
 2010 MVP Benefit Comparison for Sole Proprietors

Services EPO E0044S EPO E0050S EPO E0018S HDHP EPO NEHD07S HDHP EPO NEHD08S

Annual Deductible N/A N/A $1,000/$2,000/$2,500 $1,500 Single; $3,000 Family $2,500 Single; $5,000 Family

Annual Out of Pocket Max N/A N/A $3,000/$6,000/$7,500 $2,500 Single; $5,000 Family $3,500 Single; $7,000 Family

Coinsurance N/A N/A 15% Coinsurance* 0% Coinsurance 0% Coinsurance

Referrals Not Required Not Required Not Required Not Required Not Required

PCP Office Visit $25 Copay $25 Copay $40 Copay Subject to deductible Subject to deductible

Specialist Visit $25 Copay $40 Copay $40 Copay Subject to deductible Subject to deductible

Routine Eye Exams $25 Copay** $40 Copay** $40 Copay** Not Covered Not Covered

Eyewear 80% Lens Coverage ($160 Max) 80% Lens Coverage ($160 Max) 80% Lens Coverage ($160 Max) Not Covered Not Covered

Hospital Inpatient $250 Copay $500 Copay 15% Coinsurance* Subject to deductible Subject to deductible

Outpatient Surgery $75 Copay $150 Copay 15% Coinsurance* Subject to deductible Subject to deductible

Emergency Room Care $50 Copay $100 Copay $200 Copay Subject to deductible Subject to deductible

Outpatient Mental Health $25 Copay (20 Visits) $40 Copay (20 Visits) $40 Copay (20 Visits) Subject to deductible (20 Visits) Subject to deductible (20 Visits)

Inpatient Mental Health $250 Copay $500 Copay 15% Coinsurance* Subject to deductible Subject to deductible

30 Day Annual Max

Prescription Coverage Tier 1/$10 $10 Copay Tier 1/$10 Tier 1/$10* Tier 1/$10*

Tier 2/$30 Generic Drug Coverage Only Tier 2/$30 Tier 2/$30* Tier 2/$30*

Mail Order: 2.5 copays Tier 3/$50 Tier 3/$50 Tier 3/$50* Tier 3/$50*

for 90 day supply $1,000 Annual Max per Member $1,000 Total Policy Annual Max *Subject to Deductible *Subject to Deductible

Dependent Coverage To Age 23 To Age 23 To Age 23 To Age 19 (Students to 25) To Age 19 (Students to 25)

Extra Benefits $300 WellStyle Rewards $300 WellStyle Rewards $300 WellStyle Rewards $300 WellStyle Rewards $300 WellStyle Rewards

www.mvphealthcare.com

Special Information Preventive Care Covered In Full Preventive Care Covered In Full Preventive Care Covered In Full Preventive Care Covered In Full Preventive Care Covered In Full

Domestic Partner Coverage Domestic Partner Coverage Domestic Partner Coverage Domestic Partners NOT covered Domestic Partners NOT covered

**1 exam/eyewear every 2 years **1 exam/eyewear every 2 years **1 exam/eyewear every 2 years CIGNA National Network CIGNA National Network

CIGNA National Network CIGNA National Network CIGNA National Network

Single $413.51 $370.40 $318.33 $269.76 $214.90

Family of 2 $827.03 $740.81 $636.68 $539.52 $429.78

Subscriber & Children $1,108.28 $994.45 $851.81 $725.72 $578.08

Family $1,108.28 $994.45 $851.81 $725.72 $578.08

*Services subject to deductible and coinsurance.

MVP High Deductible EPO MVP Preferred EPO 

This comparison is intended to be a brief summary of benefits only.  

It is not a contract. In the event of a dispute, subscriber contract will control. 2/25/2010
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www.bene-care.com


