
Pediatric Vision Exam Not Covered Not Covered Not Covered
Pediatric Vision Hardware Not Covered Not Covered Not Covered

Routine Hearing Exam 1 PCY $20 Copay
Shared with In-Network Deductible, 
then 50% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Hearing Hardware Not Covered Not Covered Not Covered
ADMINISTRATIVE OPTIONS
BlueCard/National Coverage 
Program

(Default) In-network and Out of network 
PPO network

Extended Payment Integrity Services Included
Fiduciary Services Excluded

*This plan is self-funded by Aegis Senior Communities, LLC, which means that this group is financially responsible for the payment of plan benefits. The group has contracted with Premera Blue Cross, an independent Licensee of the Blue
Cross Blue Shield Association, to perform administrative duties, including the processing of claims, under the plan.  Premera Blue Cross does not insure the benefits of this plan.
 
Prior Authorization is required for many services to be covered.  For more information please refer to your benefit booklet. 

PCY = Per Calendar Year. Balance billing may apply if a provider is not contracted with Premera Blue Cross. Members are responsible for amounts in excess of the allowable charge.

This is not a complete explanation of covered services, exclusions, limitations, reductions, or the terms of the plan. This benefit summary is not a contract and may change. Please see your benefit booklet or call Customer Service for full 
coverage information including a description of waiting periods, limitations, and exclusions. 
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Benefit Summary Report
Group Number: 1007261

Aegis Senior Communities, LLC Effective Date: 04/01/2024

Product Name: Your Choice NGF - 
Large Group - 1/2024 Specification and Benefit Limits Heritage Prime In-Network Out-of-Network

Plan Name: BUY UP PLAN -  HERITAGE PRIME - $1250 20%/40% $4500 $20; ER $250*
MEDICAL COST SHARE OPTIONS

Individual Deductible PCY Family embedded deductible 3X 
Individual $1,250 Shared with In-Network

Fourth Quarter Deductible Carryover Excluded
Coinsurance (Member's percentage 
of costs after deductible based on 
allowable charges)

20% 40%

Individual Out of Pocket Maximum 
PCY, includes deductible, 
coinsurance, copay and pharmacy if 
applicable

Family embedded OOP max 2X Individual $4,500 Unlimited

Office Visit Cost Share $20 Copay, applies to the $4,500 Out 
of Pocket Maximum

Shared with In-Network Deductible, 
then 40% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Kinwell Connect Cost Share Waiver Included
All services rendered and billed by any 
Kinwell clinic are covered in full (waive

deductible, 0%)
Not Applicable

Annual Plan Maximum Unlimited Unlimited
Health coverage meets the minimum
value standard for benefits provided Self Funded - No calculation

FACILITY CARE

Inpatient Facility
$1,250 Deductible, then 20% 

Coinsurance, applies to $4,500 Out of 
Pocket Maximum

Shared with In-Network Deductible, 
then 40% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Inpatient Professional Services
$1,250 Deductible, then 20% 

Coinsurance, applies to $4,500 Out of 
Pocket Maximum

Shared with In-Network Deductible, 
then 40% Coinsurance, applies to 
Unlimited Out of Pocket Maximum
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Product Name: Your Choice NGF - 
Large Group - 1/2024 Specification and Benefit Limits Heritage Prime In-Network Out-of-Network

Plan Name: BUY UP PLAN -  HERITAGE PRIME - $1250 20%/40% $4500 $20; ER $250*

Outpatient Surgery Facility
$1,250 Deductible, then 20% 

Coinsurance, applies to $4,500 Out of 
Pocket Maximum

Shared with In-Network Deductible, 
then 40% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Outpatient Facility
$1,250 Deductible, then 20% 

Coinsurance, applies to $4,500 Out of 
Pocket Maximum

Shared with In-Network Deductible, 
then 40% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Skilled Nursing Facility
60 days PCY; includes room and board, 

and facility billed professional and 
ancillary fees

$1,250 Deductible, then 20% 
Coinsurance, applies to $4,500 Out of 

Pocket Maximum

Shared with In-Network Deductible, 
then 40% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

HOSPICE & HOME HEALTH CARE

Hospice Inpatient Facility 10 days Inpatient; within the 6 month 
lifetime maximum

$1,250 Deductible, then 20% 
Coinsurance, applies to $4,500 Out of 

Pocket Maximum

Shared with In-Network Deductible, 
then 40% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Hospice Care
Hospice Home Visits: Unlimited; Respite: 

240 hours; within the 6 month lifetime 
maximum

$1,250 Deductible, then 20% 
Coinsurance, applies to $4,500 Out of 

Pocket Maximum

Shared with In-Network Deductible, 
then 40% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Home Health Care 130 visits PCY
$1,250 Deductible, then 20% 

Coinsurance, applies to $4,500 Out of 
Pocket Maximum

Shared with In-Network Deductible, 
then 40% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

MATERNITY & REPRODUCTIVE CARE

Inpatient Facility - Maternity Coverage for subscriber, spouse, 
dependent

$1,250 Deductible, then 20% 
Coinsurance, applies to $4,500 Out of 

Pocket Maximum

Shared with In-Network Deductible, 
then 40% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Maternity Prenatal, Delivery and 
Postnatal Care

Coverage for subscriber, spouse, 
dependent

$1,250 Deductible, then 20% 
Coinsurance, applies to $4,500 Out of 

Pocket Maximum

Shared with In-Network Deductible, 
then 40% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Obstetrical Care for Dependent 
Daughters Yes

Contraceptive Management Unlimited Covered in Full
Shared with In-Network Deductible, 
then 40% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Sterilization - Female Unlimited Covered in Full
Shared with In-Network Deductible, 
then 40% Coinsurance, applies to 
Unlimited Out of Pocket Maximum
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Product Name: Your Choice NGF - 
Large Group - 1/2024 Specification and Benefit Limits Heritage Prime In-Network Out-of-Network

Plan Name: BUY UP PLAN -  HERITAGE PRIME - $1250 20%/40% $4500 $20; ER $250*

Sterilization - Male Unlimited
$1,250 Deductible, then 20% 

Coinsurance, applies to $4,500 Out of 
Pocket Maximum

Shared with In-Network Deductible, 
then 40% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Infertility/Assisted Reproductive 
Services Not Covered Not Covered Not Covered

Elective Termination of Pregnancy
$1,250 Deductible, then 20% 

Coinsurance, applies to $4,500 Out of 
Pocket Maximum

Shared with In-Network Deductible, 
then 40% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Therapeutic Termination of 
Pregnancy

$1,250 Deductible, then 20% 
Coinsurance, applies to $4,500 Out of 

Pocket Maximum

Shared with In-Network Deductible, 
then 40% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

PREMERA DESIGNATED CENTERS OF EXCELLENCE
Centers of Excellence for Knee & Hip 
Total Joint Replacement (Including 
Partial & Revisions)

Included Covered as any other service Covered as any other service

Centers of Excellence for Maternity Included Covered as any other service Covered as any other service
MEDICAL TRANSPORTATION BENEFITS
Centers of Excellence Travel and 
Care Coordination Not Covered Not Covered Not Covered

Cellular Immunotherapy and Gene 
Therapy Travel Not Covered Not Covered Not Covered

Transplant Travel & Lodging $7,500 per transplant
$1,250 Deductible, 0% Coinsurance, 

applies to $4,500 Out of Pocket 
Maximum

$1,250 Deductible, 0% Coinsurance, 
applies to $4,500 Out of Pocket 

Maximum
Medical Transportation - State 
Restricted Care Not Covered Not Covered Not Covered

EMERGENCY CARE AND TRANSPORTATION

Emergency Care (Waive copay if 
admitted to inpatient facility)

$250 Copay then $1,250 Deductible 
and 20% Coinsurance; all cost shares 

apply to the $4,500 Out of Pocket 
Maximum

$250 Copay then $1,250 Deductible 
and 20% Coinsurance; all cost shares 

apply to the $4,500 Out of Pocket 
Maximum

Emergency Room Physician
$1,250 Deductible, then 20% 

Coinsurance, applies to $4,500 Out of 
Pocket Maximum

$1,250 Deductible, then 20% 
Coinsurance, applies to $4,500 Out of 

Pocket Maximum
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Plan Name: BUY UP PLAN -  HERITAGE PRIME - $1250 20%/40% $4500 $20; ER $250*
Urgent Care Center $30 Copay Ded/Coins

Ambulance Transportation Unlimited
$1,250 Deductible, then 20% 

Coinsurance, applies to $4,500 Out of 
Pocket Maximum

$1,250 Deductible, then 20% 
Coinsurance, applies to $4,500 Out of 

Pocket Maximum

Air Ambulance Unlimited
$1,250 Deductible, then 20% 

Coinsurance, applies to $4,500 Out of 
Pocket Maximum

$1,250 Deductible, then 20% 
Coinsurance, applies to $4,500 Out of 

Pocket Maximum
DIAGNOSTIC SERVICES
Preventive Professional Diagnostic 
Imaging and Laboratory Services - 
Including PAP/PSA

Covered in Full
Shared with In-Network Deductible, 
then 40% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Professional Diagnostic Major 
Imaging

$1,250 Deductible, then 20% 
Coinsurance, applies to $4,500 Out of 

Pocket Maximum

Shared with In-Network Deductible, 
then 40% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Other Professional Diagnostic 
Imaging

$1,250 Deductible, then 20% 
Coinsurance, applies to $4,500 Out of 

Pocket Maximum

Shared with In-Network Deductible, 
then 40% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Other Professional Diagnostic 
Laboratory/Pathology

$1,250 Deductible, then 20% 
Coinsurance, applies to $4,500 Out of 

Pocket Maximum

Shared with In-Network Deductible, 
then 40% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Preventive Mammography Covered in Full
Shared with In-Network Deductible, 
then 40% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Diagnostic Mammography Covered in Full
Shared with In-Network Deductible, 
then 40% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Supplemental Breast Exam Covered in Full Covered as any other service
PREVENTIVE CARE OPTIONS AND HEALTH EDUCATION
Preventive Office Visit Unlimited Covered in Full Not Covered
Immunizations Unlimited Covered in Full Not Covered
Seasonal Immunization provided at a
mass immunizer location Unlimited Covered in Full Covered in Full

Health Education (HE) Unlimited Covered in Full Not Covered
Nicotine Dependency Programs (ND) Unlimited Covered in Full Not Covered
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Plan Name: BUY UP PLAN -  HERITAGE PRIME - $1250 20%/40% $4500 $20; ER $250*
Diabetes Health Education (DE) Unlimited Covered in Full Not Covered

Preventive Colon Health Unlimited; no internal frequency limit Covered in Full
Shared with In-Network Deductible, 
then 40% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Nutritional Therapy (Diabetes) Unlimited Covered in Full
Shared with In-Network Deductible, 
then 40% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Nutritional Therapy (Non-Diabetes) Unlimited Covered in Full
Shared with In-Network Deductible, 
then 40% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

CHRONIC CONDITION MANAGEMENT PROGRAMS
Diabetes Prevention Program Included
Diabetes Management Included
Hypertension Management Included
Weight Management Excluded
PROFESSIONAL CARE

Professional Office Visit $20 Copay, applies to the $4,500 Out 
of Pocket Maximum

Shared with In-Network Deductible, 
then 40% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Telemedicine with Traditional 
Providers - General Medical

$20 Copay, applies to the $4,500 Out 
of Pocket Maximum

Shared with In-Network Deductible, 
then 40% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Naturopathy Services $20 Copay, applies to the $4,500 Out 
of Pocket Maximum

Shared with In-Network Deductible, 
then 40% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

VIRTUAL CARE SERVICES
Telemedicine - General Medical 
(Virtual Care Only)

$20 Copay, applies to the $4,500 Out 
of Pocket Maximum Not Covered

Telemedicine - Mental Health (Virtual 
Care Only)

Subject to Mental Health Outpatient 
Professional Care In-Network Cost 

Share
Not Covered

Telemedicine - Mental Health for 
Children  (Virtual Care Only) Not Covered Not Covered
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Plan Name: BUY UP PLAN -  HERITAGE PRIME - $1250 20%/40% $4500 $20; ER $250*
Telemedicine - Chemical Dependency
(Virtual Care Only)

Subject to Chemical Dependency 
Outpatient Office Visit Not Covered

Telemedicine - Outpatient Rehab 
(Virtual Care Only) Shared with Rehab Outpatient Care Subject to Rehab Outpatient Care In-

Network Cost Share Not Covered

ALTERNATIVE CARE

Acupuncture 12 visits PCY $20 Copay, applies to the $4,500 Out 
of Pocket Maximum

Shared with In-Network Deductible, 
then 40% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Manipulations (Spinal and Other) 12 visits PCY $20 Copay, applies to the $4,500 Out 
of Pocket Maximum

Shared with In-Network Deductible, 
then 40% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Therapeutic Massage Therapy Not Covered Not Covered Not Covered
CHEMICAL DEPENDENCY & MENTAL HEALTH

Chemical Dependency Inpatient 
Facility Care Unlimited

$1,250 Deductible, then 20% 
Coinsurance, applies to $4,500 Out of 

Pocket Maximum

Shared with In-Network Deductible, 
then 40% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Chemical Dependency Outpatient 
Facility Care Unlimited

$1,250 Deductible, then 20% 
Coinsurance, applies to $4,500 Out of 

Pocket Maximum

Shared with In-Network Deductible, 
then 40% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Chemical Dependency Outpatient 
Professional Care Unlimited $20 Copay, applies to the $4,500 Out 

of Pocket Maximum

Shared with In-Network Deductible, 
then 40% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Mental Health Inpatient Facility Care Unlimited
$1,250 Deductible, then 20% 

Coinsurance, applies to $4,500 Out of 
Pocket Maximum

Shared with In-Network Deductible, 
then 40% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Mental Health Outpatient Facility 
Care Unlimited

$1,250 Deductible, then 20% 
Coinsurance, applies to $4,500 Out of 

Pocket Maximum

Shared with In-Network Deductible, 
then 40% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Mental Health Outpatient 
Professional Care Unlimited $20 Copay, applies to the $4,500 Out 

of Pocket Maximum

Shared with In-Network Deductible, 
then 40% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Mental Health Residential Care
$1,250 Deductible, then 20% 

Coinsurance, applies to $4,500 Out of 
Pocket Maximum

Shared with In-Network Deductible, 
then 40% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

REHABILITATION & NEURO
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Plan Name: BUY UP PLAN -  HERITAGE PRIME - $1250 20%/40% $4500 $20; ER $250*
Psychological & Neuropsychological 
Testing & Evaluation (Shared with 
Rehab, Neuro Dev & Mental Health)

Unlimited
$1,250 Deductible, then 20% 

Coinsurance, applies to $4,500 Out of 
Pocket Maximum

Shared with In-Network Deductible, 
then 40% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Rehab Inpatient Facility 30 days PCY
$1,250 Deductible, then 20% 

Coinsurance, applies to $4,500 Out of 
Pocket Maximum

Shared with In-Network Deductible, 
then 40% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Rehab Outpatient Care, Including 
Physical, Occupational, Speech and 
Massage Therapy, and Chronic Pain

45 visits PCY $20 Copay, applies to the $4,500 Out 
of Pocket Maximum

Shared with In-Network Deductible, 
then 40% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Rehab Outpatient Care Chronic 
Conditions, Including Cardiac, 
Pulmonary Rehab, and Cancer

$20 Copay, applies to the $4,500 Out 
of Pocket Maximum

Shared with In-Network Deductible, 
then 40% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

OTHER SERVICES

Allergy/Therapeutic Injections
$1,250 Deductible, then 20% 

Coinsurance, applies to $4,500 Out of 
Pocket Maximum

Shared with In-Network Deductible, 
then 40% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Medical Supplies (MS), Equipment 
(ME), Prosthetics (Pro) Unlimited

$1,250 Deductible, then 20% 
Coinsurance, applies to $4,500 Out of 

Pocket Maximum

Shared with In-Network Deductible, 
then 40% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Foot Orthotics, Orthopedic Shoes and
Accessories

$300 PCY; Includes orthotics and 
orthopedic shoes

$1,250 Deductible, then 20% 
Coinsurance, applies to $4,500 Out of 

Pocket Maximum

Shared with In-Network Deductible, 
then 40% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Transplants Unlimited Covered as any other service Not Covered
Orthognathic/Maxillofacial Care Not Covered Not Covered Not Covered

TMJ (Temporomandibular Joint 
Disorders)

Unlimited (Medical and Dental services - 
Medical and Dental cost shares based on

type of service)
Covered as any other service Covered as any other service

End Stage Renal Disease (ESRD) 
During Medicare's Waiting Period

$1,250 Deductible, then 20% 
Coinsurance, applies to $4,500 Out of 

Pocket Maximum

Shared with In-Network Deductible, 
then 40% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

End Stage Renal Disease (ESRD) 
After Medicare's Waiting Period Without Premium Reimbursement Covered in Full Covered in Full

Bariatric Surgery Not Covered Not Covered Not Covered
SUPPLEMENTAL BENEFITS
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Plan Name: BUY UP PLAN -  HERITAGE PRIME - $1250 20%/40% $4500 $20; ER $250*
Routine Vision Exam Not Covered Not Covered Not Covered
Vision Hardware Not Covered Not Covered Not Covered
Pediatric Vision Exam Not Covered Not Covered Not Covered
Pediatric Vision Hardware Not Covered Not Covered Not Covered

Routine Hearing Exam 1 PCY $20 Copay
Shared with In-Network Deductible, 
then 40% Coinsurance, applies to 
Unlimited Out of Pocket Maximum

Hearing Hardware Not Covered Not Covered Not Covered
ADMINISTRATIVE OPTIONS
BlueCard/National Coverage 
Program

(Default) In-network and Out of network 
PPO network

Extended Payment Integrity Services Included
Fiduciary Services Excluded

*This plan is self-funded by Aegis Senior Communities, LLC, which means that this group is financially responsible for the payment of plan benefits. The group has contracted with Premera Blue Cross, an independent Licensee of the Blue
Cross Blue Shield Association, to perform administrative duties, including the processing of claims, under the plan.  Premera Blue Cross does not insure the benefits of this plan.
 
Prior Authorization is required for many services to be covered.  For more information please refer to your benefit booklet. 

PCY = Per Calendar Year. Balance billing may apply if a provider is not contracted with Premera Blue Cross. Members are responsible for amounts in excess of the allowable charge.

This is not a complete explanation of covered services, exclusions, limitations, reductions, or the terms of the plan. This benefit summary is not a contract and may change. Please see your benefit booklet or call Customer Service for full 
coverage information including a description of waiting periods, limitations, and exclusions. 
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Benefit Summary Report
Group Number: 1007261

Aegis Senior Communities, LLC Effective Date: 04/01/2024

Product Name: Essentials Pharmacy 
WA NGF - Large Group - 1/2024 Specification and Benefit Limits In-Network Out-Of-Network

Plan Name: RX ESSENTIALS - CORE - RETAIL $15/$30/$50/30% MAIL $37.50/$75/$50/30%*
Prescription Drug General Information

Drug List

E4 Essentials Formulary 
Tier 1 = preferred generic
Tier 2 = preferred brand

Tier 3 = preferred specialty
Tier 4 = non-preferred all drugs

E4 Essentials Formulary E4 Essentials Formulary

Formulary Exclusion List - Drugs with
Over the Counter Alternative Excluded

Formulary Exclusion List - High-Cost 
Low Value Drugs Excluded

Generics required when available
Member pays the difference when they 

request a brand name drug (regardless of
medical necessity)

Annual Benefit Maximum Unlimited
Pharmacy Deductibles and Out of Pocket Maximums
Individual Deductible PCY $0
Family Deductible PCY No Family Deductible

Out of Pocket Max Applies to the medical out of pocket 
maximum

Applies to the medical out of pocket 
maximum Not Applicable

Preventive Pharmacy
ACA Preventive Drug List Covered in Full Cost Share, then 40% (to allowable)
Enhanced Preventive Drug List PV Lite (Buy-Up) Covered in Full Cost Share, then 40% (to allowable)
Retail Cost Share

Retail Cost Shares Retail: 30 Days; Mail: 90 Days; Specialty: 
30 Days $15/$30/$50/30% Cost Share, then 40% (to allowable)

Oral Chemotherapy Retail Covered in Full Covered in Full
Mail Order Cost Share
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Plan Name: RX ESSENTIALS - CORE - RETAIL $15/$30/$50/30% MAIL $37.50/$75/$50/30%*

Mail Cost Shares Retail: 30 Days; Mail: 90 Days; Specialty: 
30 Days $37.50/$75/$50/30% Not Covered

Oral Chemotherapy Mail Covered in Full Covered in Full
Mandatory Home Delivery for 
Maintenance Drugs Excluded

Pharmacy Other
Specialty Pharmacy Mandatory - Exclusive
SaveOn Specialty Pharmacy Included
Out of Pocket Protection Program Excluded
Specialty Split Fill Included
Right Price Included
Infertility Drugs Not Covered Not Covered Not Covered
Weight Loss Drugs Not Covered Not Covered Not Covered

*This plan is self-funded by Aegis Senior Communities, LLC, which means that this group is financially responsible for the payment of plan benefits. The group has contracted with Premera Blue Cross, an independent Licensee of the Blue
Cross Blue Shield Association, to perform administrative duties, including the processing of claims, under the plan.  Premera Blue Cross does not insure the benefits of this plan.
 
Prior Authorization is required for many services to be covered.  For more information please refer to your benefit booklet. 

PCY = Per Calendar Year. Balance billing may apply if a provider is not contracted with Premera Blue Cross. Members are responsible for amounts in excess of the allowable charge.

This is not a complete explanation of covered services, exclusions, limitations, reductions, or the terms of the plan. This benefit summary is not a contract and may change. Please see your benefit booklet or call Customer Service for full 
coverage information including a description of waiting periods, limitations, and exclusions. 
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Benefit Summary Report
Group Number: 1007261

Aegis Senior Communities, LLC Effective Date: 04/01/2024

Product Name: Essentials Pharmacy 
WA NGF - Large Group - 1/2024 Specification and Benefit Limits In-Network Out-Of-Network

Plan Name: RX ESSENTIALS - BUY UP - RETAIL $15/$30/$50/30% MAIL $37.50/$75/$50/30%*
Prescription Drug General Information

Drug List

E4 Essentials Formulary 
Tier 1 = preferred generic
Tier 2 = preferred brand

Tier 3 = preferred specialty
Tier 4 = non-preferred all drugs

E4 Essentials Formulary E4 Essentials Formulary

Formulary Exclusion List - Drugs with
Over the Counter Alternative Excluded

Formulary Exclusion List - High-Cost 
Low Value Drugs Excluded

Generics required when available
Member pays the difference when they 

request a brand name drug (regardless of
medical necessity)

Annual Benefit Maximum Unlimited
Pharmacy Deductibles and Out of Pocket Maximums
Individual Deductible PCY $0
Family Deductible PCY No Family Deductible

Out of Pocket Max Applies to the medical out of pocket 
maximum

Applies to the medical out of pocket 
maximum Not Applicable

Preventive Pharmacy
ACA Preventive Drug List Covered in Full Cost Share, then 40% (to allowable)
Enhanced Preventive Drug List PV Lite (Buy-Up) Covered in Full Cost Share, then 40% (to allowable)
Retail Cost Share

Retail Cost Shares Retail: 30 Days; Mail: 90 Days; Specialty: 
30 Days $15/$30/$50/30% Cost Share, then 40% (to allowable)

Oral Chemotherapy Retail Covered in Full Covered in Full
Mail Order Cost Share
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Product Name: Essentials Pharmacy 
WA NGF - Large Group - 1/2024 Specification and Benefit Limits In-Network Out-Of-Network

Plan Name: RX ESSENTIALS - BUY UP - RETAIL $15/$30/$50/30% MAIL $37.50/$75/$50/30%*

Mail Cost Shares Retail: 30 Days; Mail: 90 Days; Specialty: 
30 Days $37.50/$75/$50/30% Not Covered

Oral Chemotherapy Mail Covered in Full Covered in Full
Mandatory Home Delivery for 
Maintenance Drugs Excluded

Pharmacy Other
Specialty Pharmacy Mandatory - Exclusive
SaveOn Specialty Pharmacy Included
Out of Pocket Protection Program Excluded
Specialty Split Fill Included
Right Price Included
Infertility Drugs Not Covered Not Covered Not Covered
Weight Loss Drugs Not Covered Not Covered Not Covered

*This plan is self-funded by Aegis Senior Communities, LLC, which means that this group is financially responsible for the payment of plan benefits. The group has contracted with Premera Blue Cross, an independent Licensee of the Blue
Cross Blue Shield Association, to perform administrative duties, including the processing of claims, under the plan.  Premera Blue Cross does not insure the benefits of this plan.
 
Prior Authorization is required for many services to be covered.  For more information please refer to your benefit booklet. 

PCY = Per Calendar Year. Balance billing may apply if a provider is not contracted with Premera Blue Cross. Members are responsible for amounts in excess of the allowable charge.

This is not a complete explanation of covered services, exclusions, limitations, reductions, or the terms of the plan. This benefit summary is not a contract and may change. Please see your benefit booklet or call Customer Service for full 
coverage information including a description of waiting periods, limitations, and exclusions. 
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Benefit Summary Report
Group Number: 1007261

Aegis Senior Communities, LLC Effective Date: 04/01/2024

Product Name: Essentials Pharmacy 
WA NGF - Large Group - 1/2024 Specification and Benefit Limits In-Network Out-Of-Network

Plan Name: RX ESSENTIALS - CORE PRIME RETAIL $15/$30/$50/30% MAIL $37.50/$75/$50/30%*
Prescription Drug General Information

Drug List

E4 Essentials Formulary 
Tier 1 = preferred generic
Tier 2 = preferred brand

Tier 3 = preferred specialty
Tier 4 = non-preferred all drugs

E4 Essentials Formulary E4 Essentials Formulary

Formulary Exclusion List - Drugs with
Over the Counter Alternative Excluded

Formulary Exclusion List - High-Cost 
Low Value Drugs Excluded

Generics required when available
Member pays the difference when they 

request a brand name drug (regardless of
medical necessity)

Annual Benefit Maximum Unlimited
Pharmacy Deductibles and Out of Pocket Maximums
Individual Deductible PCY $0
Family Deductible PCY No Family Deductible

Out of Pocket Max Applies to the medical out of pocket 
maximum

Applies to the medical out of pocket 
maximum Not Applicable

Preventive Pharmacy
ACA Preventive Drug List Covered in Full Cost Share, then 40% (to allowable)
Enhanced Preventive Drug List PV Lite (Buy-Up) Covered in Full Cost Share, then 40% (to allowable)
Retail Cost Share

Retail Cost Shares Retail: 30 Days; Mail: 90 Days; Specialty: 
30 Days $15/$30/$50/30% Cost Share, then 40% (to allowable)

Oral Chemotherapy Retail Covered in Full Covered in Full
Mail Order Cost Share
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Product Name: Essentials Pharmacy 
WA NGF - Large Group - 1/2024 Specification and Benefit Limits In-Network Out-Of-Network

Plan Name: RX ESSENTIALS - CORE PRIME RETAIL $15/$30/$50/30% MAIL $37.50/$75/$50/30%*

Mail Cost Shares Retail: 30 Days; Mail: 90 Days; Specialty: 
30 Days $37.50/$75/$50/30% Not Covered

Oral Chemotherapy Mail Covered in Full Covered in Full
Mandatory Home Delivery for 
Maintenance Drugs Excluded

Pharmacy Other
Specialty Pharmacy Mandatory - Exclusive
SaveOn Specialty Pharmacy Included
Out of Pocket Protection Program Excluded
Specialty Split Fill Included
Right Price Included
Infertility Drugs Not Covered Not Covered Not Covered
Weight Loss Drugs Not Covered Not Covered Not Covered

*This plan is self-funded by Aegis Senior Communities, LLC, which means that this group is financially responsible for the payment of plan benefits. The group has contracted with Premera Blue Cross, an independent Licensee of the Blue
Cross Blue Shield Association, to perform administrative duties, including the processing of claims, under the plan.  Premera Blue Cross does not insure the benefits of this plan.
 
Prior Authorization is required for many services to be covered.  For more information please refer to your benefit booklet. 

PCY = Per Calendar Year. Balance billing may apply if a provider is not contracted with Premera Blue Cross. Members are responsible for amounts in excess of the allowable charge.

This is not a complete explanation of covered services, exclusions, limitations, reductions, or the terms of the plan. This benefit summary is not a contract and may change. Please see your benefit booklet or call Customer Service for full 
coverage information including a description of waiting periods, limitations, and exclusions. 
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Benefit Summary Report
Group Number: 1007261

Aegis Senior Communities, LLC Effective Date: 04/01/2024

Product Name: Essentials Pharmacy 
WA NGF - Large Group - 1/2024 Specification and Benefit Limits In-Network Out-Of-Network

Plan Name: RX ESSENTIALS - BUY UP PRIME RETAIL $15/$30/$50/30% MAIL $37.50/$75/$50/30%*
Prescription Drug General Information

Drug List

E4 Essentials Formulary 
Tier 1 = preferred generic
Tier 2 = preferred brand

Tier 3 = preferred specialty
Tier 4 = non-preferred all drugs

E4 Essentials Formulary E4 Essentials Formulary

Formulary Exclusion List - Drugs with
Over the Counter Alternative Excluded

Formulary Exclusion List - High-Cost 
Low Value Drugs Excluded

Generics required when available
Member pays the difference when they 

request a brand name drug (regardless of
medical necessity)

Annual Benefit Maximum Unlimited
Pharmacy Deductibles and Out of Pocket Maximums
Individual Deductible PCY $0
Family Deductible PCY No Family Deductible

Out of Pocket Max Applies to the medical out of pocket 
maximum

Applies to the medical out of pocket 
maximum Not Applicable

Preventive Pharmacy
ACA Preventive Drug List Covered in Full Cost Share, then 40% (to allowable)
Enhanced Preventive Drug List PV Lite (Buy-Up) Covered in Full Cost Share, then 40% (to allowable)
Retail Cost Share

Retail Cost Shares Retail: 30 Days; Mail: 90 Days; Specialty: 
30 Days $15/$30/$50/30% Cost Share, then 40% (to allowable)

Oral Chemotherapy Retail Covered in Full Covered in Full
Mail Order Cost Share
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Product Name: Essentials Pharmacy 
WA NGF - Large Group - 1/2024 Specification and Benefit Limits In-Network Out-Of-Network

Plan Name: RX ESSENTIALS - BUY UP PRIME RETAIL $15/$30/$50/30% MAIL $37.50/$75/$50/30%*

Mail Cost Shares Retail: 30 Days; Mail: 90 Days; Specialty: 
30 Days $37.50/$75/$50/30% Not Covered

Oral Chemotherapy Mail Covered in Full Covered in Full
Mandatory Home Delivery for 
Maintenance Drugs Excluded

Pharmacy Other
Specialty Pharmacy Mandatory - Exclusive
SaveOn Specialty Pharmacy Included
Out of Pocket Protection Program Excluded
Specialty Split Fill Included
Right Price Included
Infertility Drugs Not Covered Not Covered Not Covered
Weight Loss Drugs Not Covered Not Covered Not Covered

*This plan is self-funded by Aegis Senior Communities, LLC, which means that this group is financially responsible for the payment of plan benefits. The group has contracted with Premera Blue Cross, an independent Licensee of the Blue
Cross Blue Shield Association, to perform administrative duties, including the processing of claims, under the plan.  Premera Blue Cross does not insure the benefits of this plan.
 
Prior Authorization is required for many services to be covered.  For more information please refer to your benefit booklet. 

PCY = Per Calendar Year. Balance billing may apply if a provider is not contracted with Premera Blue Cross. Members are responsible for amounts in excess of the allowable charge.

This is not a complete explanation of covered services, exclusions, limitations, reductions, or the terms of the plan. This benefit summary is not a contract and may change. Please see your benefit booklet or call Customer Service for full 
coverage information including a description of waiting periods, limitations, and exclusions. 
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