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YOUR SERVICE TEAM 
BENEFITS

It is our desire to work with you and your personnel to establish direct, efficient 
communications with our office. We are committed to serving your insurance and 

risk management needs with excellence. 

PRIMARY CONTACTS 
RICHARD ALLM KIM NICHOLSEN
CONSULTANT ACCOUNT EXECUTIVE 
rallm@whainsurance.com knicholsen@whainsurance.com
DIRECT:  (541) 284-5853 DIRECT:  (541) 284-5842
Cell:  (503) 580-3185

FULL TEAM
CHRISTINE WALLACE SAMANTHA BIANCO
ACCOUNT MANAGER ACCOUNT MANAGER 
cwallace@whainsurance.com sbianco@whainsurance.com
DIRECT:  (541) 284-5837 DIRECT:  (541) 284-5849

HOLLY BELL CAMERON REESE
ACCOUNT MANAGER ACCOUNT MANAGER 
hbell@whainsurance.com creese@whainsurance.com
DIRECT:  (541) 632-8032 DIRECT: (541) 284-5834

CONTACT
LOCAL OFFICE TOLL FREE FAX 

(541) 342-4441 (800) 852-6140 (541) 484-5434
Eugene Office – 2930 Chad Drive, Eugene, OR 97408 

Wilsonville Office – 29100 SW Town Center Loop, Suite 160, Wilsonville, OR 97070 
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www.pacificsource.com

PacificSource

Refer to this list when you need to contact one of your benefit vendors. For general information contact Human 
Resources.

MEDICAL:____________________________________________________________________________________________
PacificSource
(866) 373-7053

EXTRAS:_____________________________________________________________________________________________

DENTAL:____________________________________________________________________________________________

VISION: -____________________________________________________________________________________________
PacificSource
(866) 373-7053
www.pacificsource.com

(866) 373-7053
www.pacificsource.com
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Medical Benefits

 Individual Deductible per Calendar Year

 Maximum Family Ded. per Cal. Year

 Coinsurance

 Out of Pocket Maximum - Individual

 Out of Pocket Maximum - Family

Preventative Services

 Well-Baby Care

 Immunizations (all ages)

 Routine Physical Exams

 Routine, Preventive Colonoscopy

Professional Services

 Virtual Office Visit (vendor)

 Primary Care Office / Virtual Visit

 Specialist Office / Virtual Visit

 Urgent Care Office Visit

 Diagnostic Lab and X-ray

 Advanced Imaging

 Surgery

Hospital Services

 Hospital Stay 

 Maternity Hospital 

 Outpatient Day Surgery

 Emergency Room Visits 

Other Services

 Ambulance (ground)

 Ambulance (air)

 Outpatient Durable Medical Equipment 

 Outpatient Rehabilitation/Habilitation 

 Allergy Injections

Alternative Care

 Chiropractic, Acup. and Naturo. OV

 Massage Therapy Office Visits

 Annual Maximum

Prescription Drug Benefit

Prescription Supply

Pharmacy Deductible

 Tier 1

 Tier 2

 Tier 3

 Tier 4

Vision

Benefit Availability

Exam

Lens Benefit

Frame Benefit

Contact Lens Benefit (in place of glasses)

2024-25 Plan Year

Deductible Waived

1st 3 Visits

$5 then

$25

$25

1st 3 Visits

$5 then

$35

$35

30 Day 90 Day

Chiro 20 Visits, Acupuncture 

12 Visits, $500 Massage

30 Day 90 Day 30 Day 90 Day

1st 3 Visits

$0 then

20%

20%

20% 20% 20%

Plan Comparison

Lesser of $150 

or 10%

Lesser of $450 

or 10%

Lesser of $150 

or 10%

Lesser of $450 

or 10%
20% 20%

For illustration purposes only. If a conflict arises, carrier information takes precedence.

None Medical DeductibleNone

Up to $400 Allowance Up to $400 Allowance Up to $400 Allowance

Per calendar year Per calendar year Per calendar year

$10 $10 $10

$75 $225 $75 $225 20% 20%

$50 $150 $50 $150 20% 20%

$10 $30 $10 $30 20% 20%

Chiro 20 Visits, Acupuncture 

12 Visits, $500 Massage

Chiro 20 Visits, Acupuncture 

12 Visits, $500 Massage

$25 $35 20%

$25 $35 20%

$25 $35 20%

$5 $5 20%

50% 50% 20%

20% 20% 20%

20% after $150 Copay 20% 20%

20% 20% 20%

20% 20% 20%

20% 20% 20%

20% 20% 20%

20% 20% 20%

20%

20% 20% 20%

20% 20% 20%

$25 $35

Covered in Full Covered in Full Covered in Full

Covered in Full Covered in Full Covered in Full

Covered in Full Covered in Full Covered in Full

$5,500 $7,900 $5,000 

$11,000 $15,800 $8,150 

$6,000 $2,500

$4,000 $12,000 $5,000

$2,000

$2000 Deductible $6000 Deductible $2500 HSA

In-Network In-Network In-Network

20%

$25

Covered in Full Covered in Full Covered in Full

$35

Fern Ridge School District

Deductible Applies

PacificSource 
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LICENSED RETIREES

No Longer Used Empl Only Empl & Sp Family Emp & Ch $2000 Nav Empl Only Empl & Sp Family Emp & Ch

Medical & Rx -$     -$     -$     -$     Medical & Rx 951.77$     1,996.14$  2,656.13$  1,809.41$  

Dental 74.93         132.92       217.85       159.86       Dental 74.93         132.92       217.85       159.86       

Total 74.93         132.92       217.85       159.86       Total 1,026.70    2,129.06    2,873.98    1,969.27    

District Contribution 1,593.75    1,593.75    1,593.75    1,593.75    District Contribution 1,593.75    1,593.75    1,593.75    1,593.75    

Pre-Tax Out of Pocket - - - - Pre-Tax Out of Pocket - 535.31      1,280.23   375.52      

Vision 14.01         32.24         40.93         25.79         Vision 14.01         32.24         40.93         25.79         

Total Out of Pocket 14.01$     32.24$     40.93$     25.79$     Total Out of Pocket 14.01$     567.55$     1,321.16$  401.31$     

$2500 HSA Empl Only Empl & Sp Family Emp & Ch $6000 Nav Empl Only Empl & Sp Family Emp & Ch

Medical & Rx 739.66$     1,550.66$  2,062.01$  1,406.35$  Medical & Rx 717.48$     1,502.35$  1,997.24$  1,363.35$  

Dental 74.93         132.92       217.85       159.86       Dental 74.93         132.92       217.85       159.86       

Total 814.59       1,683.58    2,279.86    1,566.21    Total 792.41       1,635.27    2,215.09    1,523.21    

District Contribution 1,593.75    1,593.75    1,593.75    1,593.75    District Contribution 1,593.75    1,593.75    1,593.75    1,593.75    

Pre-Tax Out of Pocket - 89.83        686.11      - Pre-Tax Out of Pocket - 41.52        621.34      - 

Vision 14.01         32.24         40.93         25.79         Vision 14.01         32.24         40.93         25.79         

Total Out of Pocket 14.01$     122.07$     727.04$     25.79$     Total Out of Pocket 14.01$     73.76$     662.27$     25.79$     

CLASSIFIED RETIREES

FULL-TIME (7.00 - 8.00 HOURS PER DAY OR 35.00 - 40.00 HOURS PER WEEK)

No Longer Used Empl Only Empl & Sp Family Emp & Ch $2000 Nav Empl Only Empl & Sp Family Emp & Ch

Medical & Rx -$     -$     -$     -$     Medical & Rx 951.77$     1,996.14$  2,656.13$  1,809.41$  

Vision 14.01         32.24         40.93         25.79         Vision 14.01         32.24         40.93         25.79         

Dental 74.93         132.92       217.85       159.86       Dental 74.93         132.92       217.85       159.86       

Total 88.94         165.16       258.78       185.65       Total 1,040.71    2,161.30    2,914.91    1,995.06    

District Contribution 1,735.00    1,735.00    1,735.00    1,735.00    District Contribution 1,735.00    1,735.00    1,735.00    1,735.00    

Total Out of Pocket -$   -$  -$  -$  Total Out of Pocket -$   426.30$     1,179.91$  260.06$     

$2500 HSA Empl Only Empl & Sp Family Emp & Ch $6000 Nav Empl Only Empl & Sp Family Emp & Ch

Medical & Rx 739.66$     1,550.66$  2,062.01$  1,406.35$  Medical & Rx 717.48$     1,502.35$  1,997.24$  1,363.35$  

Vision 14.01         32.24         40.93         25.79         Vision 14.01         32.24         40.93         25.79         

Dental 74.93         132.92       217.85       159.86       Dental 74.93         132.92       217.85       159.86       

Total 828.60       1,715.82    2,320.79    1,592.00    Total 806.42       1,667.51    2,256.02    1,549.00    

District Contribution 1,735.00    1,735.00    1,735.00    1,735.00    District Contribution 1,735.00    1,735.00    1,735.00    1,735.00    

Total Out of Pocket -$   -$  585.79$     -$  Total Out of Pocket -$   -$  521.02$     -$    

PART-TIME (6.00 - 6.99 HOURS PER DAY OR 30.00 - 34.99 HOURS PER WEEK)

No Longer Used Empl Only Empl & Sp Family Emp & Ch $2000 Nav Empl Only Empl & Sp Family Emp & Ch

Medical & Rx -$     -$     -$     -$     Medical & Rx 951.77$     1,996.14$  2,656.13$  1,809.41$  

Vision 14.01         32.24         40.93         25.79         Vision 14.01         32.24         40.93         25.79         

Dental 74.93         132.92       217.85       159.86       Dental 74.93         132.92       217.85       159.86       

Total 88.94         165.16       258.78       185.65       Total 1,040.71    2,161.30    2,914.91    1,995.06    

District Contribution 1,561.50    1,561.50    1,561.50    1,561.50    District Contribution 1,561.50    1,561.50    1,561.50    1,561.50    

Total Out of Pocket -$   -$  -$  -$  Total Out of Pocket -$   599.80$     1,353.41$  433.56$     

$2500 HSA Empl Only Empl & Sp Family Emp & Ch $6000 Nav Empl Only Empl & Sp Family Emp & Ch

Medical & Rx 739.66$     1,550.66$  2,062.01$  1,406.35$  Medical & Rx 717.48$     1,502.35$  1,997.24$  1,363.35$  

Vision 14.01         32.24         40.93         25.79         Vision 14.01         32.24         40.93         25.79         

Dental 74.93         132.92       217.85       159.86       Dental 74.93         132.92       217.85       159.86       

Total 828.60       1,715.82    2,320.79    1,592.00    Total 806.42       1,667.51    2,256.02    1,549.00    

District Contribution 1,561.50    1,561.50    1,561.50    1,561.50    District Contribution 1,561.50    1,561.50    1,561.50    1,561.50    

Total Out of Pocket -$   154.32$     759.29$     30.50$    Total Out of Pocket -$   106.01$     694.52$     -$    

PART-TIME (4.00 - 5.99 HOURS PER DAY OR 20.00 - 29.99 HOURS PER WEEK)

No Longer Used Empl Only Empl & Sp Family Emp & Ch $2000 Nav Empl Only Empl & Sp Family Emp & Ch

Medical & Rx -$     -$     -$     -$     Medical & Rx 951.77$     1,996.14$  2,656.13$  1,809.41$  

Vision 14.01         32.24         40.93         25.79         Vision 14.01         32.24         40.93         25.79         

Dental 74.93         132.92       217.85       159.86       Dental 74.93         132.92       217.85       159.86       

Total 88.94         165.16       258.78       185.65       Total 1,040.71    2,161.30    2,914.91    1,995.06    

District Contribution 1,388.00    1,388.00    1,388.00    1,388.00    District Contribution 1,388.00    1,388.00    1,388.00    1,388.00    

Total Out of Pocket -$   -$  -$  -$  Total Out of Pocket -$   773.30$     1,526.91$  607.06$     

$2500 HSA Empl Only Empl & Sp Family Emp & Ch $6000 Nav Empl Only Empl & Sp Family Emp & Ch

Medical & Rx 739.66$     1,550.66$  2,062.01$  1,406.35$  Medical & Rx 717.48$     1,502.35$  1,997.24$  1,363.35$  

Vision 14.01         32.24         40.93         25.79         Vision 14.01         32.24         40.93         25.79         

Dental 74.93         132.92       217.85       159.86       Dental 74.93         132.92       217.85       159.86       

Total 828.60       1,715.82    2,320.79    1,592.00    Total 806.42       1,667.51    2,256.02    1,549.00    

District Contribution 1,388.00    1,388.00    1,388.00    1,388.00    District Contribution 1,388.00    1,388.00    1,388.00    1,388.00    

Total Out of Pocket -$   327.82$     932.79$     204.00$     Total Out of Pocket -$   279.51$     868.02$     161.00$     

Group Health Premium Rates for PacificSource

2024-2025 Plan Year 

FERN RIDGE SCHOOL DISTRICT 28J
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6134208

Medical Benefit Summary

Navigator 2000+25_20 S3

Benefit Year: Calendar Year

Provider Network: Navigator

Deductible Per Benefit Year In-network Out-of-network

Individual/Family $2,000/$4,000 $5,000/$10,000

Out-of-Pocket Limit Per Benefit
Year

In-network Out-of-network

Individual/Family $5,500/$11,000 $10,000/$20,000

Note: In-network deductible and out-of-pocket limit accumulate separately from the out-of-network
deductible and out-of-pocket limit. Even though you may have the same benefit for in-network and
out-of-network, your actual costs for services provided out-of-network may exceed this plan’s
out-of-pocket limit for out-of-network services. In addition, out-of-network providers may in certain
circumstances bill you for the difference between the amount charged by the provider and the
amount allowed by the insurance company (called balance billing). Balance billing amounts are not
counted toward the out-of-network out-of-pocket limit. For additional information about balance
billing or allowable fees, see your handbook.

The member is responsible for any amounts shown above, in addition to the
following amounts:

Service/Supply In-network Member Pays
Out-of-network Member

Pays

Preventive Care

Well baby/Well child care No deductible, 0% After deductible, 40%

Preventive physicals No deductible, 0% After deductible, 40%

Well woman visits No deductible, 0% After deductible, 40%

Preventive mammograms No deductible, 0% After deductible, 40%

Immunizations No deductible, 0% After deductible, 40%

Preventive colonoscopy No deductible, 0% After deductible, 40%

Prostate cancer screening No deductible, 0% After deductible, 40%

Professional Services

Office and home visits
First three visits no

deductible, $5. Subsequent
visits, no deductible, $25*

After deductible, 40%

PSGCC.OR.LG.0124
A

Fern Ridge School District No 28J
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Service/Supply In-network Member Pays
Out-of-network Member

Pays

Naturopath office visits No deductible, $25 After deductible, 40%

Specialist office and home visits No deductible, $25 After deductible, 40%

Telehealth visits
First three visits no

deductible, $5. Subsequent
visits, no deductible, $25*

After deductible, 40%

Office procedures and supplies No deductible, 0% After deductible, 40%

Surgery After deductible, 20% After deductible, 40%

Outpatient rehabilitation and
habilitation services

No deductible, $25 After deductible, 40%

Acupuncture (12 visits per benefit
year)

No deductible, $25 After deductible, 40%

Chiropractic manipulation/Spinal
manipulation (20 visits per benefit
year)

No deductible, $25 After deductible, 40%

Massage therapy ($500 per
benefit year)

No deductible, $25 After deductible, 40%

Hospital Services

Inpatient room and board After deductible, 20% After deductible, 40%

Inpatient rehabilitation and
habilitation services

After deductible, 20% After deductible, 40%

Skilled nursing facility care After deductible, 20% After deductible, 40%

Outpatient Services

Outpatient surgery/services After deductible, 20% After deductible, 40%

Diagnostic imaging – advanced After deductible, 20% After deductible, 40%

Diagnostic and therapeutic
radiology/laboratory and dialysis
– non-advanced

No deductible, 20% No deductible, 40%

Urgent and Emergency Services

Urgent care center visits No deductible, $25 After deductible, 40%

Emergency room visits – medical
emergency

No deductible, $150 plus
20%^

No deductible, $150 plus
20%^

Emergency room visits –
non-emergency

No deductible, $150 plus
20%^ After deductible, 40%

PSGCC.OR.LG.0124
B14



Service/Supply In-network Member Pays
Out-of-network Member

Pays

Ambulance, ground After deductible, 20% After deductible, 20%

Ambulance, air After deductible, 50% After deductible, 50%

Maternity Services**

Physician/Provider services
(global charge)

After deductible, 20% After deductible, 40%

Hospital/Facility services After deductible, 20% After deductible, 40%

Mental Health and Substance Use Disorder Services

Office visits
First three visits no

deductible, $5. Subsequent
visits, no deductible, $25*

After deductible, 40%

Inpatient care After deductible, 20% After deductible, 40%

Residential programs After deductible, 20% After deductible, 40%

Other Covered Services

Allergy injections No deductible, $5 After deductible, 40%

Durable medical equipment After deductible, 20% After deductible, 40%

Home health services After deductible, 20% After deductible, 40%

Transplants After deductible, 0% After deductible, 40%

This is a brief summary of benefits. Refer to your handbook for additional
information or a further explanation of benefits, limitations, and exclusions.

^ Copay waived if admitted into hospital.
* First 3 visits per benefit year combined for Professional Services – Office and home visits,
Telehealth visits, and Mental Health and Substance Use Disorder Services – Office visits.
** Medically necessary services, medication, and supplies to manage diabetes during pregnancy from
conception through six weeks postpartum will not be subject to a deductible, copayment, or
coinsurance.

PSGCC.OR.LG.0124
C15



Additional information
What is the deductible?

Your plan’s deductible is the amount of money that you pay first, before your plan starts to pay. You’ll
see that many services, especially preventive care, are covered by the plan without you needing to
meet the deductible. The individual deductible applies if you enroll without dependents. If you and one
or more dependents enroll, the individual deductible applies for each member only until the family
deductible has been met.
Note that there is a separate category for in-network and out-of-network when it comes to meeting
your deductible.

What is the out-of-pocket limit?

The out-of-pocket limit is the most you’ll pay for covered services during the benefit year. Once the
out-of-pocket limit has been met, the plan will pay 100 percent of allowed amounts for covered
services for the rest of that benefit year. The individual out-of-pocket limit applies only if you enroll
without dependents. If you and one or more dependents enroll, the individual out-of-pocket limit
applies for each member only until the family out-of-pocket limit has been met. Be sure to check your
handbook, as there are some charges, such as non-essential health benefits, penalties, and balance
billed amounts that do not count toward the out-of-pocket limit.
Note that there is a separate category for in-network and out-of-network when it comes to meeting
your out-of-pocket limit.

Payments to providers

Payment to providers is based on the prevailing or allowable fee for covered services. In-network
providers accept the allowable fee as payment in full. Services of out-of-network providers could
result in out-of-pocket expense in addition to the percentage indicated.

Prior authorization

Coverage of certain medical services and surgical procedures requires a benefit determination by
PacificSource before the services are performed. This process is called prior authorization. Prior
authorization is necessary to determine if certain services and supplies are covered under this plan,
and if you meet the plan’s eligibility requirements. Prior authorization does not change your
out-of-pocket expense for in-network and out-of-network providers. You can search for procedures
and services that require prior authorization on our website, Authgrid.PacificSource.com (select
Commercial for the line of business).

Discrimination is against the law

PacificSource Health Plans complies with applicable federal civil rights laws and does not
discriminate on the basis of race, color, national origin, age, disability, or sex. PacificSource does not
exclude people or treat them differently because of race, color, national origin, age, disability, or sex.

PSGCC.OR.LG.0124
D16
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6134205

Prescription Drug Benefit Summary

OR 10-50-75 S2 ODL

Benefit Year: Calendar Year

Formulary: Oregon Drug List (ODL)

This plan includes coverage for prescription drugs and certain other pharmaceuticals, subject to the
information below. This plan complies with federal healthcare reform. To check which tier your
prescription falls under, call our Customer Service team or visit PacificSource.com/find-a-drug.
The amount you pay for covered prescriptions at in-network pharmacies applies toward your plan’s
in-network medical out-of-pocket limit, the amount you pay for covered prescriptions at out-of-network
pharmacies applies toward your plan’s out-of-network out-of-pocket limit which is shown on the
Medical Benefit Summary. The copayment and/or coinsurance for prescription drugs obtained from
an in-network or out-of-network pharmacy are waived during the remainder of the benefit year in
which you have satisfied the medical out-of-pocket limit.

PacificSource Expanded (Preventive) No-cost Drug List

Your prescription benefit includes certain outpatient drugs as a preventive benefit at no deductible, $0
copay. This includes specific drugs that are taken regularly to prevent a disease or to keep a specific
disease or condition from progressing. You can get a list of covered preventive drugs by contacting
our Customer Service team or visit PacificSource.com and select Find a Drug.

Affordable Care Act Standard Preventive No-cost Drug List

Your prescription benefit includes preventive care drugs at no cost to you and are not subject to a
deductible or MAC penalties. This benefit includes some drugs required by the Affordable Care Act,
including tobacco cessation drugs. These drugs are identified on the drug list as Tier 0.

Each time a covered prescription is dispensed, you are responsible for any
amounts shown above, in addition to the following amounts:

Service/
Supply

Tier 1 Member
Pays

Tier 2 Member
Pays

Tier 3 Member
Pays

Tier 4 Member
Pays

In-network Retail Pharmacy

Up to a 30 day
supply:

No deductible,
$10

No deductible,
$50*

No deductible,
$75*

No deductible, the
lesser of $150 or

10%

31 - 60 day
supply:

No deductible,
$20

No deductible,
$100

No deductible,
$150

No deductible, the
lesser of $300 or

10%

61 - 90 day
supply:

No deductible,
$30

No deductible,
$150

No deductible,
$225

No deductible, the
lesser of $450 or

10%

PSGBS.OR.LG.RX.0124
A

Fern Ridge School District No 28J
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Service/
Supply

Tier 1 Member
Pays

Tier 2 Member
Pays

Tier 3 Member
Pays

Tier 4 Member
Pays

In-network Mail Order Pharmacy

Up to a 30 day
supply:

No deductible,
$10

No deductible,
$50*

No deductible,
$75*

No deductible, the
lesser of $150 or

10%

31 - 90 day
supply:

No deductible,
$20

No deductible,
$100

No deductible,
$150

No deductible, the
lesser of $300 or

10%

Compound Drugs**

Up to a 30 day
supply:

No deductible, $75

31 - 60 day
supply:

No deductible, $150

61 - 90 day
supply:

No deductible, $225

Out-of-network Pharmacy

30 day maximum
fill, no more than
three fills allowed
per year:

No deductible, 90%

*Formulary prescription insulin will not be subject to a deductible and limited to $85 copay per 30 day
supply.
**Compounded medications are subject to a prior authorization process. Compounds are generally
covered only when all commercially available formulary products have been exhausted and all the
ingredients in the compounded medications are on the applicable formulary.
Specialty Medications must be filled through an in-network specialty pharmacy and are limited to a 30
day supply.
MAC B - Unless the prescribing provider requires the use of a brand name drug, the prescription will
automatically be filled with a generic drug when available and permissible by state law. If you receive
a brand name drug when a generic is available, you will be responsible for the brand name drug’s
copayment and/or coinsurance plus the difference in cost between the brand name drug and its
generic equivalent. If your prescribing provider requires the use of a brand name drug, the
prescription will be filled with the brand name drug and you will be responsible for the brand name
drug’s copayment and/or coinsurance. The cost difference between the brand name and generic drug
does not apply toward the medical out-of-pocket limit. Does not apply to preventive bowel prep kits
covered under USPSTF guidelines.
If your provider prescribes a brand name contraceptive due to medical necessity it may be subject to
prior authorization for coverage at no charge.

PSGBS.OR.LG.RX.0124
B18



See your handbook for important information about your prescription drug benefit, including
which drugs are covered, limitations, and more.

PSGBS.OR.LG.RX.0124
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6134207

Medical Benefit Summary

Navigator 6000+35_20 S3

Benefit Year: Calendar Year

Provider Network: Navigator

Deductible Per Benefit Year In-network Out-of-network

Individual/Family $6,000/$12,000 $10,000/$20,000

Out-of-Pocket Limit Per Benefit
Year

In-network Out-of-network

Individual/Family $7,900/$15,800 $20,000/$40,000

Note: In-network deductible and out-of-pocket limit accumulate separately from the out-of-network
deductible and out-of-pocket limit. Even though you may have the same benefit for in-network and
out-of-network, your actual costs for services provided out-of-network may exceed this plan’s
out-of-pocket limit for out-of-network services. In addition, out-of-network providers may in certain
circumstances bill you for the difference between the amount charged by the provider and the
amount allowed by the insurance company (called balance billing). Balance billing amounts are not
counted toward the out-of-network out-of-pocket limit. For additional information about balance
billing or allowable fees, see your handbook.

The member is responsible for any amounts shown above, in addition to the
following amounts:

Service/Supply In-network Member Pays
Out-of-network Member

Pays

Preventive Care

Well baby/Well child care No deductible, 0% After deductible, 40%

Preventive physicals No deductible, 0% After deductible, 40%

Well woman visits No deductible, 0% After deductible, 40%

Preventive mammograms No deductible, 0% After deductible, 40%

Immunizations No deductible, 0% After deductible, 40%

Preventive colonoscopy No deductible, 0% After deductible, 40%

Prostate cancer screening No deductible, 0% After deductible, 40%

Professional Services

Office and home visits
First three visits no

deductible, $5. Subsequent
visits, no deductible, $35*

After deductible, 40%
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Service/Supply In-network Member Pays
Out-of-network Member

Pays

Naturopath office visits No deductible, $35 After deductible, 40%

Specialist office and home visits No deductible, $35 After deductible, 40%

Telehealth visits
First three visits no

deductible, $5. Subsequent
visits, no deductible, $35*

After deductible, 40%

Office procedures and supplies No deductible, 0% After deductible, 40%

Surgery After deductible, 20% After deductible, 40%

Outpatient rehabilitation and
habilitation services

No deductible, $35 After deductible, 40%

Acupuncture (12 visits per benefit
year)

No deductible, $35 After deductible, 40%

Chiropractic manipulation/Spinal
manipulation (20 visits per benefit
year)

No deductible, $35 After deductible, 40%

Massage therapy ($500 per
benefit year)

No deductible, $35 After deductible, 40%

Hospital Services

Inpatient room and board After deductible, 20% After deductible, 40%

Inpatient rehabilitation and
habilitation services

After deductible, 20% After deductible, 40%

Skilled nursing facility care After deductible, 20% After deductible, 40%

Outpatient Services

Outpatient surgery/services After deductible, 20% After deductible, 40%

Diagnostic imaging – advanced After deductible, 20% After deductible, 40%

Diagnostic and therapeutic
radiology/laboratory and dialysis
– non-advanced

After deductible, 20% After deductible, 40%

Urgent and Emergency Services

Urgent care center visits No deductible, $35 After deductible, 40%

Emergency room visits – medical
emergency

After deductible, 20% After deductible, 20%

Emergency room visits –
non-emergency

After deductible, 20% After deductible, 20%
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Service/Supply In-network Member Pays
Out-of-network Member

Pays

Ambulance, ground After deductible, 20% After deductible, 20%

Ambulance, air After deductible, 50% After deductible, 50%

Maternity Services**

Physician/Provider services
(global charge)

After deductible, 20% After deductible, 40%

Hospital/Facility services After deductible, 20% After deductible, 40%

Mental Health and Substance Use Disorder Services

Office visits
First three visits no

deductible, $5. Subsequent
visits, no deductible, $35*

After deductible, 40%

Inpatient care After deductible, 20% After deductible, 40%

Residential programs After deductible, 20% After deductible, 40%

Other Covered Services

Allergy injections No deductible, $5 After deductible, 40%

Durable medical equipment After deductible, 20% After deductible, 40%

Home health services After deductible, 20% After deductible, 40%

Transplants After deductible, 0% After deductible, 40%

This is a brief summary of benefits. Refer to your handbook for additional
information or a further explanation of benefits, limitations, and exclusions.

* First 3 visits per benefit year combined for Professional Services – Office and home visits,
Telehealth visits, and Mental Health and Substance Use Disorder Services – Office visits.
** Medically necessary services, medication, and supplies to manage diabetes during pregnancy from
conception through six weeks postpartum will not be subject to a deductible, copayment, or
coinsurance.
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Additional information
What is the deductible?

Your plan’s deductible is the amount of money that you pay first, before your plan starts to pay. You’ll
see that many services, especially preventive care, are covered by the plan without you needing to
meet the deductible. The individual deductible applies if you enroll without dependents. If you and one
or more dependents enroll, the individual deductible applies for each member only until the family
deductible has been met.
Note that there is a separate category for in-network and out-of-network when it comes to meeting
your deductible.

What is the out-of-pocket limit?

The out-of-pocket limit is the most you’ll pay for covered services during the benefit year. Once the
out-of-pocket limit has been met, the plan will pay 100 percent of allowed amounts for covered
services for the rest of that benefit year. The individual out-of-pocket limit applies only if you enroll
without dependents. If you and one or more dependents enroll, the individual out-of-pocket limit
applies for each member only until the family out-of-pocket limit has been met. Be sure to check your
handbook, as there are some charges, such as non-essential health benefits, penalties, and balance
billed amounts that do not count toward the out-of-pocket limit.
Note that there is a separate category for in-network and out-of-network when it comes to meeting
your out-of-pocket limit.

Payments to providers

Payment to providers is based on the prevailing or allowable fee for covered services. In-network
providers accept the allowable fee as payment in full. Services of out-of-network providers could
result in out-of-pocket expense in addition to the percentage indicated.

Prior authorization

Coverage of certain medical services and surgical procedures requires a benefit determination by
PacificSource before the services are performed. This process is called prior authorization. Prior
authorization is necessary to determine if certain services and supplies are covered under this plan,
and if you meet the plan’s eligibility requirements. Prior authorization does not change your
out-of-pocket expense for in-network and out-of-network providers. You can search for procedures
and services that require prior authorization on our website, Authgrid.PacificSource.com (select
Commercial for the line of business).

Discrimination is against the law

PacificSource Health Plans complies with applicable federal civil rights laws and does not
discriminate on the basis of race, color, national origin, age, disability, or sex. PacificSource does not
exclude people or treat them differently because of race, color, national origin, age, disability, or sex.
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6134205

Prescription Drug Benefit Summary

OR 10-50-75 S2 ODL

Benefit Year: Calendar Year

Formulary: Oregon Drug List (ODL)

This plan includes coverage for prescription drugs and certain other pharmaceuticals, subject to the
information below. This plan complies with federal healthcare reform. To check which tier your
prescription falls under, call our Customer Service team or visit PacificSource.com/find-a-drug.
The amount you pay for covered prescriptions at in-network pharmacies applies toward your plan’s
in-network medical out-of-pocket limit, the amount you pay for covered prescriptions at out-of-network
pharmacies applies toward your plan’s out-of-network out-of-pocket limit which is shown on the
Medical Benefit Summary. The copayment and/or coinsurance for prescription drugs obtained from
an in-network or out-of-network pharmacy are waived during the remainder of the benefit year in
which you have satisfied the medical out-of-pocket limit.

PacificSource Expanded (Preventive) No-cost Drug List

Your prescription benefit includes certain outpatient drugs as a preventive benefit at no deductible, $0
copay. This includes specific drugs that are taken regularly to prevent a disease or to keep a specific
disease or condition from progressing. You can get a list of covered preventive drugs by contacting
our Customer Service team or visit PacificSource.com and select Find a Drug.

Affordable Care Act Standard Preventive No-cost Drug List

Your prescription benefit includes preventive care drugs at no cost to you and are not subject to a
deductible or MAC penalties. This benefit includes some drugs required by the Affordable Care Act,
including tobacco cessation drugs. These drugs are identified on the drug list as Tier 0.

Each time a covered prescription is dispensed, you are responsible for any
amounts shown above, in addition to the following amounts:

Service/
Supply

Tier 1 Member
Pays

Tier 2 Member
Pays

Tier 3 Member
Pays

Tier 4 Member
Pays

In-network Retail Pharmacy

Up to a 30 day
supply:

No deductible,
$10

No deductible,
$50*

No deductible,
$75*

No deductible, the
lesser of $150 or

10%

31 - 60 day
supply:

No deductible,
$20

No deductible,
$100

No deductible,
$150

No deductible, the
lesser of $300 or

10%

61 - 90 day
supply:

No deductible,
$30

No deductible,
$150

No deductible,
$225

No deductible, the
lesser of $450 or

10%
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Service/
Supply

Tier 1 Member
Pays

Tier 2 Member
Pays

Tier 3 Member
Pays

Tier 4 Member
Pays

In-network Mail Order Pharmacy

Up to a 30 day
supply:

No deductible,
$10

No deductible,
$50*

No deductible,
$75*

No deductible, the
lesser of $150 or

10%

31 - 90 day
supply:

No deductible,
$20

No deductible,
$100

No deductible,
$150

No deductible, the
lesser of $300 or

10%

Compound Drugs**

Up to a 30 day
supply:

No deductible, $75

31 - 60 day
supply:

No deductible, $150

61 - 90 day
supply:

No deductible, $225

Out-of-network Pharmacy

30 day maximum
fill, no more than
three fills allowed
per year:

No deductible, 90%

*Formulary prescription insulin will not be subject to a deductible and limited to $85 copay per 30 day
supply.
**Compounded medications are subject to a prior authorization process. Compounds are generally
covered only when all commercially available formulary products have been exhausted and all the
ingredients in the compounded medications are on the applicable formulary.
Specialty Medications must be filled through an in-network specialty pharmacy and are limited to a 30
day supply.
MAC B - Unless the prescribing provider requires the use of a brand name drug, the prescription will
automatically be filled with a generic drug when available and permissible by state law. If you receive
a brand name drug when a generic is available, you will be responsible for the brand name drug’s
copayment and/or coinsurance plus the difference in cost between the brand name drug and its
generic equivalent. If your prescribing provider requires the use of a brand name drug, the
prescription will be filled with the brand name drug and you will be responsible for the brand name
drug’s copayment and/or coinsurance. The cost difference between the brand name and generic drug
does not apply toward the medical out-of-pocket limit. Does not apply to preventive bowel prep kits
covered under USPSTF guidelines.
If your provider prescribes a brand name contraceptive due to medical necessity it may be subject to
prior authorization for coverage at no charge.
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See your handbook for important information about your prescription drug benefit, including
which drugs are covered, limitations, and more.
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6134206

Medical Benefit Summary

Navigator HSA 2500_20+Rx
Non-embedded S3

Benefit Year: Calendar Year

Provider Network: Navigator

Deductible Per Benefit Year In-network Out-of-network

Individual/Family $2,500/$5,000 $7,500/$15,000

Out-of-Pocket Limit Per Benefit
Year

In-network Out-of-network

Individual/Family $5,000/$8,150 $15,000/$30,000

Note: In-network deductible and out-of-pocket limit accumulate separately from the out-of-network
deductible and out-of-pocket limit. Even though you may have the same benefit for in-network and
out-of-network, your actual costs for services provided out-of-network may exceed this plan’s
out-of-pocket limit for out-of-network services. In addition, out-of-network providers may in certain
circumstances bill you for the difference between the amount charged by the provider and the
amount allowed by the insurance company (called balance billing). Balance billing amounts are not
counted toward the out-of-network out-of-pocket limit. For additional information about balance
billing or allowable fees, see your handbook.

The member is responsible for any amounts shown above, in addition to the
following amounts:

Service/Supply In-network Member Pays
Out-of-network Member

Pays

Preventive Care

Well baby/Well child care No deductible, 0% After deductible, 40%

Preventive physicals No deductible, 0% After deductible, 40%

Well woman visits No deductible, 0% After deductible, 40%

Preventive mammograms No deductible, 0% After deductible, 40%

Immunizations No deductible, 0% After deductible, 40%

Preventive colonoscopy No deductible, 0% After deductible, 40%

Prostate cancer screening No deductible, 0% After deductible, 40%

Professional Services
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Service/Supply In-network Member Pays
Out-of-network Member

Pays

Office and home visits
First three visits after

deductible, 0%. Subsequent
visits, after deductible, 20%*

After deductible, 40%

Naturopath office visits After deductible, 20% After deductible, 40%

Specialist office and home visits After deductible, 20% After deductible, 40%

Telehealth visits
First three visits after

deductible, 0%. Subsequent
visits, after deductible, 20%*

After deductible, 40%

Office procedures and supplies After deductible, 20% After deductible, 40%

Surgery After deductible, 20% After deductible, 40%

Outpatient rehabilitation and
habilitation services

After deductible, 20% After deductible, 40%

Acupuncture (12 visits per benefit
year)

After deductible, 20% After deductible, 40%

Chiropractic manipulation/Spinal
manipulation (20 visits per benefit
year)

After deductible, 20% After deductible, 40%

Massage therapy ($500 per
benefit year)

After deductible, 20% After deductible, 40%

Hospital Services

Inpatient room and board After deductible, 20% After deductible, 40%

Inpatient rehabilitation and
habilitation services

After deductible, 20% After deductible, 40%

Skilled nursing facility care After deductible, 20% After deductible, 40%

Outpatient Services

Outpatient surgery/services After deductible, 20% After deductible, 40%

Diagnostic imaging – advanced After deductible, 20% After deductible, 40%

Diagnostic and therapeutic
radiology/laboratory and dialysis
– non-advanced

After deductible, 20% After deductible, 40%

Urgent and Emergency Services

Urgent care center visits After deductible, 20% After deductible, 40%
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Service/Supply In-network Member Pays
Out-of-network Member

Pays

Emergency room visits – medical
emergency

After deductible, 20% After deductible, 20%

Emergency room visits –
non-emergency

After deductible, 20% After deductible, 40%

Ambulance, ground After deductible, 20% After deductible, 20%

Ambulance, air After deductible, 20% After deductible, 20%

Maternity Services**

Physician/Provider services
(global charge)

After deductible, 20% After deductible, 40%

Hospital/Facility services After deductible, 20% After deductible, 40%

Mental Health and Substance Use Disorder Services

Office visits
First three visits after

deductible, 0%. Subsequent
visits, after deductible, 20%*

After deductible, 40%

Inpatient care After deductible, 20% After deductible, 40%

Residential programs After deductible, 20% After deductible, 40%

Other Covered Services

Allergy injections After deductible, 20% After deductible, 40%

Durable medical equipment After deductible, 20% After deductible, 40%

Home health services After deductible, 20% After deductible, 40%

Transplants After deductible, 0% After deductible, 40%

This is a brief summary of benefits. Refer to your handbook for additional
information or a further explanation of benefits, limitations, and exclusions.

* First 3 visits per benefit year combined for Professional Services – Office and home visits,
Telehealth visits, and Mental Health and Substance Use Disorder Services – Office visits.
** Medically necessary services, medication, and supplies to manage diabetes during pregnancy from
conception through six weeks postpartum will not be subject to a deductible, copayment, or
coinsurance.
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Additional information
What is the deductible?

Your plan’s deductible is the amount of money that you pay first, before your plan starts to pay. You’ll
see that many services, especially preventive care, are covered by the plan without you needing to
meet the deductible. The individual deductible applies if you enroll without dependents. If you and one
or more dependents enroll, you and your dependents must satisfy the family deductible before
benefits are paid.
Note that there is a separate category for in-network and out-of-network when it comes to meeting
your deductible.

What is the out-of-pocket limit?

The out-of-pocket limit is the most you’ll pay for covered services during the benefit year. Once the
out-of-pocket limit has been met, the plan will pay 100 percent of allowed amounts for covered
services for the rest of that benefit year. The individual out-of-pocket limit applies only if you enroll
without dependents. If you and one or more dependents enroll, you and your dependents must satisfy
the family out-of-pocket limit. Be sure to check your handbook, as there are some charges, such as
non-essential health benefits, penalties, and balance billed amounts that do not count toward the
out-of-pocket limit.
Note that there is a separate category for in-network and out-of-network when it comes to meeting
your out-of-pocket limit.

Payments to providers

Payment to providers is based on the prevailing or allowable fee for covered services. In-network
providers accept the allowable fee as payment in full. Services of out-of-network providers could
result in out-of-pocket expense in addition to the percentage indicated.

Prior authorization

Coverage of certain medical services and surgical procedures requires a benefit determination by
PacificSource before the services are performed. This process is called prior authorization. Prior
authorization is necessary to determine if certain services and supplies are covered under this plan,
and if you meet the plan’s eligibility requirements. Prior authorization does not change your
out-of-pocket expense for in-network and out-of-network providers. You can search for procedures
and services that require prior authorization on our website, Authgrid.PacificSource.com (select
Commercial for the line of business).

Discrimination is against the law

PacificSource Health Plans complies with applicable federal civil rights laws and does not
discriminate on the basis of race, color, national origin, age, disability, or sex. PacificSource does not
exclude people or treat them differently because of race, color, national origin, age, disability, or sex.
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6134204

Prescription Drug Benefit Summary

OR 20P 2500D S2 ODL

Benefit Year: Calendar Year

Formulary: Oregon Drug List (ODL)

This plan includes coverage for prescription drugs and certain other pharmaceuticals, subject to the
information below. This plan complies with federal healthcare reform. To check which tier your
prescription falls under, call our Customer Service team or visit PacificSource.com/find-a-drug.
The amount you pay for covered prescriptions at in-network pharmacies applies toward your plan’s
in-network medical out-of-pocket limit, the amount you pay for covered prescriptions at out-of-network
pharmacies applies toward your plan’s out-of-network out-of-pocket limit which is shown on the
Medical Benefit Summary. The copayment and/or coinsurance for prescription drugs obtained from
an in-network or out-of-network pharmacy are waived during the remainder of the benefit year in
which you have satisfied the medical out-of-pocket limit.

Medical Deductible

You must meet the medical deductible, which is shown on the Medical Benefit Summary, before your
prescription drug benefits begin.

PacificSource Expanded (Preventive) No-cost Drug List

Your prescription benefit includes certain outpatient drugs as a preventive benefit at no deductible, $0
copay. This includes specific drugs that are taken regularly to prevent a disease or to keep a specific
disease or condition from progressing. You can get a list of covered preventive drugs by contacting
our Customer Service team or visit PacificSource.com and select Find a Drug.

Affordable Care Act Standard Preventive No-cost Drug List

Your prescription benefit includes preventive care drugs at no cost to you and are not subject to a
deductible or MAC penalties. This benefit includes some drugs required by the Affordable Care Act,
including tobacco cessation drugs. These drugs are identified on the drug list as Tier 0.

Each time a covered prescription is dispensed, you are responsible for any
amounts shown above, in addition to the following amounts:

Service/
Supply

Tier 1 Member
Pays

Tier 2 Member
Pays

Tier 3 Member
Pays

Tier 4 Member
Pays

In-network Retail Pharmacy

Up to a 90 day
supply:

After deductible,
20%

After deductible,
20%*

After deductible,
20%*

After deductible,
20%

In-network Mail Order Pharmacy

Up to a 90 day
supply:

After deductible,
20%

After deductible,
20%*

After deductible,
20%*

After deductible,
20%
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Service/
Supply

Tier 1 Member
Pays

Tier 2 Member
Pays

Tier 3 Member
Pays

Tier 4 Member
Pays

Compound Drugs**

Up to a 90 day
supply:

After deductible, 20%

Out-of-network Pharmacy

30 day maximum
fill, no more than
three fills allowed
per year:

After deductible, 90%

*Formulary prescription insulin will not be subject to a deductible and limited to $85 copay per 30 day
supply.
**Compounded medications are subject to a prior authorization process. Compounds are generally
covered only when all commercially available formulary products have been exhausted and all the
ingredients in the compounded medications are on the applicable formulary.
Specialty Medications must be filled through an in-network specialty pharmacy and are limited to a 30
day supply.
MAC B - Unless the prescribing provider requires the use of a brand name drug, the prescription will
automatically be filled with a generic drug when available and permissible by state law. If you receive
a brand name drug when a generic is available, you will be responsible for the brand name drug’s
copayment and/or coinsurance plus the difference in cost between the brand name drug and its
generic equivalent after the medical deductible is met. If your prescribing provider requires the use of
a brand name drug, the prescription will be filled with the brand name drug and you will be
responsible for the brand name drug’s copayment and/or coinsurance after the medical deductible is
met. The cost difference between the brand name and generic drug does not apply toward the
medical deductible or out-of-pocket limit. Does not apply to preventive bowel prep kits covered under
USPSTF guidelines.
If your provider prescribes a brand name contraceptive due to medical necessity it may be subject to
prior authorization for coverage at no charge.
See your handbook for important information about your prescription drug benefit, including
which drugs are covered, limitations, and more.
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6134209

Vision Benefit Summary

Vision 10-400 S2

Benefit Year: Calendar Year
The following shows the vision benefits available under this plan for all covered vision exams, lenses,
and frames when performed or prescribed by a licensed ophthalmologist or licensed optometrist.
Coverage for pediatric services will end on the last day of the month in which the member turns 19.
Copayment and/or coinsurance for covered charges apply to the medical plan’s out-of-pocket limit.

Service/Supply In-network Member Pays Out-of-network Member Pays

Members Age 18 and Younger

Eye exam No deductible, $10 No deductible up to $40 then
100%

Vision hardware
No deductible, 0% for one pair
per year for frames or lenses

No deductible, 0% for one pair
per year up to $75 then 100%

for frames and/or lenses

Members Age 19 and Older

Eye exam No deductible, $10 No deductible up to $40 then
100%

Vision hardware No deductible, 0% up to $400

Benefit Limitations: members age 18 and younger

l One vision exam every benefit year.
l Vision hardware includes glasses (lenses and frames) or contacts (lenses and fitting) once per

benefit year.

Benefit Limitations: members age 19 and older

l One vision exam every benefit year.
l Vision hardware includes glasses (lenses and frames) and/or contacts (lenses and fitting). Benefit

maximum is per benefit year.
l Anti-reflective coatings and scratch resistant coatings are covered.

Exclusions

l Charges for services or supplies covered in whole or in part under any medical or vision benefits
provided by an employer.

l Expenses covered under any workers’ compensation law.
l Eye exams required as a condition of employment, required by a labor agreement or government

body.
l Medical or surgical treatment of the eye.
l Nonprescription lenses.
l Plano contact lenses.
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l Services or supplies not listed as covered services.
l Services or supplies received before this plan’s coverage begins or after it ends.
l Special procedures, such as orthoptics or vision training.
l Visual analysis that does not include refraction.

Important information about your vision benefits

Your plan includes coverage for vision services. To make the most of those benefits, it’s important to
keep in mind the following:
In-network Providers: PacificSource is able to add value to your vision benefits by contracting with a
network of vision providers. Those providers offer vision services at discounted rates, which are
passed on to you in your benefits.
Paying for Services: Our provider contracts require in-network providers to bill us directly whenever
you receive covered services and supplies. Providers will verify your vision benefits.
In-network providers should not ask you to pay the full cost in advance. They may only collect your
share of the expense up front, such as copayments and amounts over your plan’s maximum benefit.
If you are asked to pay the entire amount in advance, tell the provider you understand they have a
contract with PacificSource and they should bill PacificSource directly.
Sales and Special Promotions (sales and promotions are not considered insurance): Vision
retailers often use coupons and promotions to bring in new business, such as free eye exams,
two-for-one glasses, or free lenses with purchase of frames. Because in-network providers already
discount their services through their contract with PacificSource, your plan’s in-network benefits
cannot be combined with any other discounts or coupons. You can use your plan’s in-network
benefits, or you can use your plan’s out-of-network benefits to take advantage of a sale or coupon
offer.
If you do take advantage of a special offer, the in-network provider may treat you as an uninsured
customer and require full payment in advance. You can then send the claim to PacificSource yourself,
and we will reimburse you according to your plan’s out-of-network benefits.
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6134210

Dental Benefit Summary

Preventive Dental 2000 S3

Benefit Year: Calendar Year
This plan covers the following services when performed by a provider to the extent that they are
operating within the scope of their license as required under law in the state of issuance, and when
determined to be necessary, usual, and customary by the standards of generally accepted dental
practice for the prevention or treatment of oral disease or for accidental injury, including masticatory
function (chewing of food).

Benefit Maximum Per Benefit Year

$2,000 per person. Applies to Class II and Class III services.

Exclusion Period Number of Consecutive Months

All Services None
The member is responsible for any amounts shown above, in addition to the
following amounts:

Service/Supply All Providers Member Pays

Class I Services

Examinations 0%

Bitewing films, full mouth x-rays, cone
beam x-rays, and/or panorex

0%

Dental cleaning (prophylaxis and
periodontal maintenance)

0%

Fluoride (topical or varnish applications) 0%

Sealants 0%

Space maintainers 0%

Athletic mouth guards 0%

Brush biopsies 0%

Class II Services

Fillings 0%

Simple extractions 0%

Periodontal scaling and root planing 0%
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Service/Supply All Providers Member Pays

Full mouth debridement 0%

Complicated oral surgery 0%

Pulp capping 0%

Pulpotomy 0%

Root canal therapy 0%

Periodontal surgery 0%

Tooth desensitization 0%

Class III Services

Crowns 0%

Dentures 0%

Bridges 0%

Replacement of existing prosthetic
device

0%

Implants 0%

This is a brief summary of benefits. Refer to your handbook for additional
information or a further explanation of benefits, limitations, and exclusions.
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Additional information

PSGBS.OR.LG.DENTAL.0124 C

What is the deductible?

Your plan’s deductible is the amount of money that you pay first, before your plan starts to pay. You’ll 
see that some services are covered by the plan without you needing to meet the deductible. The 
individual deductible applies if you enroll without dependents. If you and one or more dependents 
enroll, the individual deductible applies for each member only until the family deductible has been 
met.

What is the benefit maximum?

The benefit maximum is the maximum amount payable by this plan for covered services received 
each benefit year. Expenses for Class I Services do not apply toward the maximum.

What is an exclusion period?

A member must be enrolled under the plan for the period of time stated above before this plan pays 
benefits. The exclusion period is waived for members who are covered under this plan on the plan’s 
original effective date if the member was continuously covered under a predecessor plan of the 
employer.

Prior authorization

Coverage of certain services and surgical procedures requires a benefit determination by 
PacificSource before the services are performed. This process is called prior authorization. Prior 
authorization is necessary to determine if certain services and supplies are covered under this plan, 
and if you meet the plan’s eligibility requirements. You can search for procedures and services that 
require prior authorization on our website, Authgrid.PacificSource.com (select Commercial for the line 
of business).

Discrimination is against the law

PacificSource Health Plans complies with applicable federal civil rights laws and does not 
discriminate on the basis of race, color, national origin, age, disability, or sex. PacificSource does not 
exclude people or treat them differently because of race, color, national origin, age, disability, or sex.
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Manage your benefits with InTouch 
whenever, wherever

LRG701_1223

Easily find in-network doctors, hospitals, specialists, alternative care 
providers, and more with InTouch—our secure web portal for members.

You can also:

• View your digital member ID card

• See if you’ve met your deductible and out-of-pocket max

• Find out which services are covered

• View your Explanation of Benefits statements

Create your InTouch account
1. Scan QR code

2. Click “Create account”

3. Follow the steps provided

Our app puts InTouch in your pocket
The myPacificSource app is a convenient way to 
access InTouch from your smartphone or tablet. 
You’ll find links to download the iOS or Android  
app at the page linked above. 

After you create your InTouch account, use your 
username and password to log in to the app.

PacSrc.co/
account

45

https://PacSrc.co/account
https://PacSrc.co/account


46



47



48



49



50



51



52



53



54



55



56



57



58





The information in this Benefits Resource Guide is presented for illustrative purposes and 
is based on information provided by the employer. The text contained in this Guide was 
taken from various summary plan descriptions and benefit information. While every effort 
was taken to accurately report your benefits, discrepancies or errors are always possible. 
In case of discrepancy between the Benefits Resource Guide and the actual plan 
documents, the actual plan documents will prevail. All information is confidential, pursuant 
to the Health Insurance Portability and Accountability Act of 1996. If you have any 
questions about this summary, contact Human Resources. 

© 2008-2011 Zywave, Inc. All rights reserved. 
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