
*After Deductible, the Coinsurance/Copayment will apply.

^See prescription drug benefit plan for additional information.
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Medical Calendar Year Deductible

Per Member $500
Per Family $1,000

Combined Medical and Pharmacy Out-of-Pocket Limit Per Calendar Year

Per Member $3,500
Per Family $7,000

Physician Services
(Additional Coinsurances/Copayments may apply)

Primary Care Office Visits $25 Copayment per Visit
Specialty Care Office Visits $35 Copayment per Visit
Preventive Care No Copayment
(Please see Member Handbook for details)

Emergency Care and Urgent Care
(Additional Coinsurances/Copayments may apply, regardless of where outpatient services are rendered)

Hospital Emergency Room 20% Coinsurance *
Urgent Care Facility $50 Copayment per Visit

Inpatient Hospital Care
Room and Board 20% Coinsurance *
(Including all other medically necessary services)



*After Deductible, the Coinsurance/Copayment will apply.

^See prescription drug benefit plan for additional information.
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Mental Health, Alcohol and Drug Services
Inpatient 20% Coinsurance *
Outpatient 20% Coinsurance *
Physician's Office $25 Copayment per Visit
Applied Behavior Analysis 20% Coinsurance *
(Up to 25 hours of ABA services per week)

Outpatient Surgery
Primary Care Office Visits $25 Copayment per Visit
Specialty Care Office Visits $35 Copayment per Visit
Outpatient Surgical Facility 20% Coinsurance *

Outpatient Diagnostic Services
(Additional Coinsurances/Copayments may apply, regardless of where outpatient services are rendered)

Laboratory No Copayment
Outpatient Radiology No Copayment
MRI, CT Scan and PET Scan 20% Coinsurance *

Rehabilitation Therapy
(Up to 60 treatment days per disability per calendar year)

Inpatient Rehabilitation 20% Coinsurance *
Outpatient Physical, Occupational and Speech Therapy 20% Coinsurance *

Other Covered Services
(Quantity limits may apply)

Allergy Serum 20% Coinsurance *
Ambulance - Emergency Only 20% Coinsurance *
Chiropractic Care $35 Copayment per Visit
Diabetic Supplies 20% Coinsurance



*After Deductible, the Coinsurance/Copayment will apply.

^See prescription drug benefit plan for additional information.

CommunityCare (800) 777-4890 www.ccok.com
HMO IDEA/CC7080/HDHP/State/Metal 2018 3w

Durable Medical Equipment 20% Coinsurance *
Fertility Evaluation 20% Coinsurance *
General Anesthesia (during dental procedures as specified by state law) 20% Coinsurance *
Home Health Services 20% Coinsurance *
Hospice Care 20% Coinsurance
Immunosuppressives, Injectables (except immunizations) and Drugs
administered in the physician's office Non-Preferred Prescription Copayment ^

(Except for specialty drugs within this category - see Specialty Drugs below)

Infusion  
(Must be medically necessary and may be subject to prior authorization)

Administered in a physician's office Non-Preferred Prescription Copayment ^
(Except for specialty drugs within this category - see Specialty Drugs below)

Administered in an outpatient facility 20% Coinsurance *
Administered in a home setting 20% Coinsurance *
(Except for specialty drugs within this category - see Specialty Drugs below)

Organ Transplants 20% Coinsurance *
Orthotics and Prosthetics 20% Coinsurance *
Ostomy and Urologic Supplies 20% Coinsurance
Prescription Drug Benefit See Outpatient Prescription Drug Benefit
Skilled Nursing Facility Care 20% Coinsurance *
(Up to 60 treatment days per disability per calendar year)

Specialty Drugs Specialty Prescription Copayment ^
(Must be medically necessary and may be subject to prior authorization)

All Other Covered Services 20% Coinsurance *



*After Deductible, the Coinsurance/Copayment will apply.

^See prescription drug benefit plan for additional information.
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Comments
• Deductible must be satisfied before Coinsurance/Copayment begins.
• Copayments do not apply toward the deductible.
• Prescription drugs and non-covered items do not apply toward the medical calendar year deductible.
• Expenses incurred during the last three months of the calendar year and applied to the current year's deductible may be used to help meet the deductible

requirement of the next year.
• Any number of members of the family may combine individual medical deductibles to satisfy the family medical deductible requirement.
• All covered out-of-pocket expenses are applied toward your out-of-pocket limit.
• A calendar year is defined as the time period from January 1 - December 31.

Urgent and Emergency Care
It is important that you follow-up with your PCP within 48 hours of any Urgent or Emergent Care Services. This will allow your PCP to direct or coordinate all
of your follow-up care. Follow-up care that is not arranged by your PCP may not be covered. Your PCP is available 24 hours a day, seven days a week.

For a list of Exclusions and Limitations, please see your Member Handbook.
THIS IS NOT A CONTRACT. This summary does not contain a complete listing of conditions which apply to the benefits shown. It is intended only as a source of
general information and is subject to the terms of the Group Health Care Services Agreement. See your Member Handbook for additional information regarding
exclusions and limitations.
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CommunityCare complies with applicable Federal civil rights laws and does not discriminate on 
the basis of race, color, national origin, age, disability, or sex. CommunityCare does not exclude 
people or treat them differently because of race, color, national origin, age, disability, or sex.  

CommunityCare:  

 Provides free aids and services to people with disabilities to communicate effectively
with us, such as:  

o Qualified sign language interpreters
o Written information in other formats (large print, audio, accessible electronic

formats, other formats)

 Provides free language services to people whose primary language is not English, such
as:

o Qualified interpreters
o Information written in other languages

If you need these services, contact CommunityCare’s Senior Manager of Quality 
Improvement/Compliance. If you believe that CommunityCare has failed to provide these 
services or discriminated in another way on the basis of race, color, national origin, age, 
disability, or sex, you can file a grievance with: 

CommunityCare 
Attn: Senior Manager of Quality Improvement/Compliance 
P.O. Box 3249 Tulsa, Oklahoma 74101 
(918) 594‐5303 (phone) 
(918) 879‐4048 (fax) 
G&A@ccok.com 

You can file a grievance in person or by mail, fax, or email. If you need help filing a grievance, 
CommunityCare’s Senior Manager of Quality Improvement/Compliance is available to help you.  

You can also file a civil rights complaint with the U.S. Department of Health and Human 
Services, Office for Civil Rights, electronically through the Office for Civil Rights Complaint 
Portal, available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at:  
U.S. Department of Health and Human Services, 200 Independence Avenue, SW Room 509F, 
HHH Building, Washington, D.C. 20201 1‐800‐368‐1019, 800‐537‐7697 (TDD). 

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html. 
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