
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 2 (Litchfield, Middlesex and New Haven counties*)
Litchfield County: Barkhamsted, Bethlehem, Bridgewater, Canaan, Colebrook, Cornwall, Goshen, Harwinton, Kent, Litchfield, Morris, New Hartford,
New Milford, Norfolk, North Canaan, Plymouth, Roxbury, Salisbury, Sharon, Thomaston, Torrington, Warren, Washington, Watertown, Winchester,
Woodbury
Middlesex County: Chester, Clinton, Cromwell, Deep River, Durham, East Haddam, East Hampton, Essex, Haddam, Killingworth, Middlefield,
Middletown, Old Saybrook, Portland, Westbrook
New Haven County: Ansonia, Bethany, Branford, Derby, East Haven, Guilford, Hamden, Madison, Meriden, Milford, New Haven, North Branford, North
Haven, Orange, Seymour, Wallingford, West Haven, Woodbridge
*Note: The following towns are included in Area 1: 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-1500U-20-IND
POS Upfront Deductible $1,500/$3,000- 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 $141.18 $197.01 $350.66 $589.61 0-20 $145.29 $202.75 $360.87 $606.77 0-20 $133.08 $185.70 $330.52 $555.76
21 $142.86 $198.63 $352.63 $594.30 21 $147.01 $204.41 $362.89 $611.59 21 $134.66 $187.23 $332.39 $560.18
22 $144.53 $200.26 $354.61 $599.02 22 $148.73 $206.09 $364.93 $616.46 22 $136.23 $188.76 $334.25 $564.63
23 $146.23 $201.88 $356.55 $603.74 23 $150.48 $207.76 $366.93 $621.31 23 $137.83 $190.29 $336.08 $569.08
24 $147.90 $203.53 $358.52 $608.44 24 $152.20 $209.46 $368.96 $626.15 24 $139.41 $191.85 $337.94 $573.51
25 $149.60 $205.15 $360.49 $613.15 25 $153.95 $211.12 $370.98 $631.00 25 $141.01 $193.37 $339.80 $577.95
26 $151.27 $206.77 $362.44 $617.88 26 $155.67 $212.79 $373.00 $635.87 26 $142.59 $194.90 $341.64 $582.41
27 $152.98 $208.40 $364.42 $622.61 27 $157.42 $214.46 $375.03 $640.72 27 $144.19 $196.44 $343.50 $586.86
28 $154.65 $210.03 $366.39 $627.30 28 $159.15 $216.13 $377.05 $645.56 28 $145.77 $197.96 $345.35 $591.29
29 $156.35 $211.65 $368.35 $632.02 29 $160.90 $217.81 $379.06 $650.41 29 $147.37 $199.50 $347.20 $595.74
30 $158.02 $213.29 $370.32 $636.73 30 $162.62 $219.50 $381.10 $655.27 30 $148.95 $201.05 $349.06 $600.18
31 $167.43 $219.19 $371.51 $652.82 31 $172.31 $225.57 $382.33 $671.83 31 $157.82 $206.61 $350.19 $615.35
32 $176.85 $225.11 $372.73 $668.94 32 $181.99 $231.65 $383.58 $688.41 32 $166.70 $212.18 $351.34 $630.53
33 $186.27 $231.00 $373.93 $685.03 33 $191.68 $237.73 $384.81 $704.97 33 $175.57 $217.74 $352.47 $645.70
34 $195.68 $236.93 $375.13 $701.14 34 $201.37 $243.83 $386.06 $721.55 34 $184.45 $223.33 $353.60 $660.89
35 $199.91 $239.22 $379.17 $706.03 35 $205.72 $246.18 $390.20 $726.58 35 $188.43 $225.49 $357.39 $665.50
36 $202.01 $240.38 $381.18 $708.48 36 $207.89 $247.37 $392.27 $729.10 36 $190.41 $226.58 $359.30 $667.81
37 $204.12 $241.52 $383.18 $710.93 37 $210.07 $248.55 $394.33 $731.62 37 $192.41 $227.65 $361.18 $670.12
38 $206.23 $242.68 $385.20 $713.37 38 $212.23 $249.74 $396.41 $734.14 38 $194.39 $228.74 $363.08 $672.42
39 $212.57 $246.12 $391.25 $720.72 39 $218.76 $253.28 $402.64 $741.70 39 $200.37 $231.99 $368.78 $679.35
40 $220.99 $250.69 $399.29 $730.53 40 $227.42 $257.98 $410.91 $751.80 40 $208.31 $236.30 $376.37 $688.60
41 $229.44 $255.29 $407.36 $740.33 41 $236.11 $262.72 $419.21 $761.87 41 $216.26 $240.63 $383.97 $697.82
42 $237.88 $259.89 $415.40 $750.12 42 $244.80 $267.45 $427.49 $771.95 42 $224.22 $244.97 $391.55 $707.05
43 $245.37 $265.95 $425.47 $756.92 43 $252.52 $273.70 $437.84 $778.95 43 $231.29 $250.69 $401.04 $713.47
44 $252.86 $272.04 $435.54 $763.67 44 $260.21 $279.96 $448.21 $785.90 44 $238.34 $256.43 $410.53 $719.84
45 $260.36 $278.12 $445.62 $770.48 45 $267.93 $286.21 $458.60 $792.91 45 $245.40 $262.15 $420.04 $726.25
46 $267.85 $284.21 $455.68 $777.25 46 $275.64 $292.49 $468.95 $799.87 46 $252.47 $267.90 $429.53 $732.63
47 $275.34 $290.28 $465.76 $784.04 47 $283.35 $298.73 $479.32 $806.86 47 $259.53 $273.62 $439.02 $739.03
48 $291.00 $309.29 $504.10 $810.07 48 $299.48 $318.29 $518.78 $833.64 48 $274.30 $291.53 $475.17 $763.56
49 $306.65 $328.33 $542.45 $836.10 49 $315.56 $337.88 $558.24 $860.44 49 $289.04 $309.48 $511.31 $788.10
50 $322.30 $347.33 $580.76 $862.13 50 $331.68 $357.44 $597.66 $887.22 50 $303.80 $327.39 $547.42 $812.63
51 $337.94 $366.36 $619.10 $888.16 51 $347.78 $377.03 $637.12 $914.01 51 $318.54 $345.33 $583.56 $837.17
52 $353.60 $385.38 $657.45 $914.18 52 $363.90 $396.60 $676.58 $940.78 52 $333.30 $363.26 $619.70 $861.70
53 $376.16 $405.64 $697.66 $952.72 53 $387.10 $417.45 $717.96 $980.45 53 $354.56 $382.35 $657.61 $898.03
54 $398.72 $425.89 $737.90 $991.25 54 $410.32 $438.29 $759.38 $1020.09 54 $375.83 $401.45 $695.54 $934.34
55 $421.29 $446.15 $778.12 $1029.78 55 $433.56 $459.13 $800.76 $1059.76 55 $397.11 $420.54 $733.45 $970.67
56 $443.85 $466.41 $818.36 $1068.31 56 $456.77 $479.98 $842.18 $1099.39 56 $418.37 $439.63 $771.38 $1006.97
57 $466.41 $486.67 $858.59 $1106.84 57 $479.98 $500.83 $883.57 $1139.05 57 $439.63 $458.73 $809.29 $1043.30
58 $496.13 $505.55 $904.74 $1146.49 58 $510.58 $520.26 $931.07 $1179.86 58 $467.65 $476.53 $852.80 $1080.67
59 $525.86 $524.44 $950.90 $1186.11 59 $541.17 $539.70 $978.59 $1220.63 59 $495.67 $494.33 $896.32 $1118.02
60 $555.61 $543.29 $997.07 $1225.75 60 $571.79 $559.10 $1026.09 $1261.42 60 $523.71 $512.10 $939.83 $1155.38
61 $585.32 $562.18 $1043.23 $1265.36 61 $602.36 $578.53 $1073.59 $1302.19 61 $551.73 $529.90 $983.34 $1192.72
62 $615.05 $581.06 $1089.38 $1305.01 62 $632.96 $597.97 $1121.09 $1342.98 62 $579.75 $547.70 $1026.84 $1230.09
63 $654.27 $603.58 $1147.96 $1351.74 63 $673.31 $621.15 $1181.37 $1391.08 63 $616.71 $568.94 $1082.06 $1274.14
64 $693.47 $626.15 $1206.53 $1398.45 64 $713.65 $644.37 $1241.65 $1439.16 64 $653.66 $590.20 $1137.27 $1318.17

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 —   
$1,500 INDIVIDUAL/$3,000 FAMILY — 20% — 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 $1,500 per Individual $4,000 per Individual

■ Family Plan Plan Deductible $3,000 per Family $8,000 per Family

■ Individual Coinsurance 
Maximum(does not include 
Plan Deductible)

$2,000 per Individual $6,000 per Individual

■ Family Coinsurance Maximum $4,000 per Family $12,000 per Family

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

$3,500 per Individual $10,000 per Individual

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

$7,000 per Family $20,000 per Family

■ Out-of-Network Reimbursement None 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)

20% after Plan Deductible 50% after Plan Deductible

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

20% after Plan Deductible 50% after Plan Deductible

(POS-OA-1500U-20-IND)
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POS UPFRONT PLAN DEDUCTIBLE —   $1,500 INDIVIDUAL/$3,000 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 20% after Plan Deductible Same as In-network

■ Walk-In/Urgent Care Centers 20% after Plan Deductible Same as In-network

SURGICAL SERVICES
■ Ambulatory Services (Outpatient)

(includes services performed in a 
Hospital or ambulatory facility)

20% 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)

20% after Plan Deductible 50% after Plan Deductible

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

20% after Plan Deductible 50% after Plan Deductible

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

20% after Plan Deductible 50% after Plan Deductible

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

OTHER BENEFITS

■ Ambulance Services 20% after Plan Deductible Same as In-network

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

20% after Plan Deductible 
(Plan Deductible Waived)

25% (Plan Deductible Waived)

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

20% after Plan Deductible 50% after Plan Deductible

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

20% 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)

20% after Plan Deductible 50% after Plan Deductible

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

20% after Plan Deductible 50% after Plan Deductible

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

20% after Plan Deductible 50% after Plan Deductible

continued on next page
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O U T L I N E  O F  C O V E R A G E

POS UPFRONT PLAN DEDUCTIBLE —   $1,500 INDIVIDUAL/$3,000 FAMILY continued

IN-NETWORK
MEMBER COST

OUT-OF-NETWORK
MEMBER COST

■ Routine Vision Exam
(one per contract year)

20% after Plan Deductible 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-1500U-20-IND)
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