
All policyholders may be subject to a rate increase at their renewal date.
Rates are calculated as of the Applicant's age as of the effective date.

Area 1 (Hartford, New London, Tolland and Windham counties*)
Hartford County: Avon, Berlin, Bloomfield, Bristol, Burlington, Canton, East Granby, East Hartford, East Windsor, Enfield, Farmington, Glastonbury,
Granby, Hartford, Hartland, Manchester, Marlborough, New Britain, Newington, Plainville, Rocky Hill, Simsbury, Southington, South Windsor, Suffield,
West Hartford, Wethersfield, Windsor, Windsor Locks
New London County: Bozrah, Colchester, East Lyme, Franklin, Griswold, Groton, Lebanon, Ledyard, Lisbon, Lyme, Montville, New London, North
Stonington, Norwich, Old Lyme, Preston, Salem, Sprague, Stonington, Voluntown,Waterford
Tolland County: Andover, Bolton, Columbia, Coventry, Ellington, Hebron, Mansfield, Somers, Stafford, Tolland, Union, Vernon, Willington
Windham County: Ashford, Brooklyn, Canterbury, Chaplin, Eastford, Hampton, Killingly, Plainfield, Pomfret, Putnam, Scotland, Sterling, Thompson,
Windham, Woodstock
*Note: Area 1 also includes these towns from New Haven County: Beacon Falls, Cheshire, Middlebury, Naugatuck, Oxford, Prospect, South Britain,
Southbury, Waterbury and Wolcott.

Tier 1 $10 Tier 2/3 50% $1,000 max Tier 1 $10 Tier 2/3 50% $5,000 max NO RX

POS-OA-30-45-UKBA-IND
POS Upfront Deductible $750/$1,500 - B

Connecticare® 2010 January 1, 2010 - March 31, 2010 (1Q 2010)

Age Individual Individual Individual Family Age Individual Individual Individual Family Age Individual Individual Individual Family
Male Female +1 Dep. Male Female +1 Dep. Male Female +1 Dep.

0-20 $163.72 $228.46 $406.63 $683.71 0-20 $167.57 $233.83 $416.19 $699.81 0-20 $156.10 $217.83 $387.72 $651.92
21 $165.66 $230.33 $408.91 $689.16 21 $169.56 $235.76 $418.53 $705.38 21 $157.95 $219.62 $389.89 $657.11
22 $167.60 $232.22 $411.21 $694.64 22 $171.54 $237.69 $420.89 $710.99 22 $159.81 $221.42 $392.08 $662.33
23 $169.57 $234.11 $413.46 $700.11 23 $173.56 $239.61 $423.20 $716.59 23 $161.68 $223.22 $394.23 $667.55
24 $171.51 $236.01 $415.76 $705.56 24 $175.54 $241.57 $425.54 $722.17 24 $163.53 $225.04 $396.42 $672.74
25 $173.49 $237.90 $418.04 $711.03 25 $177.57 $243.50 $427.88 $727.77 25 $165.41 $226.84 $398.60 $677.96
26 $175.41 $239.79 $420.30 $716.51 26 $179.54 $245.42 $430.20 $733.37 26 $167.26 $228.63 $400.75 $683.19
27 $177.38 $241.66 $422.59 $721.98 27 $181.57 $247.35 $432.53 $738.98 27 $169.14 $230.42 $402.93 $688.41
28 $179.33 $243.55 $424.88 $727.43 28 $183.55 $249.28 $434.88 $744.55 28 $170.99 $232.22 $405.12 $693.60
29 $181.29 $245.43 $427.13 $732.91 29 $185.57 $251.21 $437.19 $750.16 29 $172.87 $234.02 $407.27 $698.82
30 $183.24 $247.34 $429.42 $738.38 30 $187.55 $253.16 $439.53 $755.77 30 $174.72 $235.84 $409.46 $704.04
31 $194.16 $254.18 $430.81 $757.03 31 $198.73 $260.16 $440.96 $774.85 31 $185.13 $242.36 $410.78 $721.82
32 $205.08 $261.05 $432.23 $775.70 32 $209.90 $267.20 $442.41 $793.97 32 $195.54 $248.91 $412.13 $739.63
33 $216.00 $267.88 $433.62 $794.36 33 $221.09 $274.19 $443.83 $813.07 33 $205.95 $255.42 $413.46 $757.42
34 $226.92 $274.74 $435.01 $813.05 34 $232.26 $281.21 $445.25 $832.19 34 $216.37 $261.96 $414.78 $775.24
35 $231.82 $277.40 $439.67 $818.73 35 $237.27 $283.94 $450.03 $838.01 35 $221.04 $264.51 $419.23 $780.65
36 $234.25 $278.75 $442.03 $821.57 36 $239.77 $285.30 $452.43 $840.91 36 $223.36 $265.78 $421.47 $783.36
37 $236.71 $280.07 $444.34 $824.41 37 $242.28 $286.67 $454.80 $843.82 37 $225.70 $267.04 $423.67 $786.07
38 $239.15 $281.40 $446.69 $827.25 38 $244.77 $288.03 $457.20 $846.72 38 $228.02 $268.32 $425.91 $788.77
39 $246.49 $285.40 $453.70 $835.76 39 $252.30 $292.12 $464.38 $855.44 39 $235.03 $272.13 $432.60 $796.90
40 $256.26 $290.70 $463.01 $847.13 40 $262.30 $297.55 $473.92 $867.08 40 $244.35 $277.18 $441.49 $807.75
41 $266.06 $296.04 $472.38 $858.49 41 $272.32 $303.00 $483.50 $878.71 41 $253.68 $282.27 $450.41 $818.58
42 $275.84 $301.36 $481.71 $869.84 42 $282.33 $308.46 $493.05 $890.32 42 $263.01 $287.35 $459.31 $829.39
43 $284.53 $308.40 $493.37 $877.72 43 $291.23 $315.65 $505.00 $898.39 43 $271.30 $294.06 $470.43 $836.91
44 $293.22 $315.46 $505.06 $885.58 44 $300.12 $322.89 $516.95 $906.43 44 $279.58 $300.79 $481.57 $844.40
45 $301.91 $322.51 $516.75 $893.46 45 $309.03 $330.11 $528.92 $914.49 45 $287.88 $307.51 $492.72 $851.91
46 $310.61 $329.58 $528.43 $901.30 46 $317.92 $337.33 $540.88 $922.52 46 $296.16 $314.25 $503.86 $859.39
47 $319.30 $336.61 $540.10 $909.18 47 $326.81 $344.54 $552.81 $930.59 47 $304.45 $320.96 $514.98 $866.90
48 $337.46 $358.66 $584.56 $939.37 48 $345.39 $367.09 $598.32 $961.49 48 $321.76 $341.97 $557.37 $895.68
49 $355.59 $380.73 $629.03 $969.56 49 $363.96 $389.69 $643.84 $992.39 49 $339.05 $363.02 $599.78 $924.47
50 $373.75 $402.77 $673.46 $999.74 50 $382.54 $412.25 $689.31 $1023.27 50 $356.37 $384.04 $642.14 $953.24
51 $391.88 $424.84 $717.92 $1029.92 51 $401.11 $434.85 $734.83 $1054.17 51 $373.66 $405.09 $684.54 $982.03
52 $410.04 $446.89 $762.38 $1060.09 52 $419.69 $457.41 $780.34 $1085.06 52 $390.97 $426.11 $726.93 $1010.80
53 $436.20 $470.38 $809.02 $1104.79 53 $446.47 $481.46 $828.07 $1130.80 53 $415.92 $448.51 $771.40 $1053.41
54 $462.35 $493.86 $855.68 $1149.46 54 $473.24 $505.50 $875.83 $1176.52 54 $440.85 $470.90 $815.89 $1096.00
55 $488.54 $517.36 $902.32 $1194.16 55 $500.04 $529.55 $923.56 $1222.27 55 $465.82 $493.30 $860.36 $1138.63
56 $514.70 $540.85 $948.99 $1238.82 56 $526.81 $553.59 $971.33 $1267.99 56 $490.76 $515.70 $904.85 $1181.21
57 $540.85 $564.34 $995.62 $1283.51 57 $553.59 $577.63 $1019.06 $1313.73 57 $515.70 $538.10 $949.32 $1223.83
58 $575.33 $586.24 $1049.14 $1329.48 58 $588.87 $600.05 $1073.84 $1360.78 58 $548.57 $558.98 $1000.36 $1267.65
59 $609.79 $608.14 $1102.68 $1375.42 59 $624.15 $622.45 $1128.64 $1407.81 59 $581.44 $579.86 $1051.40 $1311.46
60 $644.30 $630.01 $1156.21 $1421.38 60 $659.46 $644.84 $1183.43 $1454.85 60 $614.33 $600.71 $1102.44 $1355.29
61 $678.76 $651.92 $1209.73 $1467.33 61 $694.74 $667.27 $1238.22 $1501.87 61 $647.20 $621.60 $1153.48 $1399.09
62 $713.23 $673.81 $1263.27 $1513.30 62 $730.03 $689.67 $1293.01 $1548.94 62 $680.06 $642.47 $1204.52 $1442.93
63 $758.70 $699.94 $1331.19 $1567.50 63 $776.57 $716.42 $1362.52 $1604.41 63 $723.42 $667.39 $1269.28 $1494.61
64 $804.15 $726.09 $1399.11 $1621.66 64 $823.08 $743.19 $1432.06 $1659.85 64 $766.76 $692.33 $1334.06 $1546.25

Rates subject to Department of Insurance approval. Actual monthly premiums are based on the approved effective date of the policy. Rates and benefits are subject to
change based on any tate or federal mandate or other regulatory requirements that are imposed at any time after the policy is effective and which materially affect the
existing rates.
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Read Your Policy Carefully – This outline of coverage provides a very brief description of the important features
of your policy.  This is not the insurance contract and only the actual policy provisions will control. The policy
itself sets forth in detail the rights and obligations of both you and your insurance company. Upon enrollment,
it is therefore important that you READ YOUR POLICY CAREFULLY!

Major Medical Expense Coverage – Policies of this category are designed to provide, to persons insured, coverage
for major hospital, medical, and surgical expenses incurred as a result of a covered accident or sickness. Coverage
is provided for daily hospital room and board, miscellaneous hospital services, surgical services, anesthesia services,
in-hospital medical services, and out-of-hospital care, subject to any deductibles, copayment provisions, or other
limitations, which may be set forth in the policy.

continued on next page

POS UPFRONT PLAN DEDUCTIBLE —  
$750 INDIVIDUAL/$1,500 FAMILY — B

O U T L I N E  O F  C O V E R A G E

IN-NETWORK
MEMBER COST

OUT-OF-NETWORK
MEMBER COST

CONTRACT YEAR COST SHARE

■ Individual Plan Deductible $750 per Individual $2,000 per Individual

■ Family Plan Deductible $1,500 per Family $4,000 per Family

■ Individual Coinsurance 
Maximum  (does not include 
Plan Deductible)

Not Applicable $3,000 per Individual

■ Family Coinsurance Maximum Not Applicable $6,000 per Family

■ Individual Out-of-Pocket 
Maximum (In-network includes
Plan Deductible only)
(Out-of-network includes Plan
Deductible and Coinsurance
Maximum)

$750 per Individual $5,000 per Individual

■ Family Out-of-Pocket 
Maximum (In-network includes
Plan Deductible only)
(Out-of-network includes Plan
Deductible and Coinsurance
Maximum)

$1,500 per Family $10,000 per Family

■ Out-of-Network 
Reimbursement 

N/A Plan will reimburse the 
coinsurance percentage of the
Maximum Allowable Amount

DAILY HOSPITAL ROOM AND BOARD

■ Hospitalization for Illness or
Injury (includes semi-private
room and board; excludes all
maternity-related services)

$500 Copayment per day up to
$2,000 per contract year after 
Plan Deductible

50% after Plan Deductible

■ Skilled Nursing and 
Rehabilitation Facilities (up 
to 100 days per contract year)

No Member cost after 
Plan Deductible

50% after Plan Deductible

(POS-OA-30-45-UKBA-IND)
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POS UPFRONT PLAN DEDUCTIBLE  —  $750 INDIVIDUAL/$1,500 FAMILY  continued

O U T L I N E  O F  C O V E R A G E

IN-NETWORK
MEMBER COST

OUT-OF-NETWORK
MEMBER COST

MISCELLANEOUS HOSPITAL SERVICES

■ Emergency Room $150 Copayment per visit after 
Plan Deductible

Same as In-network

■ Walk-In/Urgent Care Centers $75 Copayment per visit after 
Plan Deductible

Same as In-network

SURGICAL SERVICES
■ Ambulatory Services (Outpatient)

(includes services performed in a 
Hospital or ambulatory facility)

$500 Copayment per visit after 
Plan Deductible

50% after Plan Deductible

ANESTHESIA SERVICES

■ Anesthesia and oxygen services Included in Hospital Services Included in Hospital Services

IN-HOSPITAL MEDICAL SERVICES

■ Inpatient medical services Included in Hospital Services Included in Hospital Services

OUT-OF-HOSPITAL CARE

■ Primary Care Provider Office Services
(includes services for illness, injury,
sickness, follow-up care and consultations)

$30 Copayment per visit after 
Plan Deductible

50% after Plan Deductible

■ Specialist Office Services 
(includes services for illness, injury,
sickness, follow-up care and consultations)

$45 Copayment per visit after 
Plan Deductible

50% after Plan Deductible

■ Gynecological Preventive Exam Office
Services (one per contract year)

$45 Copayment per visit after 
Plan Deductible

50% after Plan Deductible

■ Maternity Care Office Services Not a covered benefit Not a covered benefit

OTHER BENEFITS

■ Ambulance Services No Member cost after 
Plan Deductible

Same as In-network

■ Home Health Services (up to 100 visits
per contract year) 

No Member cost 
(Plan Deductible Waived)

25% (Plan Deductible Waived)

■ Laboratory Services (includes services
performed in a Hospital or laboratory 
facility)

No Member cost after 
Plan Deductible

50% after Plan Deductible

■ Non-Advanced Radiology Services 
(includes services performed in a 
Hospital or radiology facility)

$10 Copayment per visit after 
Plan Deductible

50% after Plan Deductible

■ Advanced Radiology (includes services
for MRI, PET and CAT Scan, and Nuclear
Cardiology performed in a Hospital or
radiology facility)

$75 Copayment per visit up to 5 
Copayments per year after 
Plan Deductible

50% after Plan Deductible

■ Chiropractic Services (up to 10 visits
per contract year)

$45 Copayment per visit after 
Plan Deductible

50% after Plan Deductible

■ Outpatient Rehabilitative Therapy 
(up to 20 visits per contract year 
combined for physical, speech, and 
occupational therapy)

$45 Copayment per visit after 
Plan Deductible

50% after Plan Deductible

continued on next page
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POS UPFRONT PLAN DEDUCTIBLE  —  $750 INDIVIDUAL/$1,500 FAMILY  continued

O U T L I N E  O F  C O V E R A G EO U T L I N E  O F  C O V E R A G E

IN-NETWORK
MEMBER COST

OUT-OF-NETWORK
MEMBER COST

■ Routine Vision Exam
(one per contract year)

$45 Copayment per visit 50% after Plan Deductible

■ Durable Medical Equipment and 
Supplies (includes services for Durable
Medical Equipment including Prosthetics,
Disposable Medical Supplies and Ostomy
Supplies and Equipment up to $2,500
per contract year)

20% after Plan Deductible 50% after Plan Deductible

■ Lifetime Maximum Unlimited $1,000,000 per Member

PRESCRIPTION DRUG OPTIONS
Prescription drug coverage is optional under the Point of Service plans. If selected, In-network benefits are provided
for covered prescription drugs purchased through participating retail pharmacies, or through our mail-order program.
There is a three-tier benefit design for covered prescription drugs: tier one drugs have the lowest copayment level; tier
two drugs have an intermediate copayment level; and tier three drugs have the highest copayment level. 

The Benefit Limit is a combined in-network and out-of-network Benefit Limit up to which ConnectiCare will provide
coverage in a contract year.  The member is responsible for prescription drug costs that exceed the Benefit Limit.

Benefit Limits are per member per contract year limits.

Out-of-network pharmacy costs is a 50% member cost share.

In-Network Prescription Drug Options

Option I Tier One Tier Two Tier Three Benefit Limit

30-Day supply through
participating retail pharmacies

$10 Copayment 50% 50%

$1,000

90-Day supply through 
participating Mail Order Vendor

$20 Copayment 50% 50%

Option II Tier One Tier Two Tier Three Benefit Limit

30-Day supply through
participating retail pharmacies

$10 Copayment 50% 50%

$5,000
90-Day supply through 
participating Mail Order Vendor

$20 Copayment 50% 50%

(POS-OA-30-45-UKBA-IND)

User
Typewritten Text

User
Typewritten Text

User
Typewritten Text

User
Typewritten Text

User
Typewritten Text

User
Typewritten Text
For help or questions call 1-866-508-0618


	A1-UF-Ded-750-B-1-2010
	CTCareSOLO1stQtr2010Area1

	Ctcare-UpFront-750-B-10-2009
	Ctcare-UpFront-750-B-10-2009




