
Covered Services
Essential 

Costsharing/Copays Hard Limits
Chronic 

Costsharing/Copays Hard Limits Other Limits

MEDICALLY NEEDY SHARE 
OF COST ESSENTIAL CARE 

CHOICES

MEDICALLY NEEDY 
SHARE OF COST 
ESSENTIAL CARE 

CHOICES

MEDICALLY NEEDY SHARE 
OF COST CHRONIC CARE 

CHOICES

MEDICALLY NEEDY 
SHARE OF 

COSTCHRONIC CARE 
CHOICES

(Subject to Written Pre-
Service Approval)

(Subject to Written Pre-
Service Approval)

Allergy Services $5.00 copay 4 visits $5.00 copay 4 visits
Cardiology Services $5.00 copay 6 visits $3.00 copay 9 visits

Cardiothoracic Surgery $5.00 copay 6 visits  $3.00 copay 9 visits  
Medical necessity required for all 

surgeries
Dental Services Not Covered Not Covered
Dermatology Services $5.00 copay 6 visits  $5.00 copay 9 visits  

Diagnostic Services 
CT Scans Not Covered Not Covered

MRI Not Covered Not Covered
Nuclear Medicine Studies Not Covered Not Covered

PET Scans Not Covered Not Covered

Ultrasound $5.00 per Ultrasound 2 per body part per year $5.00 per Ultrasound 2 per body part per year
X-rays $3.00 per X-ray $3.00 per X-ray

Ear, Nose, & Throat Services $5.00 copay 6 visits  $5.00 copay 9 visits  
Endocrinology Services $5.00 copay 4 visits  $3.00 copay 9 visits  

*Gastroenterology Services $5.00 copay 4 visits  $5.00 copay 9 visits  *Hep C special benefit (4/12 & 4/12)

General/Vascular Surgery Services $5.00 copay 6 visits  $5.00 copay 9 visits  
Medical necessity required for all 

surgeries
Gynecology Services $5.00 copay 6 visits  $5.00 copay 9 visits  One (1) annual well-woman exam 

Hematology/Oncology Services $5.00 copay 4 visits  $3.00 copay 9 visits  
Chemotherapy & Radiation Therapy 

are not covered

patient. Limited to 6 days per inpatient 
Hospital Services - Inpatient Not Covered Not Covered

Hospital Services - Outpatient Not Covered Not Covered
Hospital Services - Emergency 

Room Not Covered Not Covered
Infectious Disease Services Not Covered Not Covered
Laboratory Services $0.00 copay $0.00 copay
Nephrology Services $5.00 copay 4 visits  $3.00 copay 9 visits  
Neurology Services $5.00 copay 6 visits $5.00 copay 9 visits
Neurosurgery Services-office visit 
only $5.00 copay 6 visits  $5.00 copay 6 visits  
Nutritional Counseling (Registered 
Dietician) $5.00 Not Covered Not Covered

Ophthalmology/Optometry Services $5.00 copay 6 visits  $5.00 copay 9 visits  

Eye Injury and Disease only; Member 
should see an optometrist prior to 

seeing an ophthalmologist 
Retinal Services $5.00 copay 12 visits  $5.00 copay 12 visits  
Orthopedic Services $5.00 copay 6 visits $5.00 copay 9 visits

Pain Management Services $10.00 copay 6 visits  $10.00 copay 6 visits  Subject to Written Prior Authorization
Physical Therapy/Occupational 
Therapy/Speech Therapy Not Covered Not Covered

Plastic Surgery (Non-Cosmetic) $5.00 copay 4 visits $5.00 copay 4 visits
Non-cosmetic services only (For 

Wounds and Flaps, Blepharoplasties)
Podiatry Services $5.00 copay 6 visits $5.00 copay 9 visits

Prescription Drugs
$1 copay for generic       

$5.00 copay for brand
All drugs provided via 

Plan WellDyne Formulary
$0 copay for generic       

$3.00 copay for brand
All drugs provided via 

Plan WellDyne Formulary Formulary Drugs Only
Preventive Screening Services
Primary Care Services $1.00 copay NA $1.00 copay NA
Pulmonology Services $5.00 copay 4 visits $3.00 copay 9 visits

Rheumatology Services $5.00 copay 6 visits $5.00 copay 9 visits
Hyperbaric oxygen treatments not 

covered
Specialized Wound Care Services 
(Hospital) Not Covered Not Covered

Transportation Services
No Copay for In-Network 

visit
No Copay for In-network 

visit
Urgent Care $1.00 copay NA $1.00 copay NA
Urology Services $5.00 copay 9 visits  $5.00 copay 12 visits  

POLK HEALTHCARE PLAN

DISCLAIMER: The benefits plan design may be revised periodically.  The latest version will be posted to the Polk HealthCare Plan Website. EFF DATE 08/01/2013

Hospital Services

Assumption:  All services must be medically 
necessary and will be subject to written Pre-Service 

Approval unless they are identified as exempt in 
Exhibit B of the provider's contract, the "Exemption 

List Not Requiring Pre-Service Approval".   

BENEFITS DESIGN PACKAGE
MEDICALLY NEEDY SHARE OF COST

Assumption:  All services rendered on the same date of service will be counted as one visit, with the exception 
of labs and x-rays. Providers must obtain Pre-Service Approval subject to Plan rules for purposes of payment.  

Assumption: All surgeries, procedures, 
imaging, and PT/OT will be subject to 

written Pre-Service Approval unless they 
are identified in Exhibit B of the provider's 

contract, the "Exemption List Not 
Requiring Pre-Service Approval".         


