
Medical

Plan(s) Administered By: Phone Number: Website:
Benefit & Risk Management Services (BRMS) (866) 755-6974 www.brmsonline.com/dignityhealth

PLAN NAME:  Dignity Health Central Coast EPO 2 R U1

PLAN HIGHLIGHTS
Provider Network DHCC EPO / SCICN
Telemedicine Provider LiveHealth Online
Calendar Year Deductible $250 per person / $750 per family
Hospital Deductible $0)
Medical Out-of-Pocket Maximum2 $1,000 per person / $3,000 per family

Physician Office Visits 
Primary Care: $25 copayment after deductible
Specialist: $25 copayment after deductible
Behavioral Health: $25 copayment after deductible

Telemedicine Visits $15 copayment
Preventive Services4 100%

Inpatient Hospital Facility Services
Medical: $250 copayment after deductible
Behavioral Health: $250 copayment after deductible

Emergency Room $75 copayment after deductible (waived if admitted)
Urgent Care $25 copayment after deductible
OTHER MEDICAL SERVICES
INPATIENT

Anesthesiologist 100% after deductible

Hospital Facility Services
Medical: $250 copayment after deductible
Behavioral Health: $250 copayment after deductible

Physician Visits $25 copayment after deductible

Surgeon, Surgical Assistant
Surgeon: 100%
Surgical Assistant: 100%

OUTPATIENT
Diagnostic X-ray/Imaging $10 copayment after deductible
Diagnostic Lab $10 copayment after deductible

Hospital Facility Services
Medical: $250 copayment after deductible
Behavioral Health: $250 copayment after deductible

Surgeon, Surgical Assistant
Surgeon: 100%
Surgical Assistant: 100%

OTHER SERVICES 
Acupuncture Not Covered
Allergy Injections and Services (includes serum) $25 copayment after deductible
Ambulance $25 copayment after deductible (For emergencies).
Chemotherapy/Radiation Therapy 100% after deductible
Chiropractic $25 copayment after deductible (Limited to 12 visits per calendar year).

Durable Medical Equipment $25 copayment after deductible per item per month - up to purchase 
price of the equipment or related supply

Hospice 100% after deductible; $10 copayment per visit
Short -Term Therapy3 (Physical; Occupational; 
Speech and Respiratory)

$10 copayment per visit after deductible (Limited to 24 visits per 
calendar year).

http://www.brmsonline.com/dignityhealth


PRESCRIPTION DRUG PROGRAM BENEFITS - Capital Rx
Prescription Drug Deductible $0)

$500 per person / $1,000 per familyPrescription Drug Out-of-Pocket Maximum2 
RETAIL PRESCRIPTIONS

Walk-up (30-day supply)
Tier 1 - Generic Drugs: $10 copayment 
Tier 2 - Preferred Brand Drugs: $20 copayment
Tier 3 - Non-Preferred Brand Drugs: $40 copayment
(DAW: member pays preferred or non-preferred brand copayment for 
brand name plus cost difference between generic and brand name 
when brand name requested by member). 

HOME DELIVERY PRESCRIPTIONS

Home Delivery

(90-day supply)
Tier 1 - Generic Drugs: $25 copayment
Tier 2 - Preferred Brand Drugs: $50 copayment
Tier 3 - Non-Preferred Brand Drugs: $100 copayment
(DAW: member pays preferred or non-preferred brand copayment for 
brand name plus cost difference between generic and brand name 
when brand name requested by member). 

SPECIALTY PRESCRIPTIONS
(up to 30-day supply)
Tier 1 - Generic Drugs: $10 copayment
Tier 2 - Preferred Brand Drugs: $20 copayment
Tier 3 - Non-Preferred Brand Drugs: $40 copayment
(DAW: member pays preferred or non-preferred brand copayment for 
brand name plus cost difference between generic and brand name 
when brand name requested by member).

Note: During the year, your prescription may change Tiers. Some prescription drugs require prior authorization, 
compliance with step therapy and/or may be subject to quantity limits. Members can opt to receive up to a 90-day 

supply of most maintenance medications at a CAPRx Alliance CS Network pharmacy.

1 Subject to limitations and exclusions.  A complete list of the limitations and exclusions (applicable to the medical plan) is provided in the Plan Document.
2 The Medical Out-of-Pocket Maximum is separate from the Prescription Drug Out-of-Pocket Maximum. 
3 Outpatient therapies are limited to 24 visits per calendar year, per incident and combined with all therapies, per the plan provisions. 
4 All preventive services defined by the Affordable Care Act are covered without having to pay a copayment or coinsurance or meet a deductible. This applies 
only when services are delivered by a network provider.  A complete list of preventive services can be found at www.healthcare.gov/coverage/preventive-care-
benefits/.

This communication is a basic summary of your plan benefits.  Please refer to the plan's document for more detailed benefit 
provisions. 




