
Spotsylvania County Public Schools 
Medical Benefit Plan Options -- October 1, 2017 – September 30, 2018 

 
BENEFITS 

 

 
KEYCARE EXPANDED 

(patient liability) 

 
KEYCARE 200 

(patient liability) 

 
KEYCARE 500  

(patient liability) 

 
PLAN YEAR DEDUCTIBLE   

 
$100 individual / $200 family 

 
$200 individual / $400 family  

 
$500 individual / $1,000 family  

 
OUTPATIENT OFFICE VISITS 

 
Primary Care Physician (PCP) 
Specialist 

 
NOT SUBJECT TO  

PLAN YEAR DEDUCTIBLE 
$15 copayment  
$25 copayment 

 
NOT SUBJECT TO                                             

PLAN YEAR DEDUCTIBLE 
$20 copayment  
$40 copayment 

 
NOT SUBJECT TO  

PLAN YEAR DEDUCTIBLE 
$25 copayment  
$40 copayment 

 
PREVENTIVE CARE  
and WELL BABY CARE 
 

 
NOT SUBJECT TO 

 PLAN YEAR DEDUCTIBLE 
$0 copayment   

 
NOT SUBJECT TO                                             

PLAN YEAR DEDUCTIBLE 
$0 copayment 

 
NOT SUBJECT  

TO PLAN YEAR DEDUCTIBLE 
$0 copayment 

AUTISM SPECTRUM DISORDER  
Diagnosis and  Treatment  
 
Applied Behavioral  Analysis  

 
Member cost shares will be 

dependent on services rendered 
20% coinsurance 

 
Member cost shares will be 

dependent on services rendered 
20% coinsurance 

 
Member cost shares will be 

dependent on services rendered 
20% coinsurance 

 
AMBULANCE SERVICES 

 
AFTER PLAN YEAR DEDUCTIBLE 

20% coinsurance 

 
AFTER PLAN YEAR DEDUCTIBLE 

20% coinsurance 

 
AFTER PLAN YEAR DEDUCTIBLE 

20% coinsurance 

 
DIAGNOSTIC TESTS  
 

 
NOT SUBJECT TO  

PLAN YEAR DEDUCTIBLE  
  10% coinsurance  

 
AFTER PLAN YEAR DEDUCTIBLE 

20% coinsurance  

 
AFTER PLAN YEAR DEDUCTIBLE 

20% coinsurance  

 
 
EMERGENCY ROOM  

 
FACILITY: 

NOT SUBJECT TO PLAN YEAR 
DEDUCTIBLE 

$100 copayment  
PROFESSIONAL: 
NOT SUBJECT TO  

PLAN YEAR DEDUCTIBLE 
$15 / $25 copayment 

 
 

FACILITY and PROFESSIONAL: 
AFTER PLAN YEAR DEDUCTIBLE 

20% coinsurance 
 
 

 
FACILITY: 

AFTER PLAN YEAR DEDUCTIBLE 
20% coinsurance 
PROFESSIONAL: 
NOT SUBJECT TO  

PLAN YEAR DEDUCTIBLE 
$25 / $40 copayment 

 
 
INPATIENT HOSPITAL SERVICES 

 
FACILITY: 

NOT SUBJECT TO  
PLAN YEAR DEDUCTIBLE 

$200 copayment  
PROFESSIONAL: 
NOT SUBJECT TO  

PLAN YEAR DEDUCTIBLE  
0% coinsurance 

 
 

FACILITY and PROFESSIONAL: 
AFTER PLAN YEAR DEDUCTIBLE 

20% coinsurance 
 
 

 
FACILITY: 

AFTER PLAN YEAR DEDUCTIBLE 
20% coinsurance 
PROFESSIONAL: 
NOT SUBJECT TO  

PLAN YEAR DEDUCTIBLE  
0% coinsurance 

 
 
MATERNITY CARE  

 
FACILITY: 

NOT SUBJECT TO  
PLAN YEAR DEDUCTIBLE 

$200 copayment  
PROFESSIONAL (global bill): 

NOT SUBJECT TO  
PLAN YEAR DEDUCTIBLE 

0% coinsurance 

 
 

FACILITY and  
PROFESSIONAL (global bill): 

AFTER PLAN YEAR DEDUCTIBLE 
20% coinsurance 

  

 
FACILITY: 

AFTER PLAN YEAR DEDUCTIBLE 
20% coinsurance 

PROFESSIONAL (global bill): 
NOT SUBJECT TO  

PLAN YEAR DEDUCTIBLE 
0% coinsurance  

 
MEDICAL EQUIPMENT - DURABLE 

 
AFTER PLAN YEAR DEDUCTIBLE 

20% coinsurance 

 
AFTER PLAN YEAR DEDUCTIBLE 

20% coinsurance 

 
AFTER PLAN YEAR DEDUCTIBLE 

20% coinsurance 

 
MENTAL HEALTH and  
SUBSTANCE ABUSE  
OFFICE VISITS 

 
NOT SUBJECT TO  

PLAN YEAR DEDUCTIBLE 
$0 copayment 

 
NOT SUBJECT TO  

PLAN YEAR DEDUCTIBLE 
$0 copayment 

 
NOT SUBJECT TO  

PLAN YEAR DEDUCTIBLE 
$0 copayment  



 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
SURGERY - OUTPATIENT 

FACILITY: 
NOT SUBJECT TO  

PLAN YEAR DEDUCTIBLE 
$100 copayment 
PROFESSIONAL: 
NOT SUBJECT TO  

PLAN YEAR DEDUCTIBLE 
$15 / $25 copayment 

FACILITY and PROFESSIONAL: 
AFTER PLAN YEAR DEDUCTIBLE 

20% coinsurance 
 

FACILITY: 
AFTER PLAN YEAR DEDUCTIBLE 

20% coinsurance 
PROFESSIONAL:   
NOT SUBJECT TO  

PLAN YEAR DEDUCTIBLE 
$25 / $40 copayment 

 
SKILLED NURSING FACILITY 
180 day per stay limit  

FACILITY and PROFESSIONAL 
NOT SUBJECT TO  

PLAN YEAR DEDUCTIBLE 
0% coinsurance 

FACILITY and PROFESSIONAL: 
AFTER PLAN YEAR DEDUCTIBLE 

20% coinsurance 

FACILITY and PROFESSIONAL: 
NOT SUBJECT TO  

PLAN YEAR DEDUCTIBLE 
0% coinsurance 

 
THERAPIES 
(physical, occupational, and speech)  
 

 
AFTER PLAN YEAR DEDUCTIBLE 

10% coinsurance 

 
AFTER PLAN YEAR DEDUCTIBLE 

20% coinsurance  

 
AFTER PLAN YEAR DEDUCTIBLE 

20% coinsurance  

PRESCRIPTION DRUGS 
Retail (30 day supply) 
Mail Order (90 day supply) 

 
Tier 1 $10 / Tier 2 $20 / Tier 3 $35 
Tier 1 $20 / Tier 2 $40 / Tier 3 $70 

 
Tier 1 $10 / Tier 2 $20 / Tier 3 $35 
Tier 1 $20 / Tier 2 $40 / Tier 3 $70 

 
Tier 1 $10 / Tier 2 $20 / Tier 3 $35 
Tier 1 $20 / Tier 2 $40 / Tier 3 $70 

OUT-OF-POCKET (in-network) 
COMBINED MEDICAL and 
PRESCRIPTION DRUG 

 
 

$1,000 individual / $2,000 family   

 
 

$2,000 individual / $4,000 family 

 
 

$3,000 individual / $6, 000 family 

OUT OF NETWORK BENEIFTS: 
    PLAN YEAR DEDUCTIBLE 
     COINSURANCE 
     OUT-OF-POCKET 

 
$200 individual / $400 family 

Varies (25% - 45%) 
$2,000 individual / $4,000 family 

 
$300 individual / $600 family 

40%  
$2,750 individual / $5,500 family 

 
$1,000 individual / $2,000 family 

30%  
$6,000 individual / $12,000 family 

VISION EXAM - ANNUAL $25 co-pay 
($50 out of network allowance) 

$40 co-payment 
($50 out of network allowance) 

$40 co-payment 
($50 out of network allowance) 

DENTAL 
Not covered unless enrolled in a 
separate dental plan 

 
Enrollment in separated Dental 

Plan required 
Maximum plan pays $1,500 

 

 
Enrollment in separate Dental 

Plan required 
Maximum plan pays $1,500 

 

 
Enrollment in separate Dental 

Plan required 
Maximum plan pays $1,500 
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