Moravian University

0178335
Monthly Plan Premium (per
member)®
Deductible

In Network Member Out-of-Pocket
Maximum (For Medicare-covered
services, not including Part D
drugs)

Combined In and Out-of-Network
Member Out-of-Pocket Maximum
(for Medicare-covered services,
not including Part D drugs)

Annual Physical Exam

Screenings & Exams
(Preventative PAP/Pelvic,
Mammograms, Colorectal,
Prostate & Bone Mass
Measurement)

Doctor Office Visit

Specialist Office Visit

Advanced Imaging (Examples: CT
Scans, MRI)

Standard Imaging (Examples: X-
ray, Mammogram)

Diagnostic Testing (Example:
Blood Work)
Outpatient Surgery

Emergency Room Services
(Worldwide Coverage)

Urgently Needed Care

Inpatient Hospital or Long-Term
Acute Care Facility Stay

2024 Benefit Summary

Freedom Blue PPO

In Network

$3,400

Covered in Full

Covered in Full

$20 Copay

$25 Copay

0% Coinsurance

0% Coinsurance

0% Coinsurance

$50 Copay

$100 Copay

! You must continue to pay your Medicare Part B premium

$255.00

$0

$3,400

$65 Copay

$40 Copay

Out Of Network

N/A

Covered in Full

Covered in Full

20% Coinsurance

20% Coinsurance

20% Coinsurance

20% Coinsurance

20% Coinsurance

20% Coinsurance

20% Coinsurance



Skilled Nursing Facility Care (100 You pay: 0% per admission for
days per Medicare benefit period) days 1-100.

Annual Routine Vision Exam $0 copay
(includes refraction)

Eyeglasses or Contact Lenses Standard eyeglass lenses and
(Covered every year) frames or contact lenses are
covered in full. $150 benefit
maximum applies to non-
standard frames and $150
benefit maximum for specialty
contact lenses.

Annual Routine Hearing Exam $25 Copay
Hearing Aids $499 copay per aid per year for
(In-network covered every year) TruHearing Advanced $799

copay per aid per year for
TruHearing Premium.

Routine Podiatry Care Non- Not covered
Medicare Covered
(10 visits per calendar year)

Routine Chiropractic Office Visits Not covered
Non-Medicare Covered
(8 visits per year)

Home Health 0% Coinsurance

Ph6.46t covered

You pay: 20% per admission for
days 1-100.

$50 copay

$150 benefit maximum

20% Coinsurance

$500 allowance for hearing aids
every 3 year.

Not covered

Not covered

20% Coinsurance



Part B Drugs 10% coinsurance, $300 20% Coinsurance
guarterly member out-of-pocket
maximum
Ambulance (Emergent Services $50 Copay
per one way trip)
Ambulance (Non-Emergent per $50 Copay 20% Coinsurance
one way trip)
Durable Medical Equipment 15% Coinsurance 20% Coinsurance
(Prosthetics/Orthotics, Diabetic
Testing Supplies)
Oxygen/Oxygen Supplies 15% Coinsurance 20% Coinsurance
Inpatient Psychiatric Hospital $100 Copay 20% Coinsurance
Care (Limited to 190 days per
lifetime)
Outpatient Mental $25 Copay 20% Coinsurance
Health/Psychiatric Services or
Chemical Dependency Substance
Abuse Treatment (per individual
or group session)
OnDuo Covered in Full

! You must continue to pay your Medicare Part B premium




Deductible
Out of Pocket Maximum

Tier Up to 31 Day Supply
Tier 1 (Preferred Generic) $10.00 Copay
Tier 2 (Generic) $10.00 Copay
Tier 3 (Preferred Brand) $25.00 Copay
Tier 4 (Non-Preferred Drugs) $55.00 Copay
Tier 5 (Specialty) $60.00 Copay
Tier Ub to 31 Dav Supblv
Tier 1 (Preferred Generic) $15.00 Copay
Tier 2 (Generic) $15.00 Copay
Tier 3 (Preferred Brand) $30.00 Copay
Tier 4 (Non-Preferred Drugs) $60.00 Copay
Tier 5 (Specialty) $60.00 Copay
Tier Up to 100 Day Supply - Tier 1 & 2
Up to 90 Day Supply- Tier 3 & 4
Tier 1 (Preferred Generic) $25.00 Copay
Tier 2 (Generic) $25.00 Copay
Tier 3 (Preferred Brand) $62.50 Copay
Tier 4 (Non-Preferred Drugs) $137.50 Copay
Tier 5 (Specialty) $60.00 Copay for a 31 day limit
supply
Tier Up to 100 Day Supply - Tier 1 & 2
Up to 90 Day Supply- Tier 3 & 4
Tier 1 (Preferred Generic) $37.50 Copay
Tier 2 (Generic) $37.50 Copay

Tier 3 (Preferred Brand) $75.00 Copay



Tier Up to 31 Day Supply
Tier 1 (Preferred Generic) $10.00 Copay
Tier 2 (Generic) $10.00 Copay
Tier 3 (Preferred Brand) 20% of the cost



EGHP 22 2366 C



