
BUY-UP PLAN

	

	<00bT>NETWORK<\00bT> PROVIDERS
	NON‑<00bT>NETWORK<\00bT> PROVIDERS

	<00yI>MAXIMUM LIFETIME BENEFIT AMOUNT<\00yI>
	$2,000,000



	<00yJ>Note: The maximums listed below are the total for Network and Non-Network expenses. For example, if a maximum of 60 days is listed twice under a service, the Calendar Year maximum is 60 days total which may be split between Network and Non-Network providers.<\00yJ>

	<00yK>DEDUCTIBLE, PER CALENDAR YEAR<\00yK>

	<00yL>Per Covered Person<\00yL>
	<00bW>$300<\00bW>
	<00bY>$1,000<\00bY>

	<00yN>The Calendar Year deductible is waived for the following Covered Charges:<\00yN><00yO>
-    Network Physician Office Visits<\00yO><00yP>
-    Network Outpatient Surgery<\00yP><00yQ>
-    Pre-Admission Testing<\00yQ>

	<00yD>COPAYMENTS<\00yD>

	<00yE>Hospital services<\00yE>
	<00wF>$300<\00wF>
	<00wJ>Not Applicable<\00wJ>

	Outpatient surgery
	<00wH>$100<\00wH>
	<00wL>Not Applicable<\00wL>

	Primary Physician visits
	<00wG>$20<\00wG>
	<00wK>Not Applicable<\00wK>

	Specialist Physician visits
	$40
	Not Applicable

	Preventive Care
	$20
	Not Applicable

	Pregnancy (Initial Visit)
	$25
	Not Applicable

	Spinal Manipulation

Chiropractic
	$40
	Not Applicalbe

	Eye Exam
	$20
	$30

	Mental Facility (Inpatient)
	$250
	Not Applicable

	Mental Facility (Outpatient)
	$20
	Not Applicable

	<00yR>MAXIMUM OUT-OF-POCKET AMOUNT, PER CALENDAR YEAR<\00yR>

	<00yS>Per Covered Person<\00yS>
	<00bl>$1,700<\00bl>
	<00bm>$5,750<\00bm>

	<00yT>Per Family Unit<\00yT>
	<00bn>$3,400<\00bn><00zn><\00zn>
	<00bo>$11,500<\00bo><00zo><\00zo>

	<00yU>The Plan will pay the designated percentage of Covered Charges until out-of-pocket amounts are reached, at which time the Plan will pay 100% of the remainder of Covered Charges for the rest of the Calendar Year unless stated otherwise.<\00yU>

	<00yV>The following charges do not apply toward the out-of-pocket maximum and are never paid at 100%.<\00yV><00yW>
   Deductible(s)<\00yW><00yZ><\00yZ><00ya><\00ya><00yb>
   Cost containment penalties<\00yb><00yc><\00yc><00yd>
   Copayments<\00yd><00ye><\00ye><014g><\014g><014h><\014h><00yf>
   Durable Medical Equipment (Non-Network Only)<\00yf>

	<00yg>COVERED CHARGES<\00yg>

	<00yj>Hospital Services<\00yj>

	<00yk>Room and Board<\00yk>
	90% of the semiprivate room rate after copayment and deductible
	70% of the semiprivate room rate after deductible

	<00yl>Intensive Care Unit<\00yl>
	90% of the Hospital's ICU Charge after copayment and deductible
	70% of the Hospital's ICU Charge after deductible

	<00ym>Skilled Nursing Facility<\00ym>
	90% of the facility's semiprivate room rate after deductible

within 14 days of a 3 day stay<\00ur><00xX>
60 days Calendar Year maximum<\00xX>
	70% of the facility's semiprivate room rate after deductible

within 14 days of a 3 day stay<\00ur><00xX>
60 days Calendar Year maximum<\00xX>

	Emergency Room
	90% after deductible
	70% after deductible

	Outpatient Surgery
	100% after copayment
	70% after deductible

	Pre-Admission Testing
	100% deductible waived
	100% deductible waived

	<00yn>Physician Services<\00yn>

	<00yo>Inpatient visits<\00yo>
	<00cN>90%<\00cN> <00cP>after deductible<\00cP>
	<00cO>70%<\00cO> <010S>after deductible<\010S>

	<00yp>Office visits<\00yp>
	<00cQ>100%<\00cQ> <00cS>after copayment<\00cS>
	<00cR>70%<\00cR> <010T>after deductible<\010T>

	<00yq>Surgery<\00yq>
	<00cT>90%<\00cT> <00cU>after deductible<\00cU>
	<00cV>70%<\00cV> <010U>after deductible<\010U>

	<012k>Allergy testing<\012k>
	<012m>90%<\012m> <012n>after deductible<\012n>
	<012o>70%<\012o> <012p>after deductible<\012p>

	<012q>Allergy serum and injections<\012q>
	<012r>90%<\012r> <012s>after deductible<\012s>
	<012t>70%<\012t> <012u>after deductible<\012u>

	<00yr>Home Health Care<\00yr>
	<00cW>90%<\00cW> <00cX>after deductible<\00cX><00hm>
75 Calendar Year maximum<\00hm>
	<00hi>70%<\00hi> <010V>after deductible<\010V><00hk>
75 Calendar Year maximum<\00hk>

	<00ys>Outpatient Private Duty Nursing<\00ys>
	<00x1>90%<\00x1> <00cd>after deductible<\00cd><00cf>
90 eight hour shifts Calendar Year maximum<\00cf>
	<00hn>70%<\00hn> <010W>after deductible<\010W><00cg>
90 eight hour shifts Calendar Year maximum<\00cg>

	<00yt>Hospice Care<\00yt>
	<00ch>90%<\00ch> <00cj>after deductible<\00cj><00cl><\00cl><00d0>
180 days inpatient and outpatient Lifetime maximum<\00d0>
	<00xR>70%<\00xR> <010X>after deductible<\010X><00ut><\00ut><00wP>
180 days inpatient and outpatient Lifetime maximum<\00wP>

	<00yv>Ambulance Service<\00yv>
	<00cw>90%<\00cw> <00d3>after deductible<\00d3><00uy><\00uy>
	70% <010Z>after deductible<\010Z><00ux><\00ux>

	Occupational, Speech and Physical Therapy
	<00dN>90%<\00dN> <00dP>after deductible<\00dP><00dS><\00dS>
	<00dO>70%<\00dO> <010b>after deductible<\010b><00dT><\00dT>

	<00z1>Durable Medical Equipment<\00z1>
	<00fR>80%<\00fR> <00fT>after deductible<\00fT><00fV><\00fV><00uz><\00uz>
	<00fS>70%<\00fS> <010e>after deductible<\010e><00fY><\00fY><00fb><\00fb>

	<00z2>Prosthetics<\00z2>
	<00fc>80%<\00fc> <00fe>after deductible<\00fe><00fg><\00fg><00fi><\00fi>
	<00fd>70%<\00fd> <010f>after deductible<\010f><00fk><\00fk><00fm><\00fm>

	<00z3>Orthotics<\00z3>
	<00y2>80%<\00y2> <00y4>after deductible<\00y4><00y6><\00y6><00y8><\00y8>
	<00y3>70%<\00y3> <010g>after deductible<\010g

	<00z4>Spinal Manipulation Chiropractic<\00z4>
	<00fn>100%<\00fn> <00fp>after copayment<\00fp><00fr><\00fr>
	<00fo>70%<\00fo> <010h>after deductible<\010h><00ft>
20 visits limited to $30 per visit Calendar Year maximum<\00ft>

	Nutritional Education/ Therapy for Diabetes
	90% after deductible
	70% after deductible

	Other Eligible Expenses
	90% after deductible
	70% after deductible

	Mental Disorders & Substance Abuse (Combined)

	<00z6>Inpatient<\00z6>
	90% after copayment and deductible<00g9>
45 days Calendar Year maximum<\00g9><00gB><\00gB>
	<00g6>70%<\00g6> <010i>after deductible<\010i><00gV>
45 days Calendar Year maximum<\00gV><00gD><\00gD>

	<00z7>Outpatient<\00z7>
	<00gE>100%<\00gE> <010j>after copayment<\010j><00gH>
52 visits Calendar Year maximum<\00gH><00gJ><\00gJ>
	<00gF>50%<\00gF> <010k>after deductible<\010k><00gL>
52 visits Calendar Year maximum<\00gL><00gN><\00gN>

	<00zC>Preventive Care<\00zC>

	<00zD>Routine Well Adult Care<\00zD>
	<00gt>100%<\00gt> <00gu>after copayment<\00gu><00gw><\00gw>
	<00gx>70%<\00gx> <010o>after deductible<\010o><00gz><\00gz>

	Includes: office visits, pap smear, mammogram, prostate screening, gynecological exam, routine physical examination, x‑rays, laboratory blood tests, immunizations/flu shots (excluding foreign travel immunizations), routine eye examination and colonoscopy.

	Inpatient Routine Well Newborn Care
	<00h0>90%<\00h0> <00h1>after deductible<\00h1>
	<00h2>70%<\00h2> <010p>after deductible<\010p>

	<00zN>Routine Well Child Care<\00zN>
	<00h3>100%<\00h3> <00h4>after copayment<\00h4><00h6><\00h6>
	<00h7>70%<\00h7> <010q>after deductible<\010q><00h9><\00h9>

	Includes: office visits, routine physical examination (including sports exam), pap smear, gynecological exam, laboratory blood tests, x-rays and immunizations/Flu shots.

	<00zP>Organ Transplants<\00zP>

	Inpatient
	90% after copayment and deductible
	70% after deductible

	Outpatient
	90% after deductible
	70% after deductible

	<00zQ>Pregnancy<\00zQ>

	Initial Visit
	100% after copayment
	70% after deductible

	Delivery Charge
	90% after deductible
	70% after deductible

	Facility Charge
	90% after copayment and deductible
	70% after deductible

	Dependent daughters’ pregnancy not covered.


CORE PLAN

	

	<00bT>NETWORK<\00bT> PROVIDERS
	NON‑<00bT>NETWORK<\00bT> PROVIDERS

	<00yI>MAXIMUM LIFETIME BENEFIT AMOUNT<\00yI>
	$2,000,000



	<00yJ>Note: The maximums listed below are the total for Network and Non-Network expenses. For example, if a maximum of 60 days is listed twice under a service, the Calendar Year maximum is 60 days total which may be split between Network and Non-Network providers.<\00yJ>

	<00yK>DEDUCTIBLE, PER CALENDAR YEAR<\00yK>

	<00yL>Per Covered Person<\00yL>
	$500
	$1,500

	<00yN>The Calendar Year deductible is waived for the following Covered Charges:<\00yN><00yO>
-    Network Physician Office Visits<\00yO><00yP>
-    Network Outpatient Surgery<\00yP><00yQ>
-    Pre-Admission Testing<\00yQ>

	<00yD>COPAYMENTS<\00yD>

	<00yE>Hospital services<\00yE>
	$200
	<00wJ>Not Applicable<\00wJ>

	Primary Physician visits
	$25
	<00wK>Not Applicable<\00wK>

	Specialist Physician visits
	$50
	Not Applicable

	Preventive Care
	$25
	Not Applicable

	Pregnancy (Initial Visit)
	$25
	Not Applicable

	Spinal Manipulation

Chiropractic
	$50
	Not Applicalbe

	Eye Exam
	$25
	$30

	Mental Facility (Inpatient)
	$250
	Not Applicable

	Mental Facility (Outpatient)
	$25
	Not Applicable

	<00yR>MAXIMUM OUT-OF-POCKET AMOUNT, PER CALENDAR YEAR<\00yR>

	<00yS>Per Covered Person<\00yS>
	$2,500
	<00bm>$5,750<\00bm>

	<00yT>Per Family Unit<\00yT>
	$5,000
	<00bo>$11,500<\00bo><00zo><\00zo>

	<00yU>The Plan will pay the designated percentage of Covered Charges until out-of-pocket amounts are reached, at which time the Plan will pay 100% of the remainder of Covered Charges for the rest of the Calendar Year unless stated otherwise.<\00yU>

	<00yV>The following charges do not apply toward the out-of-pocket maximum and are never paid at 100%.<\00yV><00yW>
   Deductible(s)<\00yW><00yZ><\00yZ><00ya><\00ya><00yb>
   Cost containment penalties<\00yb><00yc><\00yc><00yd>
   Copayments<\00yd><00ye><\00ye><014g><\014g><014h><\014h><00yf>
   Durable Medical Equipment (Non-Network Only)<\00yf>

	<00yg>COVERED CHARGES<\00yg>

	<00yj>Hospital Services<\00yj>

	<00yk>Room and Board<\00yk>
	80% of the semiprivate room rate after copayment and deductible
	60% of the semiprivate room rate after deductible

	<00yl>Intensive Care Unit<\00yl>
	80% of the Hospital's ICU Charge after copayment and deductible
	60% of the Hospital's ICU Charge after deductible

	<00ym>Skilled Nursing Facility<\00ym>
	80% of the facility's semiprivate room rate after deductible

within 14 days of a 3 day stay<\00ur><00xX>
60 days Calendar Year maximum<\00xX>
	60% of the facility's semiprivate room rate after deductible

within 14 days of a 3 day stay<\00ur><00xX>
60 days Calendar Year maximum<\00xX>

	Emergency Room
	80% after deductible
	60% after deductible

	Outpatient Surgery
	80% after deductible
	60% after deductible

	Pre-Admission Testing
	100% deductible waived
	100% deductible waived

	<00yn>Physician Services<\00yn>

	<00yo>Inpatient visits<\00yo>
	80% <00cP>after deductible<\00cP>
	60% <010S>after deductible<\010S>

	<00yp>Office visits<\00yp>
	<00cQ>100%<\00cQ> <00cS>after copayment<\00cS>
	60%<\00cR> <010T>after deductible<\010T>

	<00yq>Surgery<\00yq>
	80% <00cU>after deductible<\00cU>
	60% <010U>after deductible<\010U>

	<012k>Allergy testing<\012k>
	80% <012n>after deductible<\012n>
	60% <012p>after deductible<\012p>

	<012q>Allergy serum and injections<\012q>
	80%<\012r> <012s>after deductible<\012s>
	60%<\012t> <012u>after deductible<\012u>

	<00yr>Home Health Care<\00yr>
	80% <00cX>after deductible<\00cX><00hm>
75 Calendar Year maximum<\00hm>
	60% <010V>after deductible<\010V><00hk>
75 Calendar Year maximum<\00hk>

	<00ys>Outpatient Private Duty Nursing<\00ys>
	80% <00cd>after deductible<\00cd><00cf>
90 eight hour shifts Calendar Year maximum<\00cf>
	60% <010W>after deductible<\010W><00cg>
90 eight hour shifts Calendar Year maximum<\00cg>

	<00yt>Hospice Care<\00yt>
	80% <00cj>after deductible<\00cj><00cl><\00cl><00d0>
180 days inpatient and outpatient Lifetime maximum<\00d0>
	60% <010X>after deductible<\010X><00ut><\00ut><00wP>
180 days inpatient and outpatient Lifetime maximum<\00wP>

	<00yv>Ambulance Service<\00yv>
	80% <00d3>after deductible<\00d3><00uy><\00uy>
	60%<\00cx> <010Z>after deductible<\010Z><00ux><\00ux>

	Occupational, Speech and Physical Therapy
	80% <00dP>after deductible<\00dP><00dS><\00dS>
	60% <010b>after deductible<\010b><00dT><\00dT>

	<00z1>Durable Medical Equipment<\00z1>
	<00fR>80%<\00fR> <00fT>after deductible<\00fT><00fV><\00Fv><00uz><\00uz>
	60% <010e>after deductible<\010e><00fY><\00fY><00fb><\00fb>

	<00z2>Prosthetics<\00z2>
	<00fc>80%<\00fc> <00fe>after deductible<\00fe><00fg><\00fg><00fi><\00fi>
	60% <010f>after deductible<\010f><00fk><\00fk><00fm><\00fm>

	<00z3>Orthotics<\00z3>
	<00y2>80%<\00y2> <00y4>after deductible<\00y4><00y6><\00y6><00y8><\00y8>
	60% <010g>after deductible<\010g

	<00z4>Spinal Manipulation Chiropractic<\00z4>
	<00fn>100%<\00fn> <00fp>after copayment<\00fp><00fr><\00fr>
	60% <010h>after deductible<\010h><00ft>
20 visits limited to $30 per visit Calendar Year maximum<\00ft>

	Nutritional Education/ Therapy for Diabetes
	80% after deductible
	60% after deductible

	Other Eligible Expenses
	80% after deductible
	60% after deductible

	Mental Disorders & Substance Abuse (Combined)

	<00z6>Inpatient<\00z6>
	80% after copayment and deductible<00g9>
45 days Calendar Year maximum<\00g9><00gB><\00gB>
	<00g660%<\00g6> <010i>after deductible<\010i><00gV>
45 days Calendar Year maximum<\00gV><00gD><\00gD>

	<00z7>Outpatient<\00z7>
	<00gE>100%<\00gE> <010j>after copayment<\010j><00gH>
52 visits Calendar Year maximum<\00gH><00gJ><\00gJ>
	<00gF>50%<\00gF> <010k>after deductible<\010k><00gL>
52 visits Calendar Year maximum<\00gL><00gN><\00gN>

	<00zC>Preventive Care<\00zC>

	<00zD>Routine Well Adult Care<\00zD>
	<00gt>100%<\00gt> <00gu>after copayment<\00gu><00gw><\00gw>
	60% <010o>after deductible<\010o><00gz><\00gz>

	Includes: office visits, pap smear, mammogram, prostate screening, gynecological exam, routine physical examination, x‑rays, laboratory blood tests, immunizations/flu shots (excluding foreign travel immunizations), routine eye examination and colonoscopy.

	Inpatient Routine Well Newborn Care
	80% <00h1>after deductible<\00h1>
	60% <010p>after deductible<\010p>

	<00zN>Routine Well Child Care<\00zN>
	<00h3>100%<\00h3> <00h4>after copayment<\00h4><00h6><\00h6>
	60% <010q>after deductible<\010q><00h9><\00h9>

	Includes: office visits, routine physical examination (including sports exam), pap smear, gynecological exam, laboratory blood tests, x-rays and immunizations/flu shots.

	<00zP>Organ Transplants<\00zP>

	Inpatient
	80% after copayment and deductible
	60% after deductible

	Outpatient
	80% after deductible
	60% after deductible

	<00zQ>Pregnancy<\00zQ>

	Initial Visit
	100% after copayment
	60% after deductible

	Delivery Charge
	80% after deductible
	60% after deductible

	Facility Charge
	80% after copayment and deductible
	60% after deductible

	Dependent daughters’ pregnancy not covered.


OUT-OF-AREA PLAN

	

	<00bT>NETWORK<\00bT> PROVIDERS
	NON‑<00bT>NETWORK<\00bT> PROVIDERS

	<00yI>MAXIMUM LIFETIME BENEFIT AMOUNT<\00yI>
	$2,000,000



	<00yK>DEDUCTIBLE, PER CALENDAR YEAR<\00yK>

	Per Covered Person
	$250

	Per Family
	3 Participants

	<00yN>The Calendar Year deductible is waived for the following Covered Charges:<\00yN>
· Pre-Admission Testing

· Routine Well Adult Care

	<00yR>MAXIMUM OUT-OF-POCKET AMOUNT, PER CALENDAR YEAR<\00yR>

	<00yS>Per Covered Person<\00yS>
	$3,000

	<00yT>Per Family Unit<\00yT>
	$5,000

	<00yU>The Plan will pay the designated percentage of Covered Charges until out-of-pocket amounts are reached, at which time the Plan will pay 100% of the remainder of Covered Charges for the rest of the Calendar Year unless stated otherwise.<\00yU>

	<00yV>The following charges do not apply toward the out-of-pocket maximum and are never paid at 100%.<\00yV><00yW>
   Deductible(s)<\00yW><00yZ><\00yZ><00ya><\00ya><00yb>
   Cost containment penalties

   Outpatient Substance Abuse

	<00yg>COVERED CHARGES<\00yg>

	<00yj>Hospital Services<\00yj>

	<00yk>Room and Board<\00yk>
	80% of the semiprivate room rate after deductible

	<00yl>Intensive Care Unit<\00yl>
	80% of the Hospital's ICU Charge after deductible

	<00ym>Skilled Nursing Facility<\00ym>
	80% of the facility's semiprivate room rate after deductible

within 14 days of a 3 day stay<\00ur><00xX>
60 days Calendar Year maximum<\00xX>

	Emergency Room
	80% after deductible

	Outpatient Surgery
	80% after deductible

	Pre-Admission Testing
	100% deductible waived

	<00yn>Physician Services<\00yn>

	<00yo>Inpatient visits<\00yo>
	80% <00cP>after deductible<\00cP>

	<00yp>Office visits<\00yp>
	80% after deductible

	<00yq>Surgery<\00yq>
	80% <00cU>after deductible<\00cU>

	<012k>Allergy testing<\012k>
	80% <012n>after deductible<\012n>

	<012q>Allergy serum and injections<\012q>
	80%<\012r> <012s>after deductible<\012s>

	<00yr>Home Health Care<\00yr>
	80% <00cX>after deductible<\00cX><00hm>
75 Calendar Year maximum<\00hm>

	<00ys>Outpatient Private Duty Nursing<\00ys>
	80% <00cd>after deductible<\00cd><00cf>
90 eight hour shifts Calendar Year maximum<\00cf>

	<00yt>Hospice Care<\00yt>
	80% <00cj>after deductible<\00cj><00cl><\00cl><00d0>
180 days inpatient and outpatient Lifetime maximum<\00d0>

	<00yv>Ambulance Service<\00yv>
	80% <00d3>after deductible<\00d3><00uy><\00uy>

	Occupational, Speech and Physical Therapy
	80% <00dP>after deductible<\00dP><00dS><\00dS>

	<00z1>Durable Medical Equipment<\00z1>
	<00fR>80%<\00fR> <00fT>after deductible<\00fT><00fV><\00fV><00uz><\00uz>

	<00z2>Prosthetics<\00z2>
	<00fc>80%<\00fc> <00fe>after deductible<\00fe><00fg><\00fg><00fi><\00fi>

	<00z3>Orthotics<\00z3>
	<00y2>80%<\00y2> <00y4>after deductible<\00y4><00y6><\00y6><00y8><\00y8>

	<00z4>Spinal Manipulation Chiropractic<\00z4>
	80% after deductible

	Nutritional Education/Therapy for Diabetes
	80% after deductible

	Other Eligible Expenses
	80% after deductible

	Mental Disorders & Substance Abuse (Combined)

	<00z6>Inpatient<\00z6>
	80% after deductible

45 days Calendar Year maximum<\00g9><00gB><\00gB>

	<00z7>Outpatient<\00z7>
	50% after deductible

52 visits Calendar Year maximum<\00gH><00gJ><\00gJ>

	<00zC>Preventive Care<\00zC>

	<00zD>Routine Well Adult Care<\00zD>
	80% deductible waived

	Includes: office visits, pap smear, mammogram, prostate screening, gynecological exam, routine physical examination, x‑rays, laboratory blood tests, immunizations/flu shots (excluding foreign travel immunizations), routine eye examination and colonoscopy.

	Inpatient Routine Well Newborn Care
	80% <00h1>after deductible<\00h1>

	<00zN>Routine Well Child Care<\00zN>
	80% after deductible

	Includes: office visits, routine physical examination (including sports exam), pap smear, gynecological exam, laboratory blood tests, x-rays and immunizations/flu shots.

	<00zP>Organ Transplants<\00zP>

	Inpatient
	80% after deductible

	Outpatient
	80% after deductible

	<00zQ>Pregnancy<\00zQ>

	Initial Visit
	80% after deductible

	Delivery Charge
	80% after deductible

	Facility Charge
	80% after deductible

	Dependent daughters’ pregnancy not covered.


****TP0102 17.0  MODIFIED  PRESCRIPTION DRUG BENEFIT

Calendar Year Deductible

Per Individual

$50

Per Family

$100
****TP0095 17.0  MODIFIED  
Retail Network Pharmacy (30 Day Supply)*mail-order rates will apply after fourth fill (original plus three refills)
****TP1278 17.0  UNMODIFIED
Generic
****TP1279 17.0  UNMODIFIED
Copayment

$<011U>10<\011U>
****TP8801 17.0  UNMODIFIED
Preferred<012H> <\012H>Brand
****TP5157 17.0  UNMODIFIED
Copayment

$<011V>25<\011V>
****TP8803 17.0  UNMODIFIED
Non-Preferred
****TP5158 17.0  UNMODIFIED
Copayment

$<011W>40<\011W>
****TP0101 17.0  MODIFIED  
Retail Non-Network Pharmacy (30 Day Supply)
Generic








70% after deductible
<012H>Preferred <\012H>Brand







70% after deductible
Non-Preferred







70% after deductible
Mail Order Prescription Drug (90 Day Supply)
****TP5161 17.0  UNMODIFIED
Generic
****TP5162 17.0  UNMODIFIED
Copayment

$<011Z>25<\011Z>
****TP8806 17.0  UNMODIFIED
Preferred Brand

Copayment

$65
****TP8808 17.0  UNMODIFIED
Non-Preferred Brand
****TP5164 17.0  UNMODIFIED
Copayment

$<011b>100<\011b>
*Penalty Maintenance – after the fourth fill at retail pharmacy, mail-order rates will apply for a 30-day supply.****TP2202 5.0   UNMODIFIED

