
DO YOU HAVE 
HEALTH CARE OR 
SICK CARE?

Individual & 
Family Plan 
benefits



Review our plans 

At the top of each page of this brochure, you’ll find separate types of deductible and coinsurance plans. There are  
three distinct types of plans:

The Welcome Plans Two plans that help keep your costs down without 
compromising coverage. One plan features a 50 percent cost 
share for your first four outpatient visits and outpatient lab/
X-ray services, and the deductible does not apply until after 
the 4th visit. The other plan offers your first four outpatient 
visits at a $30 copayment, with 100 percent coverage for 
outpatient lab and X-rays for the first $500 per year.  
The deductible and coinsurance do not apply until after  
the 4th visit.

The Compass Plans These are traditional deductible and coinsurance plans that 
provide lower premiums for members.

The HealthPays™ HSA Plans These plans pair a qualified high-deductible health plan 
with a separate bank account in which members can set 
aside pretax money to help pay for medical expenses and 
choose how to spend their health care dollars. The account 
includes a variety of valuable financial services tied to  
the HealthPays Account online at www.ghc.org. These 
services will not be available if you choose your own 
financial institution.

Thank you for considering us for your care. We’re delighted to be able to serve the unique needs of our  
Group Health Cooperative Individual & Family Plan clients. 

How to use this brochure

Plan features

* Source: Group Health Executive Enrollment Report, October 2007

Network	 More than 1,000* Group Health doctors and clinicians,  
	 25 medical centers, and nearly 6,500* contracted providers.

Access to specialists	 Self-refer to most specialists at Group Health medical centers.
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Plan personalized services 

Whichever plan you choose, you have access 
to one of our most powerful and popular 
services: MyGroupHealth for Members.

It’s the Web site that lets you view, control,  
and track your care at Group Health. All  
Group Health Cooperative members can  
use MyGroupHealth to refill prescriptions, 
browse more than 5,000 health care topics,  
and check benefit and coverage information.

Plus, if you get care at a Group Health  
medical center, you can use MyGroupHealth  
to securely e-mail your doctor, get test results, 

view your online medical record, and check 
your child’s medical record (through age 12). 
You can also request an appointment with 
your personal physician and most Group Health 
specialists, without a referral.

And now it’s easier to sign up. Just log on to  
and register for MyGroupHealth. You’ll then 
receive a confirmation code in the mail. Just 
type the code into MyGroupHealth and you’re 
set. It’s a simple step that simply gives you 
health care access like no other.
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Coverage
The Welcome plans

The
Welcome $500 plan

The
Welcome $1,750 plan

Annual Deductible  
The amount a member pays for services before coinsurance applies. 
Deductible does not apply to out-of-pocket limit, except for the 
HealthPaysTM Health Savings Account plans.

$500 per person or $1,500 per family $1,750 per person or $4,500 per family

Member Coinsurance
The percentage amounts the member pays after the annual deductible, 
unless otherwise noted.

20% 50%

Out-of-Pocket Limit  
The maximum amount of specified out-of-pocket expenses incurred and 
paid during the calendar year for covered services received by the contract 
holder and/or his or her dependents.

$2,000 per person or $6,000 per family* $4,000 per person or $12,000 per family*

Lifetime Maximum $2 million $2 million

Benefits After deductible, member pays After deductible, member pays

First 4 outpatient visits covered with  
just a copayment. Deductible and 20% 
coinsurance do not apply until after the 4th 
visit for services (indicated by  ):

First 4 outpatient visits covered at 50% for 
services (indicated by ). All other visits 
covered at 50%, after annual deductible 
is met.

Office Visits   $30/visit + 20%   50%

Preventive Care 
For children and adults, including physicals and immunizations, as 
established in Group Health’s preventive care schedule. 

  $30/visit + 20%

Not subject to the annual deductible

  50%
Not subject to the annual deductible

Alternative Medicine

Manipulative therapy 

Acupuncture 
 

Naturopathy

  $30/visit + 20%

  Up to 10 visits PCY‡ 

  Up to 8 visits per diagnosis PCY‡ 

 

  Up to 3 visits per diagnosis PCY‡

  50%

  Up to 10 visits PCY‡ 

  Up to 8 visits per diagnosis PCY‡ 

 

  Up to 3 visits per diagnosis PCY‡

Maternity Care              
Outpatient prenatal and postpartum visits

  $30/visit + 20% Not covered

Mental Health Services
Inpatient services

 
Outpatient services

 
$500 per day up to 5 days per admit + 20%; 
12 days PCY‡

 $30/visit + 20%; 12 visits PCY‡ 

 
50% up to 12 days PCY‡ 

 50% up to 12 visits PCY‡

Rehabilitation Services

Inpatient physical, occupational, and restorative speech-therapy  
services combined.

Outpatient physical, occupational, and restorative speech-therapy  
services combined.

Up to 60 days PCY‡; $500 per day up to  
5 days per admit, and 20% coinsurance

  $30/visit + 20% up to 30 visits PCY‡

50% up to 60 days PCY‡

 
  50% up to 30 visits PCY‡

Individual & Family Plan benefits	

4

*	 Member coinsurance applies to annual out-of-pocket limit.
‡	 PCY = Per calendar year
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The Compass plans
HealthPaysTM 

Health Savings Account plans

$500 Deductible 
plan

$1,750 Deductible 
plan

$2,500 Deductible 
plan

$5,000 Deductible 
plan

$1,750 Individual/ 
$3,500 family plan

$2,500 Individual/ 
$5,000 family plan

$500 per person or 
$1,500 per family

$1,750 per person or 
$4,500 per family

$2,500 per person or 
$7,500 per family

$5,000 per person or 
$15,000 per family

$1,750 Individual/ 
$3,500 family

$2,500 Individual/ 
$5,000 family

20% 20% 50% 30% 20% 20%

$2,000 per person or 
$6,000 per family*

$4,000 per person or 
$12,000 per family*

$6,000 per person or 
$18,000 per family*

$10,000 per person or 
$30,000 per family*  

$5,100 individual/ 
$10,200 family**

$5,100 individual/ 
$10,200 family**

$2 million $2 million $2 million $2 million $2 million $2 million

After deductible, 
member pays

After deductible, 
member pays

After deductible, 
member pays

After deductible, 
member pays

After deductible, 
member pays

After deductible, 
member pays

Applicable cost shares 
apply as described below.

Applicable cost shares 
apply as described below.

Applicable cost shares 
apply as described below.

Applicable cost shares 
apply as described below.

Applicable cost shares 
apply as described below.

Applicable cost shares 
apply as described below.

20% 20% 50% 30% 20% 20%

20%  
Not subject to  
annual deductible

20%  
Not subject to  
annual deductible.

50% 
Not subject to  
annual deductible

30%  
Not subject to  
annual deductible

20% 
Not subject to  
annual deductible

20% 
Not subject to  
annual deductible

20%

Up to 10 visits PCY‡ 

Up to 8 visits per  
diagnosis PCY‡ 

Up to 3 visits per  
diagnosis PCY‡

20%

Up to 10 visits PCY‡ 

Up to 8 visits per  
diagnosis PCY‡

 
Up to 3 visits per  
diagnosis PCY‡

50%

Up to 10 visits PCY‡.

 
Up to 8 visits per  
diagnosis PCY‡ 

Up to 3 visits per  
diagnosis PCY‡

30%

Up to 10 visits PCY‡ 

Up to 8 visits per  
diagnosis PCY‡ 

Up to 3 visits per  
diagnosis PCY‡

20%

Up to 10 visits PCY‡ 

Up to 8 visits per 
diagnosis PCY‡ 

Up to 3 visits per 
diagnosis PCY‡

20%

Up to 10 visits PCY‡ 

Up to 8 visits per 
diagnosis PCY‡ 

Up to 3 visits per 
diagnosis PCY‡

20% Not covered Not covered Not covered Not covered Not covered

20% up to 12 days PCY‡

 
20% up to 12 visits PCY‡

20% up to 12 days PCY‡

 
20% up to 12 visits PCY‡

50% up to 12 days PCY‡

 
50% up to 12 visits PCY‡

30% up to 12 days PCY‡

 
30% up to 12 visits PCY‡

20% up to 12 days PCY‡

 
20% up to 12 visits PCY‡

20% up to 12 days PCY‡

 
20% up to 12 visits PCY‡

20%

Up to 60 days PCY‡

Up to 30 visits PCY‡

20%

Up to 60 days PCY‡

Up to 30 visits PCY‡

50%

Up to 60 days PCY‡

Up to 30 visits PCY‡

30%

Up to 60 days PCY‡

Up to 30 visits PCY‡

20%

Up to 60 days PCY‡

Up to 30 visits PCY‡

20%

Up to 60 days PCY‡

Up to 30 visits PCY‡

	 Please note: This is a summary of benefits and limitations, not a contract. Once enrolled, your Medical Coverage Agreement will set out the actual terms, conditions, and exclusions.
*	 Member coinsurance applies to annual out-of-pocket limit.
**	All out-of-pocket expenses for covered services apply to annual out-of-pocket limit.
‡	 PCY = Per calendar year
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Benefits

The Welcome plans

The
Welcome $500 plan

The
Welcome $1,750 plan

After deductible, member pays After deductible, member pays

Lab/X-ray Services First $500 PCY‡ covered in full for 
outpatient services. Then 20% and 
deductible apply.

50%

Hospital Visits—Inpatient          
Hospital room and board; inpatient surgery; anesthesia; intensive and 
coronary care; laboratory tests; radiology services; drugs while in hospital.

$500 per day up to 5 days per admit, and 
20% coinsurance

50%

Prescription Drugs—Outpatient   
Drugs and medicines that require a prescription, including injectables, 
contraceptive drugs, devices, and supplies. 

$20 copay generic/$40 copay brand-name 
for a 30-day supply or less. $3,000 annual 
benefit maximum. Not subject to annual 
deductible. Mail order: $5 discount for each 
30-day supply.

Not covered

Ambulance Services
Emergency ground/air transport 

Nonemergency ground/air interfacility transfer

 
20%†

20% for Group Health–initiated transfers, 
except hospital-to-hospital ground transfers 
covered in full. 

50%†

50% for Group Health–initiated transfers, 
except hospital-to-hospital ground transfers 
covered in full. 

Chemical Dependency Treatment
Inpatient, limited to acute detoxification only.

 
Outpatient, limited to diagnostic evaluation only.

 
$500 per day up to 5 days per admit,  
and 20% coinsurance

  $30/visit + 20%

 
50% 

  50%

Devices, Equipment, and Supplies (for home use)
Orthopedic appliances, durable medical equipment, glucose monitors, 
ostomy supplies, etc.

Prosthetics

 
50% up to $5,000 ($2,500 max benefit)

 
50% up to $40,000 ($20,000 max benefit)

 
50% up to $5,000 ($2,500 max benefit)

 
50% up to $40,000 ($20,000 max benefit)

Emergency Care
Provided at Group Health or Group Health–designated hospital 
emergency departments.

Provided at non–Group Health or non–Group Health designated facilities

 
$100 copay per incident + 20% 

$125 copay per incident + 20%

 
$100 copay per incident + 50%

 
$125 copay per incident + 50%

Hearing Exams (routine)
To determine hearing loss.

  $30/visit + 20%   50%

Home Health                   
No visit limit.

20% 50%

Hospice Covered in full Covered in full

Organ Transplant Covered subject to the applicable cost 
share up to $250,000 lifetime maximum 
(including organ acquisition, matching,  
and donor costs, up to $50,000), and a  
six-month benefit wait period.

Covered subject to the applicable cost 
share up to $250,000 lifetime maximum 
(including organ acquisition, matching,  
and donor costs, up to $50,000), and a  
six-month benefit wait period.

†	 Does not apply to the out-of-pocket limit.
‡	 PCY = Per calendar year
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The Compass plans
HealthPaysTM 

Health Savings Account plans

$500 Deductible 
plan

$1,750 Deductible 
plan

$2,500 Deductible 
plan

$5,000 Deductible
plan

$1,750 Individual/ 
$3,500 family plan

$2,500 Individual/ 
$5,000 family plan

After deductible, 
member pays

After deductible, 
member pays

After deductible, 
member pays

After deductible, 
member pays

After deductible, 
member pays

After deductible, 
member pays

20% 20% 50% 30% 20% 20%

20% 20% 50% 30% 20% 20%

$20 copay generic/$40 
copay brand-name for 
a 30-day supply or less. 
$2000 annual benefit 
maximum. Not subject  
to annual deductible.
Mail order: $5 discount 
for each 30-day supply.

Not covered Not covered Not covered Not covered Not covered

20%†

20% for Group Health–
initiated transfers, except 
hospital-to-hospital ground  
transfers covered in full.

20%†

20% for Group Health–
initiated transfers, except 
hospital-to-hospital ground 
transfers covered in full.

50%†

50% for Group Health–
initiated transfers, except 
hospital-to-hospital ground 
transfers covered in full.

30%†

30% for Group Health–
initiated transfers, except 
hospital-to-hospital ground 
transfers covered in full.

20%

20% for Group Health–
initiated transfers, except 
hospital-to-hospital 
ground transfers  
covered in full. 

20%

20% for Group Health–
initiated transfers, except 
hospital-to-hospital 
ground transfers  
covered in full. 

 
20%

 
20%

 
50%

 
30%

 
20%

 
20%

 
50% up to $5,000 
($2,500 max benefit)

50% up to $40,000 
($20,000 max benefit)

 
50% up to $5,000 
($2,500 max benefit)

50% up to $40,000 
($20,000 max benefit)

 
50% up to $5,000 
($2,500 max benefit)

50% up to $40,000 
($20,000 max benefit)

 
50% up to $5,000 
($2,500 max benefit)

50% up to $40,000 
($20,000 max benefit)

 
50% up to $5,000 
($2,500 max benefit)

50% up to $40,000 
($20,000 max benefit)

 
50% up to $5,000 
($2,500 max benefit)

50% up to $40,000 
($20,000 max benefit)

 
$75 copay per incident

 
$125 copay per incident

 
$100 copay per incident

 
$150 copay per incident

 
$100 copay per incident 
+ 50%

$125 copay per incident 
+ 50%

 
$100 copay per incident

 
$150 copay per incident

 
$75 copay per incident 
+ 20%

$125 copay per incident 
+ 20%

 
$75 copay per incident 
+ 20%

$125 copay per incident 
+ 20%

20% 20% 50% 30% 20% 20%

20% 20% 50% 30% 20% 20%

Covered in full Covered in full Covered in full Covered in full 20% 20%

Covered subject to the 
applicable cost share 
up to $250,000 lifetime 
maximum (including organ 
acquisition, matching, 
and donor costs, up to 
$50,000), and a six-month 
benefit wait period.

Covered subject to the 
applicable cost share 
up to $250,000 lifetime 
maximum (including organ 
acquisition, matching, 
and donor costs, up to 
$50,000), and a six-month 
benefit wait period.

Covered subject to the 
applicable cost share 
up to $250,000 lifetime 
maximum (including organ 
acquisition, matching, 
and donor costs, up to 
$50,000), and a six-month 
benefit wait period.

Covered subject to the 
applicable cost share 
up to $250,000 lifetime 
maximum (including organ 
acquisition, matching, 
and donor costs, up to 
$50,000), and a six-month 
benefit wait period.

Covered subject to the 
applicable cost share 
up to $250,000 lifetime 
maximum (including organ 
acquisition, matching, 
and donor costs, up to 
$50,000), and a six-month 
benefit wait period.

Covered subject to the 
applicable cost share 
up to $250,000 lifetime 
maximum (including organ 
acquisition, matching, 
and donor costs, up to 
$50,000), and a six-month 
benefit wait period.

	 Please note: This is a summary of benefits and limitations, not a contract. Once enrolled, your Medical Coverage Agreement will set out the actual terms, conditions, and exclusions.
†	 Does not apply to the out-of-pocket limit.
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The Welcome plans

The
Welcome $500 plan

The
Welcome $1,750 plan

Benefits After deductible, member pays After deductible, member pays

Skilled Nursing Facility Care 20% up to 60 days PCY‡ 50% up to 60 days PCY‡

Tobacco Cessation 
Individual/group sessions

Approved pharmacy products

 
Covered in full

Covered subject to pharmacy copay

 
Covered in full

Subject to charge

Vision Care
Routine eye exam

 
Vision hardware

  $30/visit + 20% 
  One visit every 12 months

$200 benefit every 12 months. Not subject 
to annual deductible or coinsurance.

  50% 
  One visit every 12 months

$200 benefit every 12 months. Not subject 
to annual deductible or coinsurance.

Work-related Conditions Covered as for any other condition (limited) Covered as for any other condition (limited)

Pre-existing Conditions Group Health will apply credit for  
pre-existing conditions if the person 
enrolling has been covered by a group or 
individual health benefit plan with no more 
than $1,750 deductible and with maternity 
and prescription drug benefits, at any 
time during the 63 (sixty-three) day period 
immediately preceding the receipt date  
of the application. If credit is not applied,  
pre-existing conditions will not be covered 
until a member has been continuously 
enrolled under this plan for 9 months  
nine months).

Maternity services for prenatal and 
postpartum care are covered even if the 
member has a pre-existing condition wait 
time. Delivery of the baby may be considered 
a pre-existing condition and the financial 
responsibility of the member.

Group Health will apply credit for  
pre-existing conditions if the person 
enrolling has been covered by a group or 
individual health benefit plan with no more 
than $1,750 deductible and with maternity 
and prescription drug benefits, at any 
time during the 63 (sixty-three) day period 
immediately preceding the receipt date  
of the application. If credit is not applied, 
pre-existing conditions will not be covered 
until a member has been continuously 
enrolled under this plan for 9 months  
(nine months).

Maternity services not covered under  
this plan.

‡	 PCY = Per calendar year
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The Compass plans
HealthPaysTM 

Health Savings Account plans

$500 Deductible 
plan

$1,750 Deductible 
plan

$2,500 Deductible 
plan

$5,000 Deductible
plan

$1,750 Individual/ 
$3,500 family plan

$2,500 Individual/ 
$5,000 family plan

After deductible, 
member pays

After deductible, 
member pays

After deductible, 
member pays

After deductible, 
member pays

After deductible, 
member pays

After deductible, 
member pays

20% up to 60 days PCY‡ 20% up to 60 days PCY‡ 50% up to 60 days PCY‡ 30% up to 60 days PCY‡ 20% up to 60 days PCY‡ 20% up to 60 days PCY‡

 
Covered in full

Covered subject to 
pharmacy copay

 
Covered in full

Subject to charge

 
Covered in full

Subject to charge

 
Covered in full

Subject to charge

 
Covered in full

Subject to charge

 
Covered in full

Subject to charge

 
20% 
One visit every 12 months

Not covered

 
20% 
One visit every 12 months

Not covered

 
Not covered

 
30% 
One visit every 12 months

Not covered

 
Not covered

 
Not covered

Covered as for any other 
condition (limited)

Covered as for any other 
condition (limited)

Covered as for any other 
condition (limited)

Covered as for any other 
condition (limited)

Covered as for any other 
condition (limited)

Covered as for any other 
condition (limited)

Group Health will apply 
credit for pre-existing 
conditions if the person 
enrolling has been  
covered by a group or 
individual health benefit 
plan with no more 
than $1,750 deductible 
and with maternity 
and prescription drug 
benefits, at any time 
during the 63 (sixty-
three) day period 
immediately preceding 
the receipt date of the 
application. If credit is 
not applied, pre-existing 
conditions will not be 
covered until a member 
has been continuously 
enrolled under this plan  
for 9 months (nine 
months).

Maternity services for 
prenatal and postpartum 
care are covered even 
if the member has a 
pre-existing condition 
wait time. Delivery of the 
baby may be considered 
a pre-existing condition 
and the financial 
responsibility of  
the member.

Group Health will apply 
credit for pre-existing 
conditions if the person 
enrolling has been 
covered by a group or 
individual health benefit 
plan with no more than 
$1,750 deductible and  
with maternity and 
prescription drug 
benefits, at any time 
during the 63 (sixty-
three) day period 
immediately preceding 
the receipt date of the 
application. If credit is 
not applied, pre-existing 
conditions will not be 
covered until a member 
has been continuously 
enrolled under this plan  
for 9 months (nine 
months).

Maternity services not 
covered under this plan.

Group Health will apply 
credit for pre-existing 
conditions if the person 
enrolling has been  
covered by a group or 
individual health benefit 
plan with no more than 
$1,750 deductible and  
with maternity and 
prescription drug 
benefits, at any time 
during the 63 (sixty-
three) day period 
immediately preceding 
the receipt date of the 
application. If credit is 
not applied, pre-existing 
conditions will not be 
covered until a member 
has been continuously 
enrolled under this plan  
for 9 months (nine 
months).

Maternity services not 
covered under this plan.

Group Health will apply 
credit for pre-existing 
conditions if the person 
enrolling has been  
covered by a group or 
individual health benefit 
plan with no more than 
$1,750 deductible and  
with maternity and 
prescription drug 
benefits, at any time 
during the 63 (sixty-
three) day period 
immediately preceding 
the receipt date of the 
application. If credit is 
not applied, pre-existing 
conditions will not be 
covered until a member 
has been continuously 
enrolled under this plan  
for 9 months (nine 
months).

Maternity services not 
covered under this plan.

Group Health will apply 
credit for pre-existing 
conditions if the person 
enrolling has been  
covered by a group or 
individual health benefit 
plan with no more 
than $1,750 deductible 
and with maternity 
and prescription drug 
benefits, at any time 
during the 63 (sixty-
three) day period 
immediately preceding 
the receipt date of the 
application. If credit is 
not applied, pre-existing 
conditions will not be 
covered until a member 
has been continuously 
enrolled under this 
plan for 9 months (nine 
months).

Maternity services not 
covered under this plan.

Group Health will apply 
credit for pre-existing 
conditions if the person 
enrolling has been  
covered by a group or 
individual health benefit 
plan with no more 
than $1,750 deductible 
and with maternity 
and prescription drug 
benefits, at any time 
during the 63 (sixty-
three) day period 
immediately preceding 
the receipt date of the 
application. If credit is 
not applied, pre-existing 
conditions will not be 
covered until a member 
has been continuously 
enrolled under this 
plan for 9 months (nine 
months).

Maternity services not 
covered under this plan.

	 Please note: This is a summary of benefits and limitations, not a contract. Once enrolled, your Medical Coverage Agreement will set out the actual terms, conditions, and exclusions.
‡	 PCY = Per calendar year



Exclusions and Limitations

The Individual & Family plans for Group Health Cooperative have general exclusions and limitations as shown 
below. Any treatment or service for these conditions becomes your responsibility and you will be required to pay  
in full. Unless otherwise noted in our Medical Coverage Agreements, these plans have a nine-month waiting period 
for pre-existing conditions. If you’ve had prior coverage and Group Health receives your application for coverage 
within 63 days of that coverage, you may be eligible for portability on pre-existing conditions once we review your 
Certificate of Creditable Coverage.

In most cases you will have to satisfy your deductible amount before your coinsurance will be applicable.  
Preventive services are covered at the coinsurance level and are not subject to the annual deductible.

You may seek treatment for any of the conditions listed as excluded or limited in the Medical Coverage Agreement  
(your contract with Group Health Cooperative). However, you will be responsible for the cost of services not 
covered by this contract. This information is not a contract, nor does it cover all of the exclusions or limitations. 
Once you become a member you will receive a copy of your Medical Coverage Agreement, which will outline your 
coverage in detail. If you would like to see a sample copy of the Medical Coverage Agreement prior to applying 
for this coverage, please talk to our Group Health Individual & Family Plan sales staff, or your broker/agent.

25IF 11-07W

  Chemical dependency (limited)		
  Cosmetic services (limited)		
  Dental services		
  Experimental/investigational services		
  Eyeglasses/contact lenses (specific plans)	
  Hearing aids and related examinations		
  Infertility					   
  Learning disorders			 
  Maternity (specific plans, as noted in  

  Medical Coverage Agreement)		
  Obesity/morbid obesity

  Orthognathic surgery
  Orthotics, except for treatment for diabetics (limited)
  Over-the-counter/nonprescription drugs
  Prescriptions (specific plans)
  Routine foot care (limited)
  Services or supplies not specifically listed as covered  

  in the Medical Coverage Agreement
  Sexual dysfunction 
  Sterilization reversal
  Temporomandibular joint disorder (TMJ) (limited)


