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                                          Benefit Summary Report 
Quote Name:  190735,010125,HSABLUEF  10/18/2024 10:44 AM 
Effective Date:  010125 
Performance Guarantee:  HSABLUEF 
 
 

Group 

Group Number Group Name Section 
190735 University of Toledo 006, 008, 010, 012, 

104, 106, 108, 204, 
206, 208 

 

Signature 

 I have reviewed the entire Group Benefit Summary 
Report and it is approved with no changes: 

 ____________________________________________ 
Print Name 

 ____________________________________________ 
Signature 

 ____________________________________________ 
Title 

 ____________________________________________ 
Date 

 

Grandfathered Status 

I confirm this plan is Grandfathered as defined by the Affordable Care Act (45 CFR 147.140 Preservation of right to maintain existing coverage) 

Signature ____________________ 

Or, initial if not applicable_________ 

 

 

 

 

 

Don Poulson

Associate Director Total Rewards

10/21/2024
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Subcategory Variable Tier 1 Tier 2 Tier 3 
Preventive Exams and Immunizations 
Exam Associated with 
Pap Test 

(age 21 and over, 1 
per benefit period) 

100% 100% 70% after deductible 

Family Planning Exam (age 21 and over, 1 
per benefit period) 

100% 100% 70% after deductible 

Hearing Exam  Not Covered Not Covered Not Covered 
Immunizations (All Immunizations) 100% 100% 70% after deductible 
Physical Exam (age 21 and over; 2 

per benefit period) 
100% 100% 70% after deductible 

Vision Exam (age 21 and over; 1 
per benefit period) 

95% after deductible 85% after deductible 70% after deductible 

Preventive Tests 
Bone Density Tests  100% 100% 70% after deductible 
Colon Cancer 
Screening 

 100% 100% 70% after deductible 

Preventive 
Endoscopic Services 

 100% 100% 70% after deductible 

Lab  100% 100% 70% after deductible 
Mammogram (1 per benefit 

period) 
100% 100% 70% after deductible 

Medical Tests  100% 100% 70% after deductible 
Pap Test (1 per benefit 

period) 
100% 100% 70% after deductible 

X-rays  100% 100% 70% after deductible 
Well Child Care 
Covered up to the 
age of 

 21 

Maximum  Unlimited 
Exams  100% 100% 70% after deductible 
Family Planning 
Exams 

 100% 100% 70% after deductible 

Hearing Exams  100% 100% 70% after deductible 
Immunizations (All Immunizations) 100% 100% 70% after deductible 
Labs  100% 100% 70% after deductible 
Vision Exams  100% 100% 70% after deductible 
Additional Services 
Abortions - Elective  Not Covered Not Covered Not Covered 
Abortions - 
Therapeutic 

 95% after deductible 85% after deductible 70% after deductible 

Acupuncture  Not Covered Not Covered Not Covered 
Ambulance  N/A 85% after deductible 85% after deductible 
Approved Clinical 
Trial 

 Benefits paid based on services rendered 

Autism Spectrum 
Disorders (other than 
ABA) 

(Unlimited all ages) Benefits paid based on services rendered 

Applied Behavior 
Analysis(ABA) 

Unlimited (all ages) Benefits paid based on services rendered 
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Subcategory Variable Tier 1 Tier 2 Tier 3 
Blood, Blood Typing 
and Administration 

 95% after deductible 85% after deductible 70% after deductible 

Durable Medical 
Equipment 

 95% after deductible 85% after deductible 70% after deductible 

Gender Affirming 
Surgery 

 Benefits paid based on services rendered 

Hospice  N/A 85% after deductible 70% after deductible 
Infertility Treatment ($15,000 per 

benefit period)(The 
coinsurance does 
not apply to the 
coinsurance out-of-
pocket limit(s) or 
pay at 100% after 
the limit(s) is/are 
met.)In Vitro 
Fertilization and 
Artificial 
Insemination - 
Medically 
Necessary and 
Routine 

70% after deductible; 
The coinsurance does 
not apply to the 
coinsurance out-of-
pocket limit(s) or pay 
at 100% after the 
limit(s) is/are met. 

70% after deductible; 
The coinsurance does 
not apply to the 
coinsurance out-of-
pocket limit(s) or pay 
at 100% after the 
limit(s) is/are met. 

Not Covered 

Medical Supplies  95% after deductible 85% after deductible 70% after deductible 
Non-emergency care 
when traveling 
outside the United 
States 

 Not Covered Not Covered Not Covered 

Oral Accident  95% after deductible 85% after deductible 70% after deductible 
Organ Transplant  95% after deductible 85% after deductible Not Covered 
Organ Transplant 
Services 

 Not Covered Not Covered Not Covered 

Private Duty Nursing  Not Covered Not Covered Not Covered 
TMJ (TMJ Appliance is 

Not Covered) 
Benefits paid based on services rendered 

Urgent Care 
Providers 

(all preventive 
services including 
exams, 
immunizations, and 
diagnostics) 

Not Covered Not Covered Not Covered 

Weight Loss Surgical 
Services (Bariatric 
Surgery) 

(limited to $50,000 
per lifetime) 

70% after deductible Not Covered Not Covered 

Benefits will be administered by Medical Mutual of Ohio. Benefits will be determined based on Medical Mutual's medical and administrative 
policies and procedures. This document is only a partial listing of benefits. This is not a contract of insurance. Only an officer of Medical Mutual may 
agree, orally or in writing, to change the benefits listed here. The contract or certificate will contain the complete listing of covered services. In 
certain instances, Medical Mutual’s payment may not equal the percentage listed above. However, the covered person’s coinsurance will always be 
based on the lesser of the provider’s billed charges or Medical Mutual’s negotiated rate with the provider. 
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Drug 


