
 
Bravo Introduces their 

 2010 Benefits 
 
 

As we begin planning for 2010's AEP and OEP, Bravo is 
very excited about the new year.  
  
Attached are our final approved  benefit  grids for 2010. 
Feel free to share with your producers. Based on what 
we know of our competitors, I think you will see we are 
very well positioned for all to have an outstanding year. 
  
Please remember all of your producers need to complete 
the 2010 AHIP training. Now is a great time to start 
pushing them to complete this.  Bravo certification in the 
local markets will officially begin October 12th. I will 
forward the training schedules for each market once they 
are finalized. 
  
One last thing, let's not take our eye off the ball for the 
remainder of 2009. There is still time and there are 
plenty of seniors who can use your help during this lock‐
in period. They are buying, so why shouldn't they buy 
from you? 
  
Thanks to all and good selling! 
 



-

-

IN OON IN OON IN OON IN OON

PBP category Plan Name Bravo Select Bravo Traditions Bravo Gold Bravo Classic Bravo Premier Plus Bravo Classic Bravo Achieve Bravo Achieve Bravo Choice Bravo Freedom Bravo Freedom Bravo Classic Bravo Select Bravo Premier Bravo Traditions Bravo Classic Bravo Select Bravo Achieve Bravo Achieve Bravo Freedom

Section A
Contract and 
ID # H2108-001 H2108-020 H2108-021 H2108-022 H2108-026 H2108-028 H2108-029 H2108-030 H2108-031 H9184-001 H9184-002 H3949-002 H3949-009 H3949-013 H3949-016 H3949-022 H3949-023 H3949-024 H3949-025 H8105-001

Section A Plan Type HMO HMO HMO HMO HMO/POS HMO HMO HMO HMO PPO PPO HMO HMO HMO HMO p HMO HMO HMO HMO PPO

Section A Counties

Georges,
Montgomery,
Howard,Harfo
rd,
BaltimoreCity,
Baltimore,
Anne 
Arundel,

Prince Georges,
Montgomery,
Howard,Harford,
BaltimoreCity,
Baltimore,
Anne Arundel,
Washington DC

Georges,
Montgomery
,
Howard,Harf
ord,
BaltimoreCit
y,
Baltimore,

Prince Georges,
Montgomery,
Howard,Harford,
Baltimore City,
Baltimore,
Anne Arundel

Prince 
Georges,Montgomery,

Howard,Harford,Baltimore 
City,Baltimore,

Anne Arundel, District of 
Columbia

District of 
Columbia

District of 
Columbia

Prince Georges,
Montgomery,
Howard,Harford,
Baltimore City,
Baltimore,
Anne Arundel

Prince 
Georges,
Montgomery,
Howard,Harford
,
Baltimore City,
Baltimore,
Anne Arundel Washington DC

Prince 
Georges,Montgomery,

Harford,Baltimore 
City,Baltimore,
Anne Arundel

Philadelphia,
Montgomery,
Delaware,Buc
ks, Allegheny, 
Washington, 
Westmoreland

Philadelphia,
Montgomery,
Delaware,Buck
s,
Allegheny

Philadelphia, 
Montgomery,
Delaware, 
Bucks, 
Allegheny,Wash
ington,
Westmoreland

Montgomery,
Delaware,Bucks,
Allegheny, 
Washington, 
Westmoreland,
Cumberland, 
Lehigh, 
Lancaster, York

Cumberland, 
Lehigh, 
Lancaster, York

Washington,
Westmoreland, 
Cumberland, 
Lehigh, 
Lancaster, 
York

Philadelphia,
Montgomery,
Delaware,Bucks
, Allegheny, 
Washington, 
Westmoreland

Cumberland, 
Lehigh, 
Lancaster, 
York

Cumberland, Lehigh, 
Lancaster, York

Total Premium $27.40 $32.50 $0.00 $0.00 $89.00 $0.00 $0.00 $0.00 $29.00 $39.00 $59.00 $0.00 $29.00 $69.00 $29.00 $0.00 $29.00 $0.00 $0.00 $39.00

Section D

Maximum Out-
of-Pocket 
Cost (MOOP) N/A N/A N/A N/A

$4000 which applies to Both 
In and OON Medicare-

Covered benefits

$4000 which 
applies to In-

Network 
Medicare-

covered 
benefits

$4000 which 
applies to In-

Network 
Medicare-

covered benefits N/A N/A

$4000 which applies to Both 
In and OON Medicare-

Covered benefits

$4000 which applies to Both 
In and OON Medicare-

Covered benefits N/A N/A N/A N/A N/A N/A N/A N/A

$4000 which applies to Both 
In and OON Medicare-

Covered benefits

1A
Inpatient 
Hospital

 2010 
Medicare Cost 

Shares 
 2010 Medicare 

Cost Shares 

 $250 Days 1
5 

$0 Days 6-90 y
 $250 Days 1-5 

$0 Days 6-90 y
$150 Per 

Stay y 20%
$100 Days 1-5 

$0 Days 6-90 y
$100 Days 1-5 

$0 Days 6-90 y
$250 Days 1-5 

$0 Days 6-90 y
 $200 days 1-4

$0 Days 5-90 y

$100 Days 1
5 

$0 Days 6-90 y

-

20%

$100 Days 1
5 

$0 Days 6-90 y

-

20%
$150 Days 1-7 

$0 Days 8-90 y
2010 Medicare 

Cost Shares 
$150 Days 1-7 

$0 Days 8-90 y
2010 Medicare 

Cost Shares 
$150 Days 1-7 

$0 Days 8-90 
 2010 Medicare 

Cost Shares 
 $150 Days 1-7 

$0 Days 8-90 y
 $150 Days 1-7 

$0 Days 8-90 y
 $400 Per 

Stayy  20%
2 SNF Medicare Cost  $0 Days 1-100 100 100 100 20% 100 100 100 100 100 20% 100 20% 100 Cost Shares 100  $0 Days 1-100  $85 Days 11-100 Cost Shares 100 100 100 20%

4A ER $50 $50 $50 $50 $50
Same as In-

Network $50 $50 $50 $50 $50
Same as In-

Network $50
Same as In-

Network $50 $50 $50 $50 $50 $50 $50 $50 $50
Same as In-

Network

4A
ER-Worldwide 
Coverage $0 $0 $50 $50 $50

Same as In-
Network $50 $50 $50 $50 $50

Same as In-
Network $50

Same as In-
Network $50 $0 $50 $0 $50 $0 $50 $50 $50

Same as In-
Network

4B

Urgently 
Needed 
Services 20% 0% $40 $40 $20

Same as In-
Network $35 $35 $40 $35 $15

Same as In-
Network $15

Same as In-
Network $35 20% $25 0% $35 20% $35 $35 $15

Same as In-
Network

7A
Primary Care 
Provider 20% $0 $10 $10 $0 20% $5 $5 $10 $0 $0 20% $0 20% $0 $0 $0 $0 $0 $0 $0 $0 $0 20%

7A

Urgent 
Physician 
services 20% 0% $40 $40 $20

Same as In-
Network $35 $35 $40 $35 $15

Same as In-
Network $15

Same as In-
Network $35 20% $25 0% $35 20% $35 $35 $15

Same as In-
Network

7B

Routine 
Chiropractic 
services  Not Covered  Not Covered 

 $10 copay, 
max 20 

visits/year  Not Covered 

$10 copay, 
max 20 

visits/year Not Covered  Not Covered  Not Covered  Not Covered  Not Covered  Not Covered Not Covered  Not Covered Not Covered  Not Covered  Not Covered  Not Covered  Not Covered  Not Covered  Not Covered  Not Covered  Not Covered  Not Covered Not Covered

7D
Physician 
Specialist 20% 0% $40 $40 $20 20% $35 $35 $40 $35 $15 20% $15 20% $35 20% $25 0% $35 20% $35 $35 $15 20%

7F

Routine 
Podiatry 
services

 $0 for 12 visits 
Every year 

 $0 for 12 visits 
Every year  Not Covered  Not Covered  Not Covered Not Covered  Not Covered  Not Covered  Not Covered  Not Covered  Not Covered Not Covered  Not Covered Not Covered  Not Covered 

$0 for 12 visits 
Every year  Not Covered 

$0 for 12 visits 
Every year  Not Covered 

 $0 for 12 visits 
Every year  Not Covered  Not Covered  Not Covered Not Covered

7H

Psychiatric 
Services-
Individual/Gro
up 45% 45% $40 $40 $20 Not Covered $35 $35 $40 $35 $15 30% $15 30% $35 45% $25 45% $35 45% $35 $35 $15 30%

8A

Lab Services, 
Diagnostic 
Procs, & Tests $0 $0 $0 $0 $0 20% $0 $0 $0 $0 $0 20% $0 20% $0 $0 $0 $0 $0 $0 $0 $0 $0 20%

8B
X-Ray 
Services 20% 20% 20% 20% $0 20% $15 $15 20% 20% $0 20% $0 20% $20 20% $10 20% $20 20% $20 $20 $0 20%

8B

Diagnostic/Th
erapeutic 
Radiology 20% 20% 20% 20% $50 20% $100 $100 20% 20% $100 20% $100 20% $150 20% $50 20% $150 20% $150 $150 $100 20%

9A
Outpatient 
Hospital 20% 20% $250 $250 $100 20% $150 $150 $250 $200 $100 20% $100 20% $250 20% $150 20% $200 20% $200 $200 $100 20%

10A Ambulance 20% 20% $100 $100 $0 20% $50 $50 $100 $100 $75 20% $75 20% $100 20% $100 20% $100 20% $100 $100 $75 20%

10B
Transportatio
n

 24 One way 
trips Every 

year 
 24 One way trips 

Every year  Not Covered  Not Covered  Not Covered Not Covered  Not Covered  Not Covered  Not Covered  Not Covered  Not Covered Not Covered  Not Covered Not Covered  Not Covered 

Unlimited One 
way trips Every 

year  Not Covered 

Unlimited One 
way trips Every 

year  Not Covered 

 Unlimited One 
way trips Every 

year  Not Covered  Not Covered  Not Covered Not Covered

11A-B
DME/Prostheti
c Devices 20% 20% 20% 20% 20% Not Covered 20% 20% 20% 20% 20% 30% 20% 30% 20% 20% 20% 20% 20% 20% 20% 20% 20% 30%

11C

Medical/Diabet
es Monitoring 
Supplies 20% 20% 20% 20% 20% Not Covered 20% 0% 0% 20% 20% 30% 20% 30% 20% 20% 20% 20% 20% 20% 0% 0% 20% 30%

13C

OTC Benefit 
(Max monthly 
coverage) $85 $50 $25  Not Covered Not Covered Not Covered $7 $40 $40  Not Covered Not Covered Not Covered Not Covered Not Covered $7 $100  Not Covered $26 $7 $60 $7 $7 Not Covered Not Covered

13E

Home Safety 
Devices 
benefit (max 
coverage) Not Covered Not Covered Not Covered Not Covered Not Covered Not Covered Not Covered Not Covered Not Covered Not Covered Not Covered Not Covered Not Covered Not Covered Not Covered $1,500 Not Covered Not Covered Not Covered Not Covered Not Covered Not Covered Not Covered Not Covered

14I

Diabetes Self 
Monitoring & 
Training 20% 0% 0% 0% 0% 20% 0% 0% 0% 0% 0% 20% 0% 20% 0% 20% 0% 0% 0% 20% 0% 0% 0% 20%

15

Part B Drugs 
Including 
Chemotherapy 20% 20% 20% 20% 20% 20% 20% 20% 20% 20% 20% 20% 20% 20% 20% 20% 20% 20% 20% 20% 20% 20% 20% 20%

16A
Preventive 
Dental

 Oral Exams: 1 
every year, 
Cleaning: 1 

Every six 
months, 
Fluoride 

Treatment: 1 
Every year, X-
rays: 1 Every 

Year 

 Oral Exams: 1 
every year, 

Cleaning: 4 Every 
year, Fluoride 
Treatment: 1 

Every year, X-
rays: 1 Every Year 

 Oral Exams: 
1 every year, 

Cleaning: 1 
Every six 
months, 
Fluoride 

Treatment: 1 
Every year, X
rays: 1 Every 

Year 

 Oral Exams: 1 
every year, 
Cleaning: 1 

Every six months, 
Fluoride 

Treatment: 1 
Every year, X-
rays: 1 Every 

Year 

Oral Exams: 
1 every year, 

Cleaning: 1 
Every six 
months, 
Fluoride 

Treatment: 1 
Every year, X
rays: 1 Every 

Year 

-

Not Covered

Oral Exams: 1 
every year, 
Cleaning: 1 

Every six 
months, 
Fluoride 

Treatment: 1 
Every year, X-
rays: 1 Every 

Year 

Oral Exams: 1 
every year, 
Cleaning: 1 

Every six 
months, Fluoride 

Treatment: 1 
Every year, X-
rays: 1 Every 

Year 

Oral Exams: 1 
every year, 
Cleaning: 1 

Every six months, 
Fluoride 

Treatment: 1 
Every year, X-
rays: 1 Every 

Year 

Oral Exams: 1 
every year, 
Cleaning: 1 

Every six 
months, Fluoride 

Treatment: 1 
Every year, X-
rays: 1 Every 

Year  Not Covered Not Covered  Not Covered Not Covered  Not Covered 

Oral Exams: 1 
every year, 
Cleaning: 1 

Every six 
months, Fluoride 

Treatment: 1 
Every year, X-
rays: 1 Every 

Year 

Oral Exams: 1 
every year, 
Cleaning: 1 

Every six months, 
Fluoride 

Treatment: 1 
Every year, X-
rays: 1 Every 

Year 

Oral Exams: 1 
every year, 

Cleaning: 4 Every 
year, Fluoride 
Treatment: 1 

Every year, X-
rays: 1 Every Year  Not Covered 

 Oral Exams: 1 
every year, 
Cleaning: 1 

Every six 
months, 
Fluoride 

Treatment: 1 
Every year, X-
rays: 1 Every 

Year  Not Covered  Not Covered  Not Covered Not Covered



 

-

16A

Maximum 
Coverage 
amount for 
Preventive 
Dental  No  No  No  No  No Not Covered  No  No  No  No Not Covered Not Covered Not Covered Not Covered  Not Covered  No  No  No  Not Covered  No  Not Covered  Not Covered  Not Covered Not Covered

16B
Comprehensiv
e Dental

 Emergency 
services: 

Unlimited, 
Diagnostic 

Services: 
Unlimited, 

Restorative 
Services: 

Unlimited, 
Endodontics/P
eriodontics/Ext

ractions: 
Unlimited, 

Prosthodontics 
& Other 

Maxillofacial 
surgery: 

Unlimited 

 Emergency 
services: 

Unlimited, 
Diagnostic 

Services: 
Unlimited, 

Restorative 
Services: 

Unlimited, 
Endodontics/Perio
dontics/Extraction

s: Unlimited, 
Prosthodontics & 

Other Maxillofacial 
surgery: Unlimited  Not Covered  Not Covered 

Emergency 
services: 

Unlimited, 
Diagnostic 

Services: 
Unlimited, 

Restorative 
Services: 

Unlimited, 
Endodontics/
Periodontics/

Extractions: 
Unlimited, 

Prosthodontic
s & Other 

Maxillofacial 
surgery: 

Unlimited Not Covered  Not Covered  Not Covered  Not Covered  Not Covered  Not covered Not Covered  Not covered Not Covered  Not Covered 

Emergency 
services: 

Unlimited, 
Diagnostic 

Services: 
Unlimited, 

Restorative 
Services: 

Unlimited, 
Endodontics/Per
iodontics/Extracti

ons: Unlimited, 
Prosthodontics 

& Other 
Maxillofacial 

surgery: 
Unlimited  Not Covered 

Emergency 
services: 

Unlimited, 
Diagnostic 

Services: 
Unlimited, 

Restorative 
Services: 

Unlimited, 
Endodontics/Perio
dontics/Extraction

s: Unlimited, 
Prosthodontics & 

Other Maxillofacial 
surgery: Unlimited  Not Covered 

 Emergency 
services: 

Unlimited, 
Diagnostic 

Services: 
Unlimited, 

Restorative 
Services: 

Unlimited, 
Endodontics/Pe
riodontics/Extra

ctions: 
Unlimited, 

Prosthodontics 
& Other 

Maxillofacial 
surgery: 

Unlimited  Not Covered  Not Covered  Not covered Not Covered

16B

Maximum 
Coverage 
amount for 
Comprehensiv
e Dental

 $800 Every 
year  $800 Every year Not Covered Not Covered

$800 Every 
year Not Covered  Not covered  Not covered Not Covered Not Covered Not Covered Not Covered Not Covered Not Covered  Not Covered $800 Every year  Not Covered  $800 Every year  Not Covered 

 $800 Every 
year  Not Covered  Not Covered  Not covered Not Covered

17A
Routine Eye 
Exams

 $0 Copay for 
1 routine exam 

Every year 

 $0 Copay for 1 
routine exam 

Every year 

 $0 Copay for 
1 routine 

exam Every 
year 

 $0 Copay for 1 
routine exam 

Every year 

 $0 Copay for 
1 routine 

exam Every 
year Not Covered

$0 Copay for 1 
routine exam 

Every year 

$0 Copay for 1 
routine exam 

Every year 

$0 Copay for 1 
routine exam 

Every year 

$0 Copay for 1 
routine exam 

Every year 

$0 Copay for 
Unlimited 

routine 
exams Every 
Year subject 
to $150 per 

year max 
(limit 

combined 
with eye 

wear) 
Combined with 

In-Network

$0 Copay for 
Unlimited 

routine 
exams Every 
Year subject 
to $150 per 

year max 
(limit 

combined 
with eye 

wear) 

Combined 
with In-

Network

$0 Copay for 1 
routine exam 

Every year 

$0 Copay for 1 
routine exam 

Every year 

$0 Copay for 1 
routine exam 

Every year 

$0 Copay for 1 
routine exam 

Every year 

$0 Copay for 1 
routine exam 

Every year 

 $0 Copay for 1 
routine exam 

Every year 

 $0 Copay for 1 
routine exam 

Every year 

 $0 Copay for 1 
routine exam 

Every year 

 $0 Copay for 
Unlimited 

routine 
exams Every 
Year subject 
to $150 per 

year max 
(limit 

combined 
with eye 

wear) 

Combined 
with In-

Network

17B

Routine Eye 
Wear 
Coverage

 Eye Glasses 
(Lenses and 

Frames): 1 
Every two 

years 

 Eye Glasses 
(Lenses and 

Frames): 1 Every 
two years 

 Eye Glasses 
(Lenses and 

Frames): 1 
Every two 

years 

 Eye Glasses 
(Lenses and 

Frames): 1 Every 
two years 

 Eye Glasses 
(Lenses and 

Frames): 1 
Every two 

years Not Covered

Eye Glasses 
(Lenses and 

Frames): 1 
Every two 

years 

Eye Glasses 
(Lenses and 

Frames): 1 Every 
two years 

Eye Glasses 
(Lenses and 

Frames): 1 Every 
two years 

Eye Glasses 
(Lenses and 

Frames): 1 
Every two years 

 Contact 
lenses: 

Unlimited 
Every Year, 

Eye 
Glasses(lens
es & frames): 

Unlimited 
Every Year, 

Eye glass 
lenses 

subject to 
$150 max per 

year (limit 
combined 

with eye 
exams) 

Combined with 
In-Network

Contact 
lenses: 

Unlimited 
Every Year, 

Eye 
Glasses(lens
es & frames): 

Unlimited 
Every Year, 

Eye glass 
lenses 

subject to 
$150 max per 

year (limit 
combined 

with eye 
exams) 

Combined 
with In-

Network

Eye Glasses 
(Lenses and 

Frames): 1 
Every two 

years 

Eye Glasses 
(Lenses and 

Frames): 1 
Every two years 

Eye Glasses 
(Lenses and 

Frames): 1 Every 
two years 

Eye Glasses 
(Lenses and 

Frames): 1 Every 
two years 

Eye Glasses 
(Lenses and 

Frames): 1 Every 
two years 

 Eye Glasses 
(Lenses and 

Frames): 1 
Every two years 

 Eye Glasses 
(Lenses and 

Frames): 1 Every 
two years 

 Eye Glasses 
(Lenses and 

Frames): 1 
Every two years 

 Contact 
lenses: 

Unlimited 
Every Year, 

Eye 
Glasses(lens
es & frames): 

Unlimited 
Every Year, 

Eye glass 
lenses 

subject to 
$150 max per 

year (limit 
combined 

with eye 
exams) 

Combined 
with In-

Network

18A

Routine 
Hearing 
Exams

 $0 copay for 1 
Hearing test 

Per Year 

 $0 copay for 1 
Hearing test Per 

Year 

 $0 copay for 
1 Hearing 

test Per Year  Not Covered 

$0 copay for 
1 Hearing 

test Per Year Not Covered  Not Covered  Not Covered  Not Covered  Not Covered 

$0 copay for 
Unlimited 

Hearing test 
Every Year 

Combined with 
In-Network

$0 copay for 
Unlimited 

Hearing test 
Every Year 

Combined 
with In-

Network  Not Covered 

$0 copay for 1 
Hearing test 

Every year  Not Covered 

$0 copay for 1 
Hearing test Every 

year  Not Covered 

 $0 copay for 1 
Hearing test 

Every year  Not Covered  Not Covered 

 $0 copay for 
Unlimited 

Hearing test 
Every Year 

Combined 
with In-

Network

18A

Max Coverage 
for Routine 
Hearing 
Exams

 No max plan 
coverage 

amount 
 No max plan 

coverage amount 

 No max plan 
coverage 

amount  Not Covered 

 No max plan 
coverage 

amount Not Covered  Not covered  Not covered  Not Covered  Not Covered 
$1400 Every 

Year 
Combined with 

In-Network
$1400 Every 

Year 

Combined 
with In-

Network  Not Covered 

No max plan 
coverage 

amount  Not Covered 
No max plan 

coverage amount  Not Covered 

 No max plan 
coverage 

amount  Not Covered  Not Covered 
 $1400 Every 

Year 

Combined 
with In-

Network

18B

Maximum 
Coverage for 
Hearing Aids

 $1400 Every 
year  $1400 Every year 

 $1400 Every 
year  Not Covered 

 $1400 Every 
year Not Covered  Not covered  Not covered  Not Covered  Not Covered 

 $1400/yr 
max 

coverage 
applies to 

both hearing 
exams & 

hearing aids 
Combined with 

In-Network

$1400/yr 
max 

coverage 
applies to 

both hearing 
exams & 

hearing aids 

Combined 
with In-

Network  Not Covered 
$1400 Every 

year  Not Covered $1400 Every year  Not Covered 
 $1400 Every 

year  Not Covered  Not Covered 

 $1400/yr 
max 

coverage 
applies to 

both hearing 
exams & 

hearing aids 

Combined 
with In-

Network

Section C
POS or PPO 
Benefit?  No  No  No  No 

See OON 
POS Column N/A  No  No  No  No 

 See OON 
PPO Column N/A

See OON 
PPO Column N/A  No  No  No  No  No  No  No  No 

 See OON 
PPO Column N/A

Section Rx Part D

Section Rx

Part D 
deductible 
amount

 Medicare Part 
D Deductible 

 Medicare Part D 
Deductible  N/A $0 $0 N/A $0 $0 $0 $0 $0 N/A $0 N/A $0

Medicare Part D 
Deductible $0

Medicare Part D 
Deductible $0

 Medicare Part 
D Deductible $0 $0 $0 N/A

Section Rx ICL amount
 Standard Part 
D ICL Amount 

 Standard Part D 
ICL Amount  N/A 

 Standard Part D 
ICL Amount 

Standard 
Part D ICL 

Amount N/A
Standard Part 
D ICL Amount 

Standard Part D 
ICL Amount 

Standard Part D 
ICL Amount 

Standard Part D 
ICL Amount 

 Standard 
Part D ICL 

Amount N/A

Standard 
Part D ICL 

Amount N/A
Standard Part 
D ICL Amount 

Standard Part D 
ICL Amount 

Standard Part D 
ICL Amount 

Standard Part D 
ICL Amount 

Standard Part D 
ICL Amount 

 Standard Part 
D ICL Amount 

 Standard Part D 
ICL Amount 

 Standard Part 
D ICL Amount 

 Standard 
Part D ICL 

Amount N/A

Section Rx

In-Network 
Retail 
Pharmacy 
copay/coinsur
ance - One 
month supply

 Standard Part 
D cost sharing 

 Standard Part D 
cost sharing  N/A 

 
Generic:$5/Prefe

rred 
Brand:$45/Non-

Preferred 
Brand:$80/Speci

alty:33% 

 
Generic:$5/P

referred 
Brand:$45/N
on-Preferred 

Brand:$80/Sp
ecialty:33% N/A

 
Generic:$0/Pre

ferred 
Brand:$35/Non

Preferred 
Brand:$70/Spe

cialty:33% 

Generic:$0/Prefe
rred 

Brand:$35/Non-
Preferred 

Brand:$70/Speci
alty:33%/
Preferred 

Diabetic drugs-
$0 

 
Generic:$5/Prefe

rred 
Brand:$45/Non-

Preferred 
Brand:$80/Speci

alty:33%/
Preffered 

Diabetic drugs-$0 

 
Generic:$3/Prefe

rred 
Brand:$45/Non-

Preferred 
Brand:$80/Speci

alty:33% 

 
Generic:$4/P

referred 
Brand:$35/N
on-Preferred 

Brand:$80/Sp
ecialty:33% N/A

 
Generic:$4/P

referred 
Brand:$35/N
on-Preferred 

Brand:$80/Sp
ecialty:33% N/A

 
Generic:$0/Pref

erred 
Brand:$35/Non

Preferred 
Brand:$70/Spe

cialty:33% 

-

Standard Part D 
cost sharing 

 
Generic:$0/Prefe

rred 
Brand:$35/Non-

Preferred 
Brand:$70/Speci

alty:33% 
Standard Part D 

cost sharing 

 
Generic:$0/Prefer

red 
Brand:$35/Non-

Preferred 
Brand:$70/Specia

lty:33% 
 Standard Part 
D cost sharing 

 
Generic:$0/Prefe

rred 
Brand:$35/Non-

Preferred 
Brand:$70/Speci

alty:33%/ 
Preferred 

Diabetic Drugs- 
$0 

 
Generic:$0/Pref

erred 
Brand:$35/Non-

Preferred 
Brand:$70/Spec

ialty:33%/ 
Preferred 

Diabetic Drugs- 
$0 

 
Generic:$4/P

referred 
Brand:$35/N
on-Preferred 

Brand:$80/Sp
ecialty:33% N/A

Section Rx Gap coverage  Not covered  Not covered  Not covered  Not covered  Not covered  Not covered  Not covered 
Tier 5- Diabetic 

drugs 
Tier 5- Diabetic 

drugs  Not covered  Not covered  Not covered  Not covered  Not covered  Not covered  Not covered  Not covered  Not covered  Not covered  Not covered 
 Tier 5- Diabetic 

drugs 
 Tier 5- Diabetic 

drugs  Not covered  Not covered 



 

 

 

 

 

 

Section D

Optional 
Supplemental 
Benefits  N/A  N/A  N/A 

 $20.50 for $800 
yearly 

comprehensive 
dental and $1400 

annual hearing 
aids and exams 

benefit  N/A Not Covered

$20.50 for 
$800 yearly 

comprehensive 
dental and 

$1400 annual 
hearing aids 

and exams 
benefit 

$20.50 for $800 
yearly 

comprehensive 
dental and $1400 

annual hearing 
aids and exams 

benefit 

$20.50 for $800 
yearly 

comprehensive 
dental and $1400 

annual hearing 
aids and exams 

benefit 

$20.50 for $800 
yearly 

comprehensive 
dental and 

$1400 annual 
hearing aids and 

exams benefit  N/A Not Covered  N/A Not Covered

$19.00 for 
preventive and 

$800 yearly 
comprehensive 

dental and 
$1400 annual 

hearing aids 
and exams 

benefit  N/A 

$18.00 for $800 
yearly 

comprehensive 
dental and $1400 

annual hearing 
aids and exams 

benefit  N/A 

$19.00 for 
preventive and 

$800 yearly 
comprehensive 

dental and $1400 
annual hearing 

aids and exams 
benefit  N/A 

 $19.00 for 
preventive and 

$800 yearly 
comprehensive 

dental and 
$1400 annual 

hearing aids and 
exams benefit 

 $19.00 for 
preventive and 

$800 yearly 
comprehensive 

dental and 
$1400 annual 

hearing aids 
and exams 

benefit  N/A Not Covered

Section D
Preventive 
Dental  N/A  N/A  N/A  Not covered  N/A N/A  Not covered  Not covered  Not covered  Not covered  N/A N/A  N/A N/A

Oral Exams: 1/ 
yr

Cleaning: 1/six 
months

Fluoride 
treatment: 1/yr
Dental X-rays: 

1/yr  N/A  Not covered  N/A 

 Oral Exams: 1/ yr
Cleaning: 1/six 

months
Fluoride 

treatment: 1/yr
Dental X-rays: 

1/yr  N/A 

 Oral Exams: 1/ 
yr

 Cleaning: 1/six 
months

Fluoride 
treatment: 1/yr
Dental X-rays: 

1/yr 

 Oral Exams: 1/ 
yr

 Cleaning: 1/six 
months

Fluoride 
treatment: 1/yr
Dental X-rays: 

1/yr  N/A N/A

Section D

Max coverage 
amount for 
preventive 
dental  N/A  N/A  N/A  Not covered  N/A N/A  Not covered  Not covered  N/A  Not covered  N/A N/A  N/A N/A  No  N/A  Not covered  N/A  No  N/A  No  No  N/A N/A

Section D
Comprehensiv
e Dental  N/A  N/A  N/A 

 Emergency 
services: 

unlimited, 
Diagnostic 

services: 
unlimited, 

Restorative 
services: 

unlimited, 
Endodontics/Peri
odontics/Extracti

ons: unlimited, 
Prosthodontics/ot

her Oral 
Maxillofacial 

surgery: 
Unlimited  N/A N/A

Emergency 
services: 

unlimited, 
Diagnostic 

services: 
unlimited, 

Restorative 
services: 

unlimited, 
Endodontics/P
eriodontics/Ext

ractions: 
unlimited, 

Prosthodontics
/other Oral 

Maxillofacial 
surgery: 

Unlimited 

Emergency 
services: 

unlimited, 
Diagnostic 

services: 
unlimited, 

Restorative 
services: 

unlimited, 
Endodontics/Peri
odontics/Extracti

ons: unlimited, 
Prosthodontics/ot

her Oral 
Maxillofacial 

surgery: 
Unlimited 

Emergency 
services: 

unlimited, 
Diagnostic 

services: 
unlimited, 

Restorative 
services: 

unlimited, 
Endodontics/Peri
odontics/Extracti

ons: unlimited, 
Prosthodontics/ot

her Oral 
Maxillofacial 

surgery: 
Unlimited 

 Emergency 
services: 

unlimited, 
Diagnostic 

services: 
unlimited, 

Restorative 
services: 

unlimited, 
Endodontics/Per
iodontics/Extracti

ons: unlimited, 
Prosthodontics/o

ther Oral 
Maxillofacial 

surgery: 
Unlimited  N/A N/A  N/A N/A

Emergency 
services: 

unlimited, 
Diagnostic 

services: 
unlimited, 

Restorative 
services: 

unlimited, 
Endodontics/P

eriodontics/Extr
actions: 

unlimited, 
Prosthodontics/

other Oral 
Maxillofacial 

surgery: 
Unlimited  N/A 

Emergency 
services: 

unlimited, 
Diagnostic 

services: 
unlimited, 

Restorative 
services: 

unlimited, 
Endodontics/Peri
odontics/Extracti

ons: unlimited, 
Prosthodontics/ot

her Oral 
Maxillofacial 

surgery: 
Unlimited  N/A 

Emergency 
services: 

unlimited, 
Diagnostic 

services: 
unlimited, 

Restorative 
services: 

unlimited, 
Endodontics/Peri

odontics/Extractio
ns: unlimited, 

Prosthodontics/ot
her Oral 

Maxillofacial 
surgery: Unlimited  N/A 

 Emergency 
services: 

unlimited, 
Diagnostic 

services: 
unlimited, 

Restorative 
services: 

unlimited, 
Endodontics/Peri
odontics/Extracti

ons: unlimited, 
Prosthodontics/o

ther Oral 
Maxillofacial 

surgery: 
Unlimited 

 Emergency 
services: 

unlimited, 
Diagnostic 

services: 
unlimited, 

Restorative 
services: 

unlimited, 
Endodontics/Pe
riodontics/Extra

ctions: 
unlimited, 

Prosthodontics/
other Oral 

Maxillofacial 
surgery: 

Unlimited  N/A N/A

Section D

Max coverage 
amount for 
comprehensiv
e dental  N/A  N/A  N/A 

  $800 Every 
Year  N/A N/A

 $800 Every 
Year 

 $800 Every 
Year 

 $800 Every 
Year 

 $800 Every 
Year  N/A N/A  N/A N/A

 $800 Every 
Year  N/A 

 $800 Every 
Year  N/A  $800 Every Year  N/A 

  $800 Every 
Year 

  $800 Every 
Year  N/A N/A

Section D
Hearing 
exams  N/A  N/A  N/A 

 Routine hearing 
tests: unlimited, 

Fitting evaluation 
for Hearing aid: 

unlimited  N/A N/A

Routine 
hearing tests: 

unlimited, 
Fitting 

evaluation for 
Hearing aid: 

unlimited 

Routine hearing 
tests: unlimited, 

Fitting evaluation 
for Hearing aid: 

unlimited 

Routine hearing 
tests: unlimited, 

Fitting evaluation 
for Hearing aid: 

unlimited 

Routine hearing 
tests: unlimited, 

Fitting 
evaluation for 

Hearing aid: 
unlimited  N/A N/A  N/A N/A

Routine 
hearing tests: 

unlimited, 
Fitting 

evaluation for 
Hearing aid: 

unlimited  N/A 

Routine hearing 
tests: unlimited, 

Fitting evaluation 
for Hearing aid: 

unlimited  N/A 

Routine hearing 
tests: unlimited, 

Fitting evaluation 
for Hearing aid: 

unlimited  N/A 

 Routine hearing 
tests: unlimited, 

Fitting evaluation 
for Hearing aid: 

unlimited 

 Routine 
hearing tests: 

unlimited, 
Fitting 

evaluation for 
Hearing aid: 

unlimited  N/A N/A

Section D

Max coverage 
amount for 
hearing exams  N/A  N/A  N/A 

 $1400/yr applies 
to both hearing 

exams & hearing 
aids  N/A N/A

$1400/yr 
applies to both 
hearing exams 
& hearing aids 

$1400/yr applies 
to both hearing 

exams & hearing 
aids 

$1400/yr applies 
to both hearing 

exams & hearing 
aids 

 $1400/yr 
applies to both 

hearing exams & 
hearing aids  N/A N/A  N/A N/A

$1400/yr 
applies to both 
hearing exams 
& hearing aids  N/A 

$1400/yr applies 
to both hearing 

exams & hearing 
aids  N/A 

$1400/yr applies 
to both hearing 

exams & hearing 
aids  N/A 

 $1400/yr applies 
to both hearing 

exams & hearing 
aids 

 $1400/yr 
applies to both 
hearing exams 
& hearing aids  N/A N/A

Section D
Hearing aids 
frequency  N/A  N/A  N/A 

 Hearing aids(all 
types):unlimited  N/A N/A

Hearing 
aids(all 

types):unlimite
d 

Hearing aids(all 
types):unlimited 

Hearing aids(all 
types):unlimited 

Hearing aids(all 
types):unlimited  N/A N/A  N/A N/A

Hearing aids 
(all 

types):unlimite
d  N/A 

Hearing aids (all 
types):unlimited  N/A 

Hearing aids (all 
types):unlimited  N/A 

 Hearing aids (all 
types):unlimited 

 Hearing aids 
(all 

types):unlimited  N/A N/A

Section D

Max coverage 
amount for 
hearing aids  N/A  N/A  N/A 

 $1400/yr applies 
to both hearing 

exams & hearing 
aids  N/A

$1400/yr 
applies to both 
hearing exams 
& hearing aids 

$1400/yr applies 
to both hearing 

exams & hearing 
aids 

$1400/yr applies 
to both hearing 

exams & hearing 
aids 

 $1400/yr 
applies to both 

hearing exams & 
hearing aids  N/A N/A  N/A N/A

$1400/yr 
applies to both 
hearing exams 
& hearing aids  N/A 

$1400/yr applies 
to both hearing 

exams & hearing 
aids  N/A 

$1400/yr applies 
to both hearing 

exams & hearing 
aids  N/A 

 $1400/yr applies 
to both hearing 

exams & hearing 
aids 

 $1400/yr 
applies to both 
hearing exams 
& hearing aids  N/A N/A



G S G R

-

- -

IN OON IN OON IN OON IN OON IN OON

Senior Partners Senior Partners Senior Partners Bravo Classic Plus Bravo Premier Plus Bravo Silver Bravo Traditions Bravo Achieve Bravo Select Bravo Classic Plus Bravo Select Bravo Classic Plus Bravo Select Bravo Select Bravo Traditions Bravo Achieve Bravo Achieve Bravo Freedom Bravo Liberty II Bravo Liberty II Bravo Liberty I

H3964-001 H3964-002 H3964-003 H7281-001 H7281-002 H7281-003 H7281-004 H7281-005 H7281-006 H4528-001 H4528-002 H4528-005 H4528-006 H4528-012 H4528-013 H4528-014 H4528-015 H1355-001 H6421-012 H7406-001 H7406-004
HMO HMO HMO HMO/POS HMO/POS HMO HMO HMO HMO HMO/POS HMO HMO/POS HMO HMO HMO HMO HMO PPO PFFS PFFS PFFS

Philadelphia, 
Montgomery, 
Bucks

Philadelphia, 
Montgomery, 
Bucks

Philadelphia, 
Montgomery, 
Bucks Camden, Gloucester Camden, Gloucester

Camden, 
Gloucester

Camden, 
Gloucester

Camden, 
Gloucester

Camden, 
Gloucester

Harris,Ft.Bend,
Montgomery,Chambers,

Liberty,El 
Paso,Dallas,Tarrrant, 

Collin, Denton, Galveston Harris,El Paso Bexar Bexar

Ft.Bend,Montg
omery,
Chambers,Libe
rty,
Dallas,Collin, 
Denton. 
Galveston,
Tarrrant

Harris,Ft.Bend,
Montgomery,
Liberty,El 
Paso,Dallas,Tarrr
ant, Collin, 
Denton, 
Galveston, Bexar

Harris,Ft.Bend,
Montgomery,Ch

ambers,
Liberty,El 

Paso,Dallas,Tar
rrant, Collin, 

Denton, 
Galveston Bexar 

Harris,Ft.Bend,
Montgomery, Chambers

Liberty,El 
Paso,Dallas,Tarrrant, 

Collin, Denton, Galveston, 
Bexar

Kent,New 
Castle,Sussex,
Anne Arundel,
Harford,Howard,
Dorchester,
Prince Georges,
Washington DC

,
Dallas, Denton,
Ellis,El Paso,
Fort Bend,
Guadaloupe, 
Johnson,
Montgomery,
Parker,Rockwa

Atascosa,Bex
ar,
Chambers,Gal
veston,
Harris,Jeffers
on,
Liberty,Medin
a,Orange

$0.00 $29.00 $23.00 $0.00 $79.00 $30.00 $32.00 $0.00 $32.00 $0.00 $26.00 $0.00 $26.00 $26.00 $26.00 $0.00 $0.00 $59.00 $119.00 $69.00 $0.00

N/A N/A N/A N/A

$5000 which applies to both 
In and OON Medicare-

Covered benefits N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A

$4000 which applies to Both 
In and OON Medicare-

Covered benefits N/A

$5000 which 
applies to 
Medicare 
Covered 
Benefits

$6000 which 
applies to 
Medicare 
Covered 
Benefits

 $200 Days 1-7 
$0 Days 8-90  $0 Per Stay 

 $200 Days 1-7 
$0 Days 8-90 

 $200 Days 1
7

$0 Days-8-90 y 20%
 $250 Per 

Stay y 20%

2010 
Medicare Cost 

Shares 
2010 Medicare 

Cost Shares 
 $200 Days 1-7

$0 Days-8-90 y
2010 Medicare 

Cost Shares 
 $400 Per 

Stay y 20%  $500 Per Stay 
$100 Per 

Stay y 20%  $500 Per Stay  $500 Per Stay  $500 Per Stay  $400 Per Stay y  $100 Per Stay 

 $100 Days 1
5 

$0 Days 6-90 y

-

20%
 $250 Days 1-5 

$0 Days 6-90 y
 $250 Days 1-5 

$0 Days 6-90 y
 $250 Days 1-5 

$0 Days 6-90 y
 $85 Days 11-100  $0 Days 1-100  $85 Days 11-100 100 20% 100 20% Medicare Cost  $0 Days 1-100 100 Cost Shares 100 20% Cost Shares 100 20% Cost Shares Cost Shares  $0 Days 1-100 100  $85 Days 11-100 100 20% 100 100 100 

$50 $50 $50 $50
Same as In-

Network $50
Same as In-

Network $50 $50 $50 $50 $50
Same as In-

Network $50 $50
Same as In-

Network $50 $50 $50 $50 $50 $50
Same as In-

Network $50 $50 $50

$50 $50 $50 $50
Same as In-

Network $50
Same as In-

Network $0 $0 $50 $0 $50
Same as In-

Network $0 $50
Same as In-

Network $0 $0 $0 $50 $50 $50
Same as In-

Network $50 $50 $50

$40 $50 $40 $40
Same as In-

Network $20
Same as In-

Network 20% 0% $40 20% $35
Same as In-

Network $0 $30
Same as In-

Network $0 $0 $0 $35 $30 $15
Same as In-

Network $30 $30 $30

$0 $0 $0 $5 20% $0 20% $0 $0 $5 $0 $0 20% $0 $0 20% $0 $0 $0 $0 $0 $0 20% $30 $30 $30

$40 $50 $40 $40
Same as In-

Network $20
Same as In-

Network 20% 0% $40 20% $35
Same as In-

Network $0 $30
Same as In-

Network $0 $0 $0 $35 $30 $15
Same as In-

Network $30 $30 $30

 Not Covered  Not Covered  Not Covered  Not Covered Not Covered

 $10 copay, 
max 20 

visits/year Not Covered  Not Covered  Not Covered  Not Covered  Not Covered 

 $10 copay, 
max 20 

visits/year Not Covered  Not Covered 

$10 copay, 
max 20 

visits/year Not Covered  Not Covered  Not Covered  Not Covered 
$10 copay, max 

20 visits/year 
$10 copay, max 20 

visits/year  Not Covered Not Covered  Not Covered  Not Covered  Not Covered 

$40 20% $40 $40 20% $20 20% 20% 0% $40 20% $35 20% $0 $30 20% $0 $0 $0 $35 $30 $15 20% $30 $30 $30

 Not Covered 
 $15 for 4 visits 

every year  Not Covered  Not Covered Not Covered  Not Covered Not Covered
$0 for 12 visits 

Every year 
$0 for 12 visits 

Every year  Not Covered 
$0 for 12 visits 

Every year  Not Covered Not Covered  Not Covered  Not Covered Not Covered  Not Covered  Not Covered 
$0 for 12 visits 

Every year  Not Covered  Not Covered  Not Covered Not Covered  Not Covered  Not Covered  Not Covered 

$20 45% $20 $40 Not Covered $20 Not Covered 45% 45% $40 45% $35 Not Covered $0 $30 Not Covered $0 $0 $0 $35 $30 $15 30% $30 $30 $30

$0 20% $0 $0 20% $0 20% $0 $0 $0 $0 $0 20% $0 $0 20% $0 $0 $0 $0 $0 $0 20% $0 $0 $0

$20 20% $20 $20 20% $0 20% 20% 20% $20 20% $15 20% $0 $10 20% $0 $0 $0 $15 $10 $0 20% 20% 20% 20%

$150 20% $150 $150 20% $50 20% 20% 20% $150 20% $100 20% 20% $50 20% 20% 20% 20% $100 $50 $100 20% 20% 20% 20%

$250 20% $250 $200 20% $100 20% 20% 20% $200 20% $150 20% 20% $150 20% $0 20% 20% $150 $150 $100 20% $200 $200 $200
$100 20% $100 $150 20% $100 20% 20% 20% $150 20% $50 20% 20% $50 20% $50 20% 20% $50 $50 $75 20% $150 $150 $150

 12 Round  trips 
Every year 

 Unlimited Round 
trips Every year 

 12 Round  trips 
Every year  Not Covered Not Covered  Not Covered Not Covered

Unlimited One 
way trips Every 

year 
Unlimited One way 

trips Every year  Not Covered 

Unlimited One 
way trips Every 

year  Not Covered Not Covered

 Unlimited One 
way trips Every 

year  Not Covered Not Covered

Unlimited One 
way trips Every 

year 

Unlimited One 
way trips Every 

year 

Unlimited One 
way trips Every 

year  Not Covered  Not Covered  Not Covered Not Covered  Not Covered  Not Covered  Not Covered 

20% 20% 20% 20% Not Covered 20% Not Covered 20% 20% 20% 20% 20% Not Covered 20% 20% Not Covered 20% 20% 20% 20% 20% 20% 30% 20% 20% 20%

20% 20% 20% 20% Not Covered 20% Not Covered 20% 20% 0% 20% 20% Not Covered 20% 20% Not Covered 20% 20% 20% 0% 0% 20% 30% 20% 20% 20%

$50 $100 $50 Not Covered Not Covered Not Covered Not Covered $36 $26 Not Covered $50 $10 Not Covered $56 Not Covered Not Covered $120 $20 $100 $10 $7 Not Covered Not Covered Not Covered Not Covered Not Covered

Not Covered $1,500 Not Covered Not Covered Not Covered Not Covered Not Covered Not Covered Not Covered Not Covered Not Covered Not Covered Not Covered Not Covered Not Covered Not Covered $1,500 Not Covered Not Covered Not Covered Not Covered Not Covered Not Covered Not Covered Not Covered Not Covered

0% 20% 0% 0% 20% 0% 20% 20% 0% 0% 20% 0% 20% 0% 0% 20% 0% 0% 0% 0% 0% 0% 20% 0% 0% 0%

20% 20% 20% 20% 20% 20% 20% 20% 20% 20% 20% 20% 20% 20% 20% 20% 20% 20% 20% 20% 20% 20% 20% 20% 20% 20%

 Oral Exams: 2 
every year, 

Cleanings: 2 
Every year, 

Fluoride 
Treatment: 1 

Every year, X-
rays: 2 every year 

 Oral Exams: 2 
every year, 

Cleanings: 2 
Every year, 

Fluoride 
Treatment: 1 

Every year, X-
rays: 2 every year 

 Oral Exams: 2 
every year, 

Cleanings: 2 
Every year, 

Fluoride 
Treatment: 1 

Every year, X-
rays: 2 every year 

 Oral Exams: 
1 every year, 

Cleaning: 1 
Every six 
months, 
Fluoride 

Treatment: 1 
Every year, X
rays: 1 Every 

Year Not Covered

 Oral Exams: 
1 every year, 

Cleaning: 1 
Every six 
months, 
Fluoride 

Treatment: 1 
Every year, X
rays: 1 Every 

Year Not Covered

Oral Exams: 1 
every year, 
Cleaning: 1 

Every six 
months, 
Fluoride 

Treatment: 1 
Every year, X-
rays: 1 Every 

Year 

Oral Exams: 1 
every year, 

Cleaning: 4 Every 
year, Fluoride 

Treatment: 1 Every 
year, X-rays: 1 

Every Year 

Oral Exams: 1 
every year, 
Cleaning: 1 

Every six 
months, Fluoride 

Treatment: 1 
Every year, X-
rays: 1 Every 

Year 

Oral Exams: 1 
every year, 
Cleaning: 1 

Every six 
months, 
Fluoride 

Treatment: 1 
Every year, X-
rays: 1 Every 

Year 

Oral Exams: 
1 every year, 

Cleaning: 1 
Every six 
months, 
Fluoride 

Treatment: 1 
Every year, X
rays: 1 Every 

Year

-

 Not Covered

 Oral Exams: 1 
every year, 
Cleaning: 1 

Every six 
months, 
Fluoride 

Treatment: 1 
Every year, X-
rays: 1 Every 

Year 

Oral Exams: 
1 every year, 

Cleaning: 1 
Every six 
months, 
Fluoride 

Treatment: 1 
Every year, X
rays: 1 Every 

Year

-

 Not Covered

Oral Exams: 1 
every year, 
Cleaning: 1 

Every six 
months, 
Fluoride 

Treatment: 1 
Every year, X-
rays: 1 Every 

Year 

Oral Exams: 1 
every year, 
Cleaning: 1 

Every six 
months, 
Fluoride 

Treatment: 1 
Every year, X-
rays: 1 Every 

Year 

Oral Exams: 1 
every year, 

Cleaning: 4 Every 
year, Fluoride 
Treatment: 1 

Every year, X-
rays: 1 Every Year 

Oral Exams: 1 
every year, 
Cleaning: 1 

Every six 
months, Fluoride 

Treatment: 1 
Every year, X-
rays: 1 Every 

Year 

Oral Exams: 1 
every year, 

Cleaning: 1 Every 
six months, 

Fluoride Treatment: 
1 Every year, X-

rays: 1 Every Year  Not Covered Not Covered  Not Covered  Not Covered  Not Covered 



 No  No  No  No Not Covered  No Not Covered  No  No  No  No  No Not Covered  No  No Not Covered  No  No  No  No  No  Not covered  Not covered  Not Covered  Not Covered  Not Covered 

 Not Covered 

 Emergency 
services: 

Unlimited, 
Diagnostic 

Services: 
Unlimited, 

Restorative 
Services: 

Unlimited, 
Endodontics/Peri

odontics/Extractio
ns: Unlimited, 

Prosthodontics & 
Other 

Maxillofacial 
surgery: 

Unlimited  Not Covered  Not covered Not Covered

 Emergency 
services: 

Unlimited, 
Diagnostic 

Services: 
Unlimited, 

Restorative 
Services: 

Unlimited, 
Endodontics/
Periodontics/

Extractions: 
Unlimited, 

Prosthodontic
s & Other 

Maxillofacial 
surgery: 

Unlimited Not Covered

Emergency 
services: 

Unlimited, 
Diagnostic 

Services: 
Unlimited, 

Restorative 
Services: 

Unlimited, 
Endodontics/P
eriodontics/Ext

ractions: 
Unlimited, 

Prosthodontics 
& Other 

Maxillofacial 
surgery: 

Unlimited 

Emergency 
services: 

Unlimited, 
Diagnostic 

Services: 
Unlimited, 

Restorative 
Services: 

Unlimited, 
Endodontics/Perio

dontics/Extractions: 
Unlimited, 

Prosthodontics & 
Other Maxillofacial 
surgery: Unlimited  Not covered 

Emergency 
services: 

Unlimited, 
Diagnostic 

Services: 
Unlimited, 

Restorative 
Services: 

Unlimited, 
Endodontics/Pe
riodontics/Extra

ctions: 
Unlimited, 

Prosthodontics 
& Other 

Maxillofacial 
surgery: 

Unlimited  Not Covered Not Covered

Emergency 
services: 

Unlimited, 
Diagnostic 

Services: 
Unlimited, 

Restorative 
Services: 

Unlimited, 
Endodontics/Pe
riodontics/Extra

ctions: 
Unlimited, 

Prosthodontics 
& Other 

Maxillofacial 
surgery: 

Unlimited  Not Covered Not Covered

Emergency 
services: 

Unlimited, 
Diagnostic 

Services: 
Unlimited, 

Restorative 
Services: 

Unlimited, 
Endodontics/Pe
riodontics/Extra

ctions: 
Unlimited, 

Prosthodontics 
& Other 

Maxillofacial 
surgery: 

Unlimited 

Emergency 
services: 

Unlimited, 
Diagnostic 

Services: 
Unlimited, 

Restorative 
Services: 

Unlimited, 
Endodontics/Pe
riodontics/Extra

ctions: 
Unlimited, 

Prosthodontics 
& Other 

Maxillofacial 
surgery: 

Unlimited 

Emergency 
services: 

Unlimited, 
Diagnostic 

Services: 
Unlimited, 

Restorative 
Services: 

Unlimited, 
Endodontics/Perio
dontics/Extraction

s: Unlimited, 
Prosthodontics & 

Other Maxillofacial 
surgery: Unlimited  Not Covered  Not Covered  Not covered Not Covered  Not Covered  Not Covered  Not Covered 

 Not Covered 
 $1000 Every 

year  Not Covered Not Covered Not Covered
 $800 Every 

year Not Covered
$800 Every 

year  $800 Every year Not Covered
$800 Every 

year  N/A Not Covered
$800 Every 

year Not Covered Not Covered
$800 Every 

year 
$800 Every 

year  $800 Every year  N/A Not Covered  Not covered  Not covered  Not Covered  Not Covered  Not Covered 

 $0 Copay for 1 
routine exam 

Every two years 

 $0 Copay for 1 
routine exam 

Every year 

 $0 Copay for 1 
routine exam 

Every two years 

 $0 Copay for 
1 routine 

exam Every 
year Not Covered

 $0 Copay for 
1 routine 

exam Every 
year Not Covered

$0 Copay for 1 
routine exam 

Every year 

$0 Copay for 1 
routine exam Every 

year 

$0 Copay for 1 
routine exam 

Every year 

$0 Copay for 1 
routine exam 

Every year 

$0 Copay for 
1 routine 

exam Every 
year Not Covered

 $0 Copay for 1 
routine exam 

Every year 

$0 Copay for 
1 routine 

exam Every 
year Not Covered

$0 Copay for 1 
routine exam 

Every year 

$0 Copay for 1 
routine exam 

Every year 

$0 Copay for 1 
routine exam 

Every year 

$0 Copay for 1 
routine exam 

Every year 

$0 Copay for 1 
routine exam Every 

year 

 $0 Copay for 
Unlimited 

routine 
exams Every 
Year subject 
to $150 per 

year max 
(limit 

combined 
with eye 

wear) 

Combined 
with In-

Network  Not Covered  Not Covered  Not Covered 

  Contact lenses: 
1 Every 2 years, 

Eye 
Glasses(lenses & 
frames): 1 Every 

2 years 

 Contact lenses: 
1 Every year, Eye 
Glasses(lenses & 
frames): 1 Every 

year 

  Contact lenses: 
1 Every 2 years, 

Eye 
Glasses(lenses & 
frames): 1 Every 

2 years 

 Eye Glasses 
(Lenses and 

Frames): 1 
Every two 

years Not Covered

 Eye Glasses 
(Lenses and 

Frames): 1 
Every two 

years Not Covered

Eye Glasses 
(Lenses and 

Frames): 1 
Every two 

years 

Eye Glasses 
(Lenses and 

Frames): 1 Every 
two years 

Eye Glasses 
(Lenses and 

Frames): 1 Every 
two years 

Eye Glasses 
(Lenses and 

Frames): 1 
Every two years 

Eye Glasses 
(Lenses and 

Frames): 1 
Every two 

years Not Covered

Eye Glasses 
(Lenses and 

Frames): 1 
Every two years 

Eye Glasses 
(Lenses and 

Frames): 1 
Every two 

years Not Covered

Eye Glasses 
(Lenses and 

Frames): 1 
Every two years 

Eye Glasses 
(Lenses and 

Frames): 1 
Every two years 

Eye Glasses 
(Lenses and 

Frames): 1 Every 
two years 

Eye Glasses 
(Lenses and 

Frames): 1 
Every two years 

Eye Glasses 
(Lenses and 

Frames): 1 Every 
two years 

 Contact 
lenses: 

Unlimited 
Every Year, 

Eye 
Glasses(lens
es & frames): 

Unlimited 
Every Year, 

Eye glass 
lenses 

subject to 
$150 max per 

year (limit 
combined 

with eye 
exams) 

Combined 
with In-

Network  Not Covered  Not Covered  Not Covered 

 $0 copay for 1 
Hearing test 

Every year  Not Covered 

 $0 copay for 1 
Hearing test 

Every year  Not covered Not Covered

 $0 copay for 
1 Hearing 
test Every 

year Not Covered

$0 copay for 1 
Hearing test 

Every year 

$0 copay for 1 
Hearing test Every 

year  Not covered 

$0 copay for 1 
Hearing test 

Every year  Not Covered Not Covered

 $0 copay for 1 
Hearing test 

Per Year  Not Covered Not Covered

$0 copay for 1 
Hearing test Per 

Year 

$0 copay for 1 
Hearing test Per 

Year 

$0 copay for 1 
Hearing test Per 

Year  Not Covered  Not Covered 

 $0 copay for 
Unlimited 

Hearing test 
Every Year 

Combined 
with In-

Network  Not Covered  Not Covered  Not Covered 

 No max plan 
coverage amount 

 No max plan 
coverage amount 

 No max plan 
coverage amount  Not covered Not Covered

 No max plan 
coverage 

amount Not Covered

No max plan 
coverage 

amount 
No max plan 

coverage amount  Not covered 

No max plan 
coverage 

amount  N/A Not Covered

No max plan 
coverage 

amount  N/A Not Covered

No max plan 
coverage 

amount 

No max plan 
coverage 

amount 
No max plan 

coverage amount  N/A  N/A 
 $1400 Every 

Year 

Combined 
with In-

Network  Not Covered  Not Covered  Not Covered 

 $500 Every three 
years 

 $1500 Every 
three years 

 $500 Every three 
years  Not covered Not Covered

 $1400 Every 
year Not Covered

$1400 Every 
year  $1400 Every year  Not covered 

$1400 Every 
year  N/A Not Covered

$1400 Every 
year  N/A Not Covered

$1400 Every 
year 

$1400 Every 
year  $1400 Every year  N/A  N/A 

 $1400/yr 
max 

coverage 
applies to 

both hearing 
exams & 

hearing aids 

Combined 
with In-

Network  Not Covered  Not Covered  Not Covered 

 No  No  No 
 See OON 

POS Column N/A
 See OON 

POS Column N/A  No  No 
See OON POS 

Column  No 
 See OON 

POS Column N/A  No 
See OON 

POS Column N/A  No  No  No 
See OON POS 

Column 
See OON POS 

Column 
 See OON 

PPO Column N/A  No  No  No 

N/A $0
$185 (does not 

apply to generics)

$250 (does 
not apply to 

generics) N/A $0 N/A
Medicare Part 
D Deductible 

Medicare Part D 
Deductible 

$250 (does not 
apply to generics 

or diabetic tier)
Medicare Part 
D Deductible $0 N/A

 Medicare Part 
D Deductible $0 N/A

Medicare Part 
D Deductible 

Medicare Part 
D Deductible 

Medicare Part D 
Deductible $0 $0 $0 N/A $0 $0 $0

 N/A 
 Standard Part D 

ICL Amount 
 Standard Part D 

ICL Amount 

 Standard 
Part D ICL 

Amount N/A

 Standard 
Part D ICL 

Amount N/A
Standard Part 
D ICL Amount 

Standard Part D 
ICL Amount 

Standard Part D 
ICL Amount 

Standard Part 
D ICL Amount 

 Standard 
Part D ICL 

Amount N/A
 Standard Part 
D ICL Amount 

Standard 
Part D ICL 

Amount N/A
Standard Part 
D ICL Amount 

Standard Part 
D ICL Amount 

Standard Part D 
ICL Amount 

Standard Part D 
ICL Amount 

Standard Part D 
ICL Amount 

 Standard 
Part D ICL 

Amount N/A
 Standard Part D 

ICL Amount 
 Standard Part 
D ICL Amount 

 Standard Part 
D ICL Amount 

 N/A 

  
Generic:$0/Prefer

red Brand:$45 

  
Generic:$5/Prefer

red 
Brand:$40/Specia

lty:28% 

 
Generic:$0/P

referred 
Brand:$40/N
on-Preferred 

Brand:$80/Sp
ecialty:27% N/A

 
Generic:$0/P

referred 
Brand:$35/N
on-Preferred 

Brand:$70/Sp
ecialty:33% N/A

Standard Part 
D cost sharing 

Standard Part D 
cost sharing 

Generic:$0/Prefe
rred 

Brand:$40/Non-
Preferred 

Brand:$80/Speci
alty:27%/
Preferred 

Diabetic Drugs- 
$0 

Standard Part 
D cost sharing 

 
Generic:$3/P

referred 
Brand:$35/N
on-Preferred 

Brand:$70/Sp
ecialty:33% N/A

 Standard Part 
D cost sharing 

 
Generic:$3/P

referred 
Brand:$35/N
on-Preferred 

Brand:$70/Sp
ecialty:33% N/A

Standard Part 
D cost sharing 

Standard Part 
D cost sharing 

Standard Part D 
cost sharing 

Generic:$3/Prefe
rred 

Brand:$35/Non-
Preferred 

Brand:$70/Speci
alty:33%/
Preferred 

Diabetic Drugs- 
$0 

 
Generic:$3/Preferre

d Brand:$35/Non-
Preferred 

Brand:$70/Specialt
y:33%/

Preferred Diabetic 
Drugs- $0 

 
Generic:$4/P

referred 
Brand:$35/N
on-Preferred 

Brand:$80/Sp
ecialty:33% N/A

 
Generic:$7/Prefer

red 
Brand:$40/Non-

Preferred 
Brand:$80/Specia

lty:33% 

 
Generic:$7/Pref

erred 
Brand:$40/Non-

Preferred 
Brand:$80/Spec

ialty:33% 

 
Generic:$7/Pre

ferred 
Brand:$40/Non-

Preferred 
Brand:$80/Spe

cialty:33% 

 Not covered  Not covered  Not covered  Not Covered  Not Covered  Not Covered  Not Covered  Not Covered  Not Covered 
Tier 5- Diabetic 

drugs  Not Covered  Not covered  Not covered  Not Covered  Not covered  Not covered  Not Covered  Not Covered  Not Covered 
Tier 5- Diabetic 

drugs 
Tier 5- Diabetic 

drugs  Not covered  Not covered  Not Covered  Not Covered  Not Covered 



 N/A  N/A  N/A 

 $18.00 for 
$800 yearly 

comprehensi
ve dental and 
$1400 annual 

hearing aids 
and exams 

benefit Not Covered  N/A Not Covered  N/A  N/A 

$18.00 for $800 
yearly 

comprehensive 
dental and 

$1400 annual 
hearing aids and 

exams benefit  N/A 

 $20.50 for 
$800 yearly 

comprehensi
ve dental and 
$1400 annual 

hearing aids 
and exams 

benefit Not Covered  N/A 

$20.50 for 
$800 yearly 

comprehensi
ve dental and 
$1400 annual 

hearing aids 
and exams 

benefit Not Covered  N/A  N/A  N/A 

$20.50 for $800 
yearly 

comprehensive 
dental and 

$1400 annual 
hearing aids and 

exams benefit 

$20.50 for $800 
yearly 

comprehensive 
dental and $1400 

annual hearing aids 
and exams benefit  N/A Not Covered  N/A  N/A  N/A 

 N/A  N/A  N/A Not Covered N/A  N/A N/A  N/A  N/A Not Covered  N/A  Not covered N/A  N/A  Not covered N/A  N/A  N/A  N/A  Not covered  Not covered  N/A N/A  N/A  N/A  N/A 

 N/A  N/A  N/A Not Covered N/A  N/A N/A  N/A  N/A Not Covered  N/A  N/A N/A  N/A  N/A N/A  N/A  N/A  N/A  N/A  N/A  N/A N/A  N/A  N/A  N/A 

 N/A  N/A  N/A 

 Emergency 
services: 

unlimited, 
Diagnostic 

services: 
unlimited, 

Restorative 
services: 

unlimited, 
Endodontics/
Periodontics/

Extractions: 
unlimited, 

Prosthodontic
s/other Oral 
Maxillofacial 

surgery: 
Unlimited N/A  N/A N/A  N/A  N/A 

Emergency 
services: 

unlimited, 
Diagnostic 

services: 
unlimited, 

Restorative 
services: 

unlimited, 
Endodontics/Peri
odontics/Extracti

ons: unlimited, 
Prosthodontics/o

ther Oral 
Maxillofacial 

surgery: 
Unlimited  N/A 

 Emergency 
services: 

unlimited, 
Diagnostic 

services: 
unlimited, 

Restorative 
services: 

unlimited, 
Endodontics/
Periodontics/

Extractions: 
unlimited, 

Prosthodontic
s/other Oral 
Maxillofacial 

surgery: 
Unlimited N/A  N/A 

Emergency 
services: 

unlimited, 
Diagnostic 

services: 
unlimited, 

Restorative 
services: 

unlimited, 
Endodontics/
Periodontics/

Extractions: 
unlimited, 

Prosthodontic
s/other 

oral/Maxillofa
cial surgery, 

other 
services: 
Unlimited N/A  N/A  N/A  N/A 

Emergency 
services: 

unlimited, 
Diagnostic 

services: 
unlimited, 

Restorative 
services: 

unlimited, 
Endodontics/Per
iodontics/Extracti

ons: unlimited, 
Prosthodontics/o

ther Oral 
Maxillofacial 

surgery: 
Unlimited 

Emergency 
services: unlimited, 

Diagnostic 
services: unlimited, 

Restorative 
services: unlimited, 
Endodontics/Period

ontics/Extractions: 
unlimited, 

Prosthodontics/oth
er oral/Maxillofacial 

surgery, other 
services: Unlimited  N/A N/A  N/A  N/A  N/A 

 N/A  N/A  N/A 
  $800 Every 

Year N/A  N/A N/A  N/A  N/A 
 $800 Every 

Year  N/A 
  $800 Every 

Year N/A  N/A 
 $800 Every 

Year N/A  N/A  N/A  N/A 
 $800 Every 

Year   $800 Every Year  N/A N/A  N/A  N/A  N/A 

 N/A  N/A  N/A 

 Routine 
hearing tests: 

unlimited, 
Fitting 

evaluation for 
Hearing aid: 

unlimited N/A  N/A N/A  N/A  N/A 

Routine hearing 
tests: unlimited, 

Fitting evaluation 
for Hearing aid: 

unlimited  N/A 

 Routine 
hearing tests: 

unlimited, 
Fitting 

evaluation for 
Hearing aid: 

unlimited N/A  N/A 

Routine 
hearing tests: 

unlimited, 
Fitting 

evaluation for 
Hearing aid: 

unlimited N/A  N/A  N/A  N/A 

Routine hearing 
tests: unlimited, 

Fitting 
evaluation for 

Hearing aid: 
unlimited 

Routine hearing 
tests: unlimited, 

Fitting evaluation 
for Hearing aid: 

unlimited  N/A N/A  N/A  N/A  N/A 

 N/A  N/A  N/A 

 $1400/yr 
applies to 

both hearing 
exams & 

hearing aids N/A  N/A N/A  N/A  N/A 

$1400/yr applies 
to both hearing 

exams & hearing 
aids  N/A 

 $1400/yr 
applies to 

both hearing 
exams & 

hearing aids N/A  N/A 

$1400/yr 
applies to 

both hearing 
exams & 

hearing aids N/A  N/A  N/A  N/A 

$1400/yr 
applies to both 

hearing exams & 
hearing aids 

$1400/yr applies to 
both hearing exams 

& hearing aids  N/A N/A  N/A  N/A  N/A 

 N/A  N/A  N/A 

 Hearing 
aids(all 

types):unlimit
ed N/A  N/A N/A  N/A  N/A 

Hearing aids(all 
types):unlimited  N/A 

 Hearing 
aids(all 

types):unlimit
ed N/A  N/A 

Hearing aids 
(all 

types):unlimit
ed N/A  N/A  N/A  N/A 

Hearing aids(all 
types):unlimited 

Hearing aids (all 
types):unlimited  N/A N/A  N/A  N/A  N/A 

 N/A  N/A  N/A 

 $1400/yr 
applies to 

both hearing 
exams & 

hearing aids N/A  N/A N/A  N/A  N/A 

$1400/yr applies 
to both hearing 

exams & hearing 
aids  N/A 

 $1400/yr 
applies to 

both hearing 
exams & 

hearing aids N/A  N/A 

$1400/yr 
applies to 

both hearing 
exams & 

hearing aids N/A  N/A  N/A  N/A 

$1400/yr 
applies to both 

hearing exams & 
hearing aids 

$1400/yr applies to 
both hearing exams 

& hearing aids  N/A N/A  N/A  N/A  N/A 



Bravo Liberty I

Bravo 
Liberty 
Silver

H7406-006 H7406-011
PFFS PFFS
r,
Chambers,Galv
eston,
Harris,Liberty,
Medina,Collin,
Dallas,
Jefferson,John
son,

xar,Brazoria,
Chambers,C
ollin,Dallas,
Denton,Ellis,
El Paso,
Fort 
Bend,Galves
ton,

$0.00 $0.00

N/A N/A

 $250 Days 1-5 
$0 Days 6-90 y

 2010 
Medicare 

Cost Shares 
100 Medicare 

$50 $50

$50 $50

$25 20%

$25 20%

$25 20%

 Not Covered  Not Covered 

$25 20%

 Not Covered  Not Covered 

$25 45%

$0 $0

20% 20%

20% 20%

$200 20%
$150 20%

 Not Covered  Not Covered 

20% 20%

20% 20%

 Not Covered $20 

Not Covered Not Covered

0% 20%

20% 20%

 Not Covered 

 Oral Exams: 
1 every year, 

Cleaning: 1 
Every six 
months, 
Fluoride 

Treatment: 1 
Every year, X-
rays: 1 Every 

Year 



 Not Covered  No 

 Not Covered 

 Emergency 
services: 

Unlimited, 
Diagnostic 

Services: 
Unlimited, 

Restorative 
Services: 

Unlimited, 
Endodontics/
Periodontics/

Extractions: 
Unlimited, 

Prosthodontic
s & Other 

Maxillofacial 
surgery: 

Unlimited 

 Not Covered 
 $800 Every 

year 

 Not Covered 

 Unlimited up 
to $150 per 

year max for 
exams and 

eyewear 
combined 

 Not Covered 

 Contact 
lenses and 

eye glasses 
(lenses and 

frames) 
covered up to 

combined 
$150 per 
year max 

 Not Covered 

 $0 copay for 
Unlimited 

Hearing test 

 Not Covered 
 $1400 Every 

year 

 Not Covered 

 $1400/yr 
max 

coverage 
applies to 

both hearing 
exams & 

hearing aids 

 No  No 

 N/A  N/A 

 N/A  N/A 

 N/A  N/A 

 Not Covered  Not Covered 



 N/A  N/A 

 N/A  N/A 

 N/A  N/A 

 N/A  N/A 

 N/A  N/A 

 N/A  N/A 

 N/A  N/A 

 N/A  N/A 

 N/A  N/A 
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