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5 j Benefits - Preferred Access Plan Overview 

St. Claire 

UK ST. CLAIRE 
PREFERRED ACCESS PLAN 

Overall Deductible 

Overall Out-of-Pocket Limit 

$0 person 

$0 family 

$1,250 person 

$2,500 family 

EMPLOYEE COST P ER MONTH 

Employee Only 

Employee Plus Spouse 

Employee Plus Child(ren) 

Family 

$128.32 

$392.76 

$346.61 

$585.44 

$3,000 person 

$6,000 family 

$6,000 person 

$12,000 family 

$5,000 person 

$10,000 family 

$6,000 person 

$12,000 family 

• The deductibles for Tier 1 and Tier 2 cross apply; satisfying one fulfills the requirement for the other. The out-of-pocket limits for Tier 1 and
Tier 2 cross apply as well. 

• Out of Network deductibles and Out of Network out-of-pocket limits do not apply to either Tier 1 or Tier 2.

DOCTOR VISITS (VIRTUAL AND OFFICE) - YOU ARE ENCOURAGED TO SELECT A PRIMARY CARE PHYSICIAN (PCP).

Primary Care (PCP) and Mental Health 
& Substance Use Disorder Services 

Specialist Care 

OTHER PRACTITIONER VISITS 

Routine Maternity Care 
Prenatal and Postnatal 

Retail Health Clinic 
Routine care and treatment of common illnesses; 
usually found in major pharmacies or retail stores. 

Manipulation Therapy 
Coverage is limited to 12 visits per benefit period. 

OTHER SERVICES IN AN OFFICE 

Allergy Testing 
When allergy injections are billed separately by 
network providers, the member is responsible for a 
$0 copay. When billed as part of an office visit, there 
is no additional cost to the member for the Injection. 

Prescription Drugs 
Dispensed in the office 

Surgery 

Preventive Care/Screenings/ 
Immunizations 

Preventive Care for Chronic 
Conditions per IRS guidelines 

$5 copay per visit 
(medical deductible 

does not apply) 

$10 copay per visit 
(medical deductible 

does not apply) 

10% coinsurance 
(after medical 

deductible is met) 

$20 copay per visit 
(medical deductible 

does not apply) 

$10 copay per visit 
(medical deductible 

does not apply) 

10% coinsurance 
(after medical 

deductible is met) 

10% coinsurance 
(after medical 

deductible is met) 

10% coinsurance 
(after medical 

deductible is met) 

No Charge 

No Charge 

$30 copay per visit 
(medical deductible 

does not apply) 

$60 copay per visit 
(medical deductible 

does not apply) 

30% coinsurance 
(after medical 

deductible is met) 

$20 copay per visit 
(medical deductible 

does not apply) 

$60 copay per visit 
(medical deductible 

does not apply) 

30% coinsurance 
(after medical 

deductible is met) 

30% coinsurance 
(after medical 

deductible is met) 

30% coinsurance 
(after medical 

deductible is met) 

No Charge 

No Charge 

50% coinsurance 
(after medical 

deductible is met) 

50% coinsurance 
(after medical 

deductible is met) 

50% coinsurance 
(after medical 

deductible is met) 

50% coinsurance 
(after medical 

deductible is met) 

50% coinsurance 
(after medical 

deductible is met) 

50% coinsurance 
(after medical 

deductible is met) 

50% coinsurance 
(after medical 

deductible is met) 

50% coinsurance 
(after medical 

deductible is met) 

50% coinsurance 
(after medical 

deductible is met) 

50% coinsurance 
(after medical 

deductible is met) 



6 j Benefits - Preferred Access Plan Over view 

St. Claire 

• 

DIAGNOSTIC SERVICES: LAB 

Office 
10% coinsurance 30% coinsurance 50% coinsurance 

(after medical deductible is met) (after medical deductible is met) (after medical deductible is met) 

Freestanding Lab/ 10% coinsurance 30% coinsurance 50% coinsurance 
Reference Lab (after medical deductible is met) (after medical deductible is met) (after medical deductible is met) 

Outpatient Hospital 
10% coinsurance 30% coinsurance 50% coinsurance 

(after medical deductible is met) (after medical deductible is met) (after medical deductible is met) 

DIAGNOSTIC SERVICES: X-RAY 

Office 
10% coinsurance 

(after medical deductible is met) 
30% coinsurance 

(after medical deductible is met) 
50% coinsurance 

(after medical deductible is met) 

Outpatient Hospital 
10% coinsurance 

(after medical deductible is met) 
30% coinsurance 

(after medical deductible is met) 
50% coinsurance 

(after medical deductible is met) 

PRESCRIPTION DRUG COVERAGE, PER PRESCRIPTION (EXPRESS SCRIPTS) 

Tier 1 - Typically Retail - $5 copay Retail - $10 copay Retail - 50% coinsurance 

Generic Home Delivery - $10 copay Home Delivery -$20 copay $350 per prescription 
(brand and general) (retail and home delivery) 

Tier 2 - Typically Retail - $10 copay Retail - $20 copay Retail - 50% coinsurance 

Preferred Brand Home Delivery - $20 copay Home Delivery -$40 copay Home Delivery - Not covered 

Tier 3 - Typically Non- Retail - $20 copay Retail - $40 copay Retail - 50% coinsurance 

Preferred Brand Home Delivery - $40 copay Home Delivery -$80 copay Home Delivery - Not covered 

Tier 4 - Typically 25% coinsurance up to 25% coinsurance up to 
Specialty $350 per prescription $350 per prescription 
(brand and general) (retail and home delivery) (retail and home delivery) 

ADVANCED DIAGNOSTIC IMAGING (EX. MRI, PET AND CAT SCANS) 

Office 
10% coinsurance 30% coinsurance 

(after medical deductible is met) (after medical deductible is met) 

Freestanding Lab/ 10% coinsurance 30% coinsurance 
Reference Lab (after medical deductible is met) (after medical deductible is met) 

Outpatient Hospital 
10% coinsurance 30% coinsurance 

(after medical deductible is met) (after medical deductible is met) 

EMERGENCY ROOM & URGENT CARE 

Urgent Care $25 copay per visit $75 copay per visit 

Retail - 50% coinsurance 

$350 per prescription 
(retail and home delivery) 

50% coinsurance 
(after medical deductible is met) 

50% coinsurance 
(after medical deductible is met) 

50% coinsurance 
(after medical deductible is met) 

50% coinsurance 
Includes doctor services (medical deductible does not apply) (medical deductible does not apply) (after medical deductible is met) 

Emergency Room 
$150 copay per visit Covered a Tier 1 Covered a Tier 1 Facility Services 

Your copay will be waived 
(medical deductible does not apply) benefit level benefit level 

if admitted 

Emergency Room Doctor Covered a Tier 1 Covered a Tier 1 

and Other Services 
No Charge 

benefit level benefit level 



7 j Benefits - Savings Plan Overview 

St. Claire 

UK ST. CLAIRE 
SAVINGS PLAN 

Covered 
Medical Benefits 

Overall Deductible 

Overall Out-of-Pocket Limit 

TIER 1 
Cost if you use a UKSC, 

UKKD, & UK Provider 

$3,400 person 

$6,800 family 

$4,500 person 

$9,000 family 

EMPLOYEE COST P ER MONTH 

Employee Only $32.63 

Employee Plus Spouse $93.24 

Employee Plus Child(ren) $83.21 

Family $137.06 

TIER2 TIER3 
Cost if you use an Anthem Cost if you use a 

In - Network Provider Non-Network Provider 

$4,000 person 

$8,000 family 

$6,000 person 

$12,000 family 

$4,000 person 

$8,000 family 

$6,000 person 

$12,000 family 

• The deductibles for Tier 1 and Tier 2 cross apply; satisfying one fulfills the requirement for the other. The out-of-pocket limits for Tier 1 and
Tier 2 cross apply as well. 

• Out of Network deductibles and Out of Network out-of-pocket limits do not apply to either Tier 1 or Tier 2.

DOCTOR VISITS (VIRTUAL AND OFFICE) - YOU ARE ENCOURAGED TO SELECT A PRIMARY CARE PHYSICIAN (PCP).

Primary Care (PCP) and Mental Health 
& Substance Use Disorder Services 

Specialist Care 

OTHER PRACTITIONER VISITS 

Routine Maternity Care 
Prenatal and Postnatal 

Retail Health Clinic 
Routine care and treatment of common illnesses; 
usually found in major pharmacies or retail stores. 

Manipulation Therapy 
Coverage is limited to 12 visits per benefit period. 

OTHER SERVICES IN AN OFFICE 

Allergy Testing 
When allergy injections are billed separately by 
network providers, the member is responsible for a 
$0 copay. When billed as part of an office visit, there 
is no additional cost to the member for the Injection. 

Prescription Drugs 
Dispensed in the office 

Surgery 

Preventive Care/Screenings/ 
Immunizations 

Preventive Care for Chronic 
Conditions per IRS guidelines 

10% coinsurance 
(after medical 

deductible is met) 

10% coinsurance 
(after medical 

deductible is met) 

10% coinsurance 
(after medical 

deductible is met) 

10% coinsurance 
(after medical 

deductible is met) 

10% coinsurance 
(after medical 

deductible is met) 

10% coinsurance 
(after medical 

deductible is met) 

10% coinsurance 
(after medical 

deductible is met) 

10% coinsurance 
(after medical 

deductible is met) 

No Charge 

No Charge 

30% coinsurance 
(after medical 

deductible is met) 

30% coinsurance 
(after medical 

deductible is met) 

30% coinsurance 
(after medical 

deductible is met) 

30% coinsurance 
(after medical 

deductible is met) 

30% coinsurance 
(after medical 

deductible is met) 

30% coinsurance 
(after medical 

deductible is met) 

30% coinsurance 
(after medical 

deductible is met) 

30% coinsurance 
(after medical 

deductible is met) 

No Charge 

No Charge 

30% coinsurance 
(after medical 

deductible is met) 

30% coinsurance 
(after medical 

deductible is met) 

30% coinsurance 
(after medical 

deductible is met) 

30% coinsurance 
(after medical 

deductible is met) 

30% coinsurance 
(after medical 

deductible is met) 

30% coinsurance 
(after medical 

deductible is met) 

30% coinsurance 
(after medical 

deductible is met) 

30% coinsurance 
(after medical 

deductible is met) 

30% coinsurance 
(after medical 

deductible is met) 

30% coinsurance 
(after medical 

deductible is met) 



8 j Benefits - Savings Plan Overview 

St. Claire 

Covered TIER 1 TIER2 

Medical Benefits 
Cost if you use a Cost if you use an Anthem In -

UKSC, UKKD, & UK Provider Network Provider 

DIAGNOSTIC SERVICES: LAB 

Office 
10% coinsurance 30% coinsurance 

(after medical deductible is met) (after medical deductible is met) 

Freestanding Lab/ 10% coinsurance 30% coinsurance 
Reference Lab (after medical deductible is met) (after medical deductible is met) 

Outpatient Hospital 10% coinsurance 30% coinsurance 
(after medical deductible is met) (after medical deductible is met) 

DIAGNOSTIC SERVICES: X-RAY 

Office 
10% coinsurance 

(after medical deductible is met) 
30% coinsurance 

(after medical deductible is met) 

Outpatient Hospital 
10% coinsurance 

(after medical deductible is met) 
30% coinsurance 

(after medical deductible is met) 

PRESCRIPTION DRUG COVERAGE (PER PRESCRIPTION) 

10% coinsurance 

TIER3 
Cost if you use a 

Non-Network Provider 

30% coinsurance 
(after medical deductible is met) 

30% coinsurance 
(after medical deductible is met) 

30% coinsurance 
(after medical deductible is met) 

30% coinsurance 
(after medical deductible is met) 

30% coinsurance 
(after medical deductible is met) 

30% coinsurance 
Tier 1 - Typically Generic Retail and Home Delivery Retail and Home Delivery 

(after medical deductible is met) 

Tier 2 - Typically 
10% coinsurance 

(after medical deductible is met) 

30% coinsurance 
Retail and Home Delivery Retail and Home Delivery 

Preferred Brand 
(after medical deductible is met) 

Tier 3 - Typically 
10% coinsurance 

(after medical deductible is met) 

30% coinsurance 
Retail and Home Delivery Retail and Home Delivery 

Non-Preferred Brand 
(after medical deductible is met) 

Tier 4 - Typically 10% coinsurance 

(after medical deductible is met) 

30% coinsurance 

Specialty Retail and Home Delivery Retail and Home Delivery 
(brand and general) 

0% coinsurance 
Retail and Home Delivery 
(after medical deductible is met) 

0% coinsurance 
Retail and Home Delivery 
(after medical deductible is met) 

0% coinsurance 
Retail and Home Delivery 
(after medical deductible is met) 

0% coinsurance 
Retail and Home Delivery 
(after medical deductible is met) (after medical deductible is met) (after medical deductible is met) 

ADVANCED DIAGNOSTIC IMAGING (EX. MRI, PET AND CAT SCANS) 

Office 
10% coinsurance 30% coinsurance 30% coinsurance 

(after medical deductible is met) (after medical deductible is met) (after medical deductible is met) 

Freestanding Lab/ 10% coinsurance 30% coinsurance 30% coinsurance 
Reference Lab (after medical deductible is met) (after medical deductible is met) (after medical deductible is met) 

Outpatient Hospital 
10% coinsurance 30% coinsurance 30% coinsurance 

(after medical deductible is met) (after medical deductible is met) (after medical deductible is met) 

EMERGENCY ROOM & URGENT CARE 

Urgent Care 10% coinsurance 30% coinsurance 30% coinsurance 
Incl udes doctor services (after medical deductible is met) (after medical deductible is met) (after medical deductible is met) 

Emergency Room 
10% coinsurance Covered a Tier 1 Covered a Tier 1 

Facil ity Services 
(after medical deductible is met) benefit level benefit level 

Your copay will be waived if admitted 

Emergency Room Doctor 10% coinsurance Covered a Tier 1 Covered a Tier 1 

and Other Services (after medical deductible is met) benefit level benefit level 

Ambulance 
Authorized Non-Network non- 10% coinsurance Covered a Tier 1 Covered a Tier 1 
emergency amb ulances services (after medical deductible is met) benefit level benefit level are limited to an Anthem maximum 
payment of $50,000 p er trip. 




























