Geisinger

Covered Covered
Copayment SO SO
Limits None None
Prior authorization/referral needed No No
Copayment SO SO
Limits None None
Prior authorization/referral needed

Yes Yes

Covered Covered
Copayment SO SO
Limits None None
Prior authorization/referral needed No No

Covered Covered
Copayment SO SO
Limits None None
Prior authorization/referral needed No No

Covered Covered
Copayment SO SO
Limits None None
Prior authorization/referral needed No No
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Covered Covered
Copayment $0 $0
Limits None None

Prior authorization/referral needed

Referral needed

Referral needed

Covered Covered
Copayment $0 $0
Limits None None
Prior authorization/referral needed No No
Covered Covered
Copayment $0 $0
Limits None None
Prior authorization/referral needed No No
Covered Covered
Copayment $0 S0
Limits None None
Prior authorization/referral needed No No
Covered Covered
Copayment $0 S0
Limits None None

Prior authorization/referral needed

Prior authorization needed

Prior authorization needed

Rev 032017, 11092020




Geisinger

Chiropractic Services Covered Covered
Copayment SO $1.00
Limits None None
Prior authorization/referral needed
None None
Dental Services (routine) Covered Covered
Copayment $0 S0
Limits 2 per calendar year (every 6 2 per calendar year (every 6

months. More if medically
necessary)

months. More if medically
necessary)

Prior authorization/referral needed

None None
Optometrist Services Covered Covered
Copayment SO SO
L 2 visits (exams) per benefit
Limits
None year
Prior authorization/referral needed
No No
Eyeglass Lenses Yes Yes
Copayment SO SO
Limits 4 lenses per calendar year 4 lenses per calendar year

(more if medically necessary)

(more if medically necessary)

Prior authorization/referral needed No No
Eyeglass Frames Yes Yes
Copayment $0 $0
Limits 2 frames per calendar year 2 frames per calendar year

(more if medically necessary)

(more if medically necessary)

Rev 032017, 11092020




Geisinger

Prior authorization/referral needed No No
Contact Lenses Yes Yes
Copayment SO SO
Limits 4 lenses per calendar year 4 lenses per calendar year

(instead of glasses)

(instead of glasses)

Prior authorization/referral needed No No
Podiatry Services Covered Covered
Copayment $0 S0
Limits Nail trimming is covered only Nail trimming is covered only if

if medically necessary.

Not Covered- Routine foot
care including the cutting or
removal of corns, callouses,
and other routine hygienic
care.

medically necessary.

Not Covered- Routine foot care
including the cutting or removal
of corns, callouses, and other
routine hygienic care.

Prior authorization/referral needed

Referral needed

Referral needed

Laboratory Services Covered Covered
Copayment $0 S0
Limits None None
Prior authorization/referral needed No No

X-ray Covered Covered
Copayment SO $1.00 per service
Limits None None
Prior authorization/referral needed No No

Diagnostic Radiology:

Covered Covered

Rev 032017, 11092020




Geisinger

Copayment

S0

$1.00 per service

Limits

None

None

Prior authorization/referral needed

Prior authorization needed for
some services.

Prior authorization needed for
some services.

Copayment $0 S0
- Initial training for home
dialysis is limited to 24 sessions
per patient per calendar year.

Limits None
- Backup visits to the facility
limited to no more than 75 per
calendar year

Prior authorization/referral needed No No

Covered

Covered, only when provided by
a hospital, outpatient clinic, or
home health provider

Copayment

S0

S0

Limits

None

None

Prior authorization/referral needed

Prior authorization needed

Prior authorization needed

Covered

Covered

Copayment

S0

S0
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Limits

None

None

Prior authorization/referral needed

Referral needed

Referral needed

Covered Covered
Copayment SO $3.00
Limits None None
Prior authorization/referral needed No No

Covered Covered
Copayment SO $3.00
Limits None None
Prior authorization/referral needed No No
Copayment S0 S0
Limits None None
Prior authorization/referral needed No No

Covered Covered
Copayment N :::Iiesrs;j::, $21 maximum per
Limits None None

Prior authorization/referral needed

Copayment

Prior authorization needed

Prior authorization needed

Covered

Covered

S0

$3 per day, $21 maximum per
admission

Limits

None

None
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Prior authorization/referral needed

Prior authorization needed

Prior authorization needed

Intermediate Care Facilities (for individuals with an
intellectual disability or other related condition)

Covered, requires an institutional

Covered level of care
Copayment SO SO
Limits None None

Prior authorization/referral needed

Prior authorization needed

Prior authorization needed

Skilled Nursing Facility (SNF) Covered Covered
Copayment S0 S0
30 consecutive days are covered [30 consecutive days are covered
Limits then Fee-for-Service program  {then Fee-for-Service program

provides coverage, no longer
covered by GHP Family.

provides coverage, no longer
covered by GHP Family.

Prior authorization/referral needed

Prior authorization needed

Prior authorization needed

Home Healthcare (including nursing aide and Covered Covered
therapy services)
Copayment SO SO
Unlimited for first 28 days;
Limits limited to 15 days every month
None thereafter

Prior authorization/referral needed

Prior authorization needed for
certain services.

Prior authorization needed for
certain services.

Hospice Care Covered Covered
Copayment S0 S0
Limitation on Respite Care, may
Limits not exceed a total of 5 days ina
None 60-day certification period.
Prior authorization/referral needed None None
Durable Medical Equipment (DME) Covered Covered
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Copayment

S0

52

Limits

None

None

Prior authorization/referral needed

Prior authorization needed for
some services.

Prior authorization needed for
some services.
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