
METROWEST YMCA
2015 Medical Plan Options

NATIONAL MARKETPLACE  
PLAN LEVEL EQUIVALENT

Choice Plus 100/80 Choice Plus 80/60 High Deductible 
Health Plan 2500

PLATINUM GOLD SILVER

MEDICAL COVERAGE In-Network Out-of-Network In-Network Out-of-Network In-Network Out-of-Network

WELLNESS EXAMS &  
PREVENTIVE VISITS

100% with  
No Copay

80%* 
Mammogram 
Pap Smear

100% with  
No Copay

60%* 
Mammogram 
Pap Smear

100%  
Not Subject  

To Deductible
Not Covered

DEDUCTIBLE None
$600/Indiv.
$1,200/Fam.

None
$1,000/Indiv.
$2,000/Fam.

$2,500/Ind.2

$5,000/Fam.
$4,000/Ind.2

$8,000/Fam.

PHYSICIAN OFFICE VISIT
Copays:
$25/PCP

$35/Specialists
80%*

Copays:
$25/PCP

$35/Specialists
60%* 100%* 70%*

INPATIENT HOSPITAL 100% after  
$200 Copay

80%* 80% 60%* 100%* 70%*

OUTPATIENT HOSPITAL 100% after  
$100 Copay

80%* 80% 60%* 100%* 70%*

EMERGENCY ROOM 100% after $125 Copay
(waived if admitted)

100% after $125 Copay
(waived if admitted)

100%*

URGENT CARE/ 
CONVENIENCE CARE

100% after  
$75 Copay

80%*
100% after  
$75 Copay

60%* 100%* 70%*

OTHER ELIGIBLE CHARGES 100% 80%* 80% 60%* 100%* 70%*

ANNUAL OUT-OF-
POCKET MAXIMUM

$2,000/Ind. 1

$4,000/Fam. 
$6,600/Ind.1

$13,200 Fam.
$3,000/Ind.1

$6,000/Fam.
$13,000/Ind.1

$26,000/Fam.
$2,500/Ind. 2

$5,000/Fam.
$7,500/Ind. 2

$15,000/Fam.

LIFETIME MAXIMUM UNLIMITED UNLIMITED UNLIMITED

PRESCRIPTION DRUGS Generic Preferred
Non-

Preferred
Generic Preferred

Non-
Preferred

100%* Not CoveredRetail Network  (31 days) $10 $30 $50 $10 $30 $50

Mail Order (90 Days) $25 $70 $125 $25 $70 $125

IN-NETWORK VISION EyeMed SELECT Plan  EyeMed SELECT Plan  EyeMed SELECT Plan  

Provided by EyeMed  
Vision Care

$10 Copay for Annual Eye Exam 
Discount for Glasses & Contacts

$10 Copay for Annual Eye Exam 
Discount for Glasses & Contacts

$10 Copay for Annual Eye Exam 
Discount for Glasses & Contacts

Choice Plus 100/80 & 80/60:
(*)  Subject to deductible.
(1) Annual Out-of-Pocket Maximum includes deductibles, copays, and covered coinsurance. 

HDHP 2500:
Complies with IRS requirements to establish a Health Savings Account (HSA). 
(*) All charges on this plan are subject to deductible, with the exception of Wellness/Preventive Screenings and Vision.

(2)  If dependents are covered, the combined total eligible expenses of all family members must equal the family deductible before any plan benefits are paid for any member. The out-of-pocket limit 
for in-network coverage is $5,000 for family coverage, which applies to the family collectively, and which includes the family deductible. The out-of-pocket limit for an individual is $2,500, which also 
includes the deductible. This also applies for out-of-network coverage when out-of-pocket expenses reach $7,500 for an individual and $15,000 for a family, both of which include the deductible.



BENEFITS GLOSSARY

CO-INSURANCE: Your share of the costs of a covered 
health care service, calculated as a percent (for example, 
20%) of the allowed amount for the service. You pay co-
insurance plus any deductibles you owe.

CO-PAYMENT: A fixed amount (for example, $25) you pay 
for a covered health care service, usually when you receive 
the service.  The amount can vary by the type of covered 
health care service.  

DEDUCTIBLE: The amount you owe for covered health 
care services before your health insurance plan begins to 
pay. For example, if your deductible is $1000, your plan 
won’t pay anything until you’ve met your $1000 deductible 
for covered health care services that are subject to the 
deductible. The deductible may not apply to all services.

ANNUAL OUT-OF-POCKET MAXIMUM: The most you pay 
during a calendar year. If you exceed the annual maximum, 
the Plan pays 100% of eligible expenses for covered health 
services through the end of the calendar year. The out-of-
pocket limit includes deductibles and covered coinsurance 
payments—and starting in 2014, also includes copays.

For a more in-depth Glossary of Health Coverage and 
Medical Terms, visit YMCA Employee Benefits on 
Exchange, under Member Resources/Medical or go 
directly to:  yexchange.org/YMCAEmployeeBenefits/
Resources/Benefits-Glossary.pdf

Women’s Health and Cancer Rights Act Notice
As required by the Women’s Health and Cancer Rights Act (WHCRA) of 1998, all YMCA Employee Benefits 
medical plans provide coverage for:

1. All stages of reconstruction of the breast on which the mastectomy has been performed

2. Surgery and reconstruction of the other breast to produce a symmetrical appearance; and

3. Prosthesis and physical complications of mastectomy, including lymphedemas, in a manner 
determined in consultation with the attending physician and the patient. 

Such coverage may be subject to annual deductibles and coinsurance provisions as may be deemed 
appropriate, and are consistent with those established for other benefits under the plan or coverage.

https://yexchange.org/YMCAEmployeeBenefits/Resources/Benefits-Glossary.pdf
https://yexchange.org/YMCAEmployeeBenefits/Resources/Benefits-Glossary.pdf

