
Summary of Benefits and Coverage: What this Plan Covers & What it Costs Coverage Period: 

https://www.healthcare.gov/sbc-glossary
https://www.healthcare.gov/coverage/preventive-care-benefits/




* For more information about limitations and exceptions, see the plan or policy document at PriorityHealth.com. 3 of 7 

  

Common 
Medical Events 

Services You May Need 
What You Will Pay 

Limitations, Exceptions & Other Important Information  Network Provider 
(You will pay the least) 

Non-Network Provider 
(You will pay the most) 

If you need drugs to 
treat your illness or 
condition 
  
More information 
about prescription 
drug coverage is 
available at 
https://www.priorityhea
lth.com/prog/pharmac
y/pharmacy.cgi 

Preferred generic drugs 
(Tier 1a) 

$10 co-pay/ retail prescription 
$25 co-pay/ mail order 
prescription 

Not covered Covers up to a 31-day supply (retail prescription); Covers up to a 
90-day supply (mail order and retail prescription), excluding 
Specialty Drugs. 
40% co-insurance/ prescription for infertility drugs up to a 
lifetime maximum of $3,000.  
Deductible does not apply. 

Other generic drugs 
(Tier 1b) 

$20 co-pay/ retail prescription 
50 co-pay/ mail order 
prescription 

Not covered 

Preferred brand drugs  
(Tier 2) 

$50 co-pay/ retail prescription 
$125 co-pay/ mail order 
prescription  

Not covered 

Non-preferred brand drugs  
(Tier 3)  

$70 co-pay/ retail prescription 
$175 cop-pay /mail order 
prescription 

Not covered 

Deductible does not apply. Preferred specialty drugs 
(Tier 4) 

$1,000 co-pay/ retail 
prescription 

Not covered 

Non-p
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Common 
Medical Events 

Services You May Need 
What You Will Pay 

Limitations, Exceptions & Other Important Information Network Provider 
(You will pay the least) 

Non-Network Provider 
(You will pay the most) 

If you have a 
hospital stay
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About these Coverage Examples: 

 This is not a cost estimator.  Treatments shown are just examples of how this plan might cover medical care.  Your actual costs will be different 
depending on the actual care you receive, the prices your providers charge, and many other factors.  Focus on the cost sharing amounts (deductibles,   
co-payments, and co-insurance) and excluded services under this plan.  Use this information to compare the portion of costs you might pay under different 
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