
Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services 
ICSVEBA: Comprehensive Medical Plan 

Coverage Period: 10/01/2022�– 09/30/2023 
Coverage for: Individual, Family| Plan Type: PPO 
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The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would 
share the cost for covered health care services. 
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* For more information about limitations and exceptions, see the plan or policy document at www.deltahealthsystems.com  

 
 

 
All copayment and coinsurance costs shown in this chart are after your 

http://www.deltahealthsystems.com/
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#provider
https://www.healthcare.gov/sbc-glossary/#specialist
https://www.healthcare.gov/sbc-glossary/#preventive-care
https://www.healthcare.gov/sbc-glossary/#screening
https://www.healthcare.gov/sbc-glossary/#diagnostic-test
https://www.healthcare.gov/sbc-glossary/#prescription-drug-coverage
https://www.healthcare.gov/sbc-glossary/#prescription-drug-coverage
http://www.Rxhelp@rxbenefits.com
http://www.Rxhelp@rxbenefits.com
https://www.healthcare.gov/sbc-glossary/#specialty-drug
http://www.accredo.com/
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* For more information about limitations and exceptions, see the plan or policy document at www.deltahealthsystems.com  

 
All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies. 

Common  
Medical Event 

Services You May Need 
W

http://www.deltahealthsystems.com/
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#emergency-room-care-emergency-services
https://www.healthcare.gov/sbc-glossary/#emergency-medical-transportation
https://www.healthcare.gov/sbc-glossary/#emergency-medical-transportation
https://www.healthcare.gov/sbc-glossary/#urgent-care
http://www.holmangroup.com/
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* For more information about limitations and exceptions, see the plan or policy document at www.deltahealthsystems.com  

 
All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies. 

Common  
Medical Event 

Services You May Need 
What You Will Pay Limitations, Exceptions, & Other Important 

Information In-Network Provider 
(You will pay the least) 

Non-Network Provider 
(You will pay the most)  

If you need help 
recovering or have 
other special health 
needs 

Home health care 20% coinsurance 50% coinsurance 

Pre-authorization is required. 

Limited to 20 hours per week. 

Nutritional counseling: Maximum of $50 per 
calendar year. 

Rehabilitation services $10 copay / visit 
Deductible does not apply 50% coinsurance --------------------none------------------ 



http://www.deltahealthsystems.com/
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#deductible
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* For more information about limitations and exceptions, see the plan or policy document at www.deltahealthsystems.com  

Excluded Services & Other Covered Services: 
Services Your Plan Generally 

http://www.deltahealthsystems.com/
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The plan would be responsible for the other costs of these EXAMPLE covered services. 

Peg is Having a Baby 
(9 months of in-network pre-natal care and a 

hospital delivery) 
 

Mia’s Simple Fracture 
(in-network emergency room visit and follow 

up care) 
 

Managing Joe’s type 2 Diabetes 
(a year of routine in-network care of a well-

controlled condition)  

 
 
 

 

 
 
 

 
 
 
 
 
 
 
 
�„  The plan’s overall deductible  $650 
�„  Specialist copay $20 
�„  Hospital (facility) coinsurance 20% 
�„  Other coinsurance 20% 
 
This EXAMPLE event includes services like:  
Specialist office visits (prenatal care) 
Childbirth/Delivery Professional Services 
Childbirth/Delivery Facility Services 
Diagnostic tests (ultrasounds and blood work) 
Specialist visit (anesthesia)  
 
Total Example C

https://www.healthcare.gov/sbc-glossary/#plan

